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Effective  control  of  seizures,  social  acceptance, 
and  recognition  of  employment  potential  are 
providing  new  vistas  for  the  majority  of  epileptic 
patients.  Accurate  diagnosis  and  adequate 
therapy,  as  in  present-day  management,  can  be 
expected  more  confidently  than  ever  before  to 
restore  such  patients  to  as  full  a life  as 
is  compatible  with  their  condition. 
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Austin  Smith,  M.  D.,  delightful  speaker  and  editor  of  the 
Journal  of  the  AM  A,  recently  made  clear  what  has  happened  in 
several  of  the  countries  in  Europe  where  state  medicine  has  taken 
over. 

The  bureaus,  the  labor  unions  and  the  great  industrial  con- 
cerns working  with  various  governmental  agencies  have  to  au- 
thorize the  purchase  of  expensive  biochemicals  hefore  they  can 
be  given.  They  determine  to  which  hospital  a patient  must  go  and 
assign  him  his  physician.  We  find  ourselves  relegated  to  be  ‘tech- 
nicians’ in  their  schedule. 

One  of  the  answers  to  this,  it  seems  to  me,  is  rapid  nationali- 
zation of  both  BLUE  CROSS  and  BLUE  SHIELD.  Then  we  shall 
have  to  make  these,  in  ten  years,  more  or  less,  the  focal  points 
with  whom  all  bargaining  for  medical  and  hospital  care  can  be 
made.  How  this  shall  be  done  must  be  worked  out  as  the  thing  de- 
velops. 

But  with  enormously  powerful  welfare  and  health  funds 
yearly  springing  into  being — launching  their  various  activities 
with  our  help — into  the  field  of  supplying  medical  and  hospital 
care,  we  may  find  that  the  enormous  labor  groups  in  a decade  will 
all  be  purchasing  these  cares  with  their  own  funds.  Our  free  pa- 
tronage area  will  be  shrinking. 

It  may  require  some  unusual  measures  to  recoup  our  lost  po- 
sition. We  must  keep  our  position  strong — get  BLUE  CROSS  and 
BLUE  SHIELD  in  national  organizations  with  every  physician  in 
the  United  States  heartily  enrolled  as  a subscriber  to  its  pro- 
grams— and  no  deviation. 

This  battle  is  shaping  up.  Think  it  through. 


F^sident 
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Now,  you  can  prescribe  an  antibiotic  (Filmtah 
Erythrocin)  that  provides  specific  therapy  against 
staph-,  strep-  or  pneumococci.  Since  these 
organisms  cause  most  bacterial  respiratory  infections 
(and  since  they  are  the  very  organisms  m.ost  sensitive 
to  Erythrocin)  doesn’t  it  make  good  sense  to 
prescribe  Erythrocin  when  the  infection  is  coecic? 
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Since  Erythrocin  is  inactive  against  gram- 
negative organisms,  it  is  less  likely  to  alter  intestinal 
flora— with  an  accompanying  low  incidence  of  side 

effects.  Also,  your  patients  seldom  get  the  allergic 
reactions  sometimes  .seen  with  penicillin.  Or 
loss  of  accessory  vitamins  during  Erythrocin 
therapy.  Filmtah  Erythrocin  (100 
and  250  mg.),  bottles  of  25  and  100 


filmtab" 


STEARATE 


®Filmtab — Film  sealed  tablets;  patent  applied  for. 
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A TEXTBOOK  OF  MEDICINE:  Edited  by  Rus- 
sell L.  Cecil,  M.  D.,  Professor  of  Clinical 
Medicine,  Emeritus,  Cornell  University,  New 
York,  and  Robert  F.  Loeb,  M.  D„  Bard 
Professor  of  Medicine,  Columbia  U'niversity, 
New  York.  9th  Ed.  1,786  pp.  Illust.  W.  B. 
Saunders  Company,  Philadelphia,  1955. 

The  new  (9th)  Edition  of  Cecil  & Loeb’s 
Textbook  of  Medicine  reflects  the  continued 
policy  of  the  authors  to  produce  an  up-to-date 
authoritative  text  in  general  medicine.  Its 
contributors  include  the  leading  men  in  the 
various  fields  of  internal  medicine. 

In  addition  to  rewriting  and  bringing  up  to 
date  all  previously  presented  material,  fthe 
authors  have  included  more  that  30  entirely 
new  articles  covering  such  subjects  as  the 
leptospiral  diseases,  atherosclerosis,  portal  hy- 
pertension, dehydration  and  fluid  balance,  se- 
nile heart  disease,  and  cystic  disease  of  the 
lungs. 

In  a text  in  which  all  of  the  articles  are  time- 
ly and  authoritative,  it  is  probably  superfluous 
to  make  special  mention  of  any  specific  one. 
However,  the  reviewer  iwas  particularly  im- 
pressed with  the  articles  on  hematology  by 
William  Castle,  M.D.,  Charles  Doan,  M.D.,  Carl 
Moore,  M.D.,  and  Cyrus  Sturgis,  M.D.,  on  the 
disorders  of  the  biliary  system  by  Cecil  Watson, 
M.D.,  on  vitamins  and  deficiency  disorders  by 
Tom  Spies,  M.D.,  on  gout  by  Philip  Hench,  M.D., 
on  cardiac  and  circulatory  disorders  by  Eu- 
gene Stead,  Jr.,  M.  D.,  and  on  bacterial  diseases 
by  Chester  Keefer,  M.  D.  The  section  on  avia- 
tion medicine  by  Ashton  Grayibiel,  M.  D.,  of 
the  U.  S.  Naval  School  of  Aviation  Medicine  at 
Pensacola  seems  particularly  timely  in  view 
of  the  increasing  participation  by  the  general 
public  in  flying  activities.  This  section  includes 
a discussion  of  the  physiological  stresses  and 
other  medical  problems  incident  to  flying.  Of 
contributions  by  specialists  outside  the  field 
of  internal  medicine,  the  articles  on  diseases 
of  the  pancreas  by  Charles  Child,  M.  D.,  Pro- 
fessor of  Surgery  at  Tufts,  and  on  intestinal 
obstruction  and  intestinal  neoplasms  by  Alton 
Ochsner,  M.  D.,  Professor  of  Surgery  at  Tulane, 
were  especially  good. 

To  summarize,  the  naw  9th  edition  of  Cecil 
and  Loeb  continues  to  emphasize  the  physio- 
logic and  biochemical  aspects  of  disease  and 
is  an  authoritative  reference  on  all  phases  of 
diseases  in  the  field  of  internal  medicine.  It 
is  an  excellent  reference  text,  especially  for 
students  and  general  practitioners. 

J,  Richard  Gott,  Jr.,  M.D. 


THE  HUMAN  ADRENAL  CORTEX:  VOLUME 
III  OF  THE  CIBA  FOUNDATION  COLLO- 
GUIA  ON  ENDOCRINOLOGY  by  G.  E.  W. 
Wolstenholme,  OBE,  MA,  MB,  BCh  and 
Margaret  Cameron,  MA,  ABLS  — Little, 
Brown  & Co.:  665  pages:  $10.00. 

This  comprehensive  collection  of  papers  by 
outstanding  investigators,  probes  deeply  into 
the  mysteries  of  such  a small  and  simple  sub- 
ject as  the  adrenal  cortex.  The  progress  they 
report  in  their  varied  studies  brings  informa- 
tion within  reach  of  all  physicians.  However, 
it  reveals  how  little  is  really  known  about  the 
hypothalamus-pituitary-adrenal  axis. 

The  first  half  of  the  book  deals  mainly  with 
histological  and  biochemical  aspects  of  the 
pituitary-adrenal  axis.  There  are  also  several 
topics  concerned  with  the  cortico-medullary 
relationships  of  the  human  adrenal  gland.  ^This 
should  prove  of  interest  mainly  to  those  who 
are  involved  primarily  in  research  or  teaching 
in  this  field.  Many  procedures  of  value  in 
measuring  human  adrenal  cortical  function  are 
outlined  and  amply  discussed  in  an  informal 
and  entertaining  manner.  Included  in  this  por- 
tion of  the  book  are  many  interesting  illustra- 
tions and  charts. 

The  second  half  of  the  book  deals  mainly 
with  the  physiological  and  pathological  aspects 
of  the  human  adrenal  cortex.  The  papers  pre- 
sented in  the  latter  portion  of  this  symposium 
range  from  the  known  stimulating  effects  of 
the  adreno-cortico  trophic  hormone  on  ithe 
adrenal  cortex  through  the  interesting  meta- 
bolic effects  of  the  true  salt  hormone,  aldoste- 
rone. The  therapeutic  effects  of  hypophysect- 
omy  in  cancer,  Cushings  disease  and  virilizing 
adrenal  hyperplasia  are  thoroughly  abscessed. 

For  the  informal  discussions  as  well  as  pre- 
sentation of  latest  work  by  outstanding  investi- 
gators in  the  field  of  adrenal  cortex  it  is  des- 
tined to  become  a standard  reference. 

This  book  is  an  essential  one  for  those  who 
must  make  decisions  regarding  diagnosis  and 
therapy  concerning  the  effects  of  the  adrenal 
cortex  and  hypophysis  in  health  and  disease. 

Robert  L.  McClendon,  M.D. 


SHOULD  THE  PATIENT  KNOW  THE  TRUTH? 
Edited  by  Samuel  Standard,  M.  D.,  and  Hel- 
muth  Nathan,  M.  D.,  the  Springer  Publish- 
ing Company,  Inc.,  New  York,  1955,  160  p.p., 
$3.00. 

This  question,  SHOULD  THE  PATIENT 
KNOW  THE  TRUTH?,  is  discussed,  in  this 
(Continued  on  page  14) 
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can  your  diuretic 
rade'^your 
art  patients? 


know 

your 

diuretic 


TABLET 


fewer  restrictions  of  activity  are  the  benefit  of  prolonged  use  of 
those  diuretics  effective  over  the  entire  range  of  cardiac  failure. 
The  organomercurials— parenteral  and  oral-improve  the 
classification  and  prognosis  of  your  decompensated  patients. 
Diuretics  of  value  only  in  milder  grades  of  failure,  or  which 
must  be  given  intermittently  because  of  refractoriness  or  side 
effects,  are  incapable  of  "upgrading"  the  cardiac  patient. 


NEOHYDRIN 

Bi^AND  OF  CHLORMERODRIN  (is. 3 MC.  OF  3.chlOROmercuri-2 

• METHOXY.PROPYLUREA  IN  EACH  TABLET) 


for  "...  a new  picture  of  the  patient  in  congestive  heart  failure."* 
replaces  injections  in  80%  to  90%  of  patients 

*Leff,  W.,  and  Nussbaum,  H.  E.:  J.  M.  Soc.  New  Jersey  50:149,  1953. 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  I.1ERALLURIDE  INJECTION 


Cl^ed/c/e  LABORATORIES,  INC.,  MIL.W,  XUKEE  I.  WISCONSIN 
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To  leave  SURE  out  of  INSURANCE 
just  doesn’t  make  sense 

What  can  such  a policy  be  worth? 
Of  course,  it’s  cheap,  and  you  may 
collect,  even  handsomely.  But  isn’t 
this  pure  lottery  rather  than  Insur- 
ance? 

Unless  your  policy  is  Guaranteed 
Renewable  - Incontestable  and  Non- 
Cancellable  you  have  bought  a fair 
weather  promise. 

All  “Association  Group”  plans  may  be  can- 
celled at  any  time  by  the  insurance  Com- 
pany. 


W.  R.  LONG  & ASSOCIATES 
1534  Bardstown  Road — ^Louisville,  Ky. 

Without  obligation  to  me  I would  like  to  have 
more  information  on  a sound  disability  insur- 
ance program.  I am  in  good  health  and  was 

born  

Month  Day  Year 

Name 


IN  THE  BOOKS 

(Continued  from  page  12) 

small  book  by  twenty-four  learned  persons, 
some  of  whom  are  physicians,  nurses,  a priest, 
a sister,  a rabbi,  a minister,  and  a lawyer,  in- 
cluding such  famous  medical  names  as  Owen 
Wagensteen,  Leo  Davidoff,  Allen  Guttmacher, 
and  Paul  White.  This  book,  encompassing  as 
it  does  the  practical  application  of  philosoph- 
ical, moral,  and  religious  principles,  is  strong- 
ly recommended  for  all  physicians. 

It  is  easily  read.  The  longest  essay  by  any 
of  the  contributors  is  less  than  fourteen  pages. 
Its  type  is  easy  on  the  eyes.  There  are  hints 
for  everyday  handling  of  our  patients  which 
we  all  should  know  but  often  get  too  busy  to 
think  about.  The  following  quotatlions  are 
culled  in  an  attempt  to  give  thumbnail  sketch 
of  the  book: 

“You  look  at  the  bundle  of  plainness  and 
say  (with  a pretty  awe-struck  voice  ‘That’s  a 
baby’.” 

“The  obsessional  physician — meticulously 
addicted  to  a policy  of  dedicated  honesty  finds 
it  incumbent  upon  him  to  convey  every  fact 
and  every  finding.” 

“The  truth  you  speak  doth  lack  some  gentle- 
ness 

And  time  to  speak  it  in;  you  rub  the  sore. 

When  you  should  bring  the  plaster.” 

Shakespeare:  “THE  TEMPEST” 

“ — some  patients  who  were  ‘neurotic’  all 
their  lives  face  serious  illness  with  firmness 
and  bravery.” 

“The  most  important  person  in  an  illness — 
the  patient — is  forgotten  by  the  physician  as 
well  as  relatives.” 

“—another  neurologist  who  developed  S3onp- 
toms  of  a malignant  brain  tumor  made  the 
correct  diagnosis  on  himself  and  was  in  terror 
lest  he  lose  his  power  of  reasoning  before  he 
could  convince  me  that  he  chose  not  to  be 
operated  upon. — ” 

“The  doctor  is  never  privileged  to  lie  to  a 
patient  but  he  is  privileged  to  tell  the  patient 
part  of  the  truth.” 

“Later  that  day,  I heard  one  of  the  children 
tell  another,  ‘Johnny  died,  but  don’t  tell  the 
nurses’.” 

“Everyone  has  the  right  and  duty  to  prepare 
for  the  solemn  moment  of  death.” 

“Obviously  it  would  be  morally  wrong  for 
the  physician  to  cause  harm  or  damage  to  his 
patient.” 

Since  there  is  obviously  no  one  answer  to 
this  question,  this  book  is  strongly  recommend- 
ed to  all  physicians  for  its  stimulating  qualities 
as  well  as  a compact  reference  source  for  mod- 
ern attitudes  toward  the  question  “SHOULD 
THE  PATIENT  KNOW  THE  TRUTH?” 
William  K.  Keller,  M.D. 


Address 


l^john 


Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  .500 

• REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 


Hydroclt 
Tetracycline  HCl  1 


ly  prescribed  because  of  these  important  advantages: 
ipid  diffusion  and  penetration 
rompt  control  of  infection 
egligible  side  effects 

ue  broad-spectrum  activity  (proved  effective 
gainst  a wide  variety  of  infections  caused  by 
Iram-positive  and  Gram-negative  bacteria,  rick- 
;tsiae,  and  certain  viruses  and  protozoa) 

/ery  gram  produced  in  Lederle’s  own  labora- 
)ries  under  rigid  quality  control,  and  offered 
tnly  under  the  Lederle  label 
complete  line  of  dosage  forms 


ERLE  LABORATORIES  DIVISION  American  CtfonamiJ compawy  PEARL 
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lEWS  DIGEST 

Washington,  D.  C. — The  second  session  of 
the  eighty-fourth  Congress  is  under  way,  and 
m medical  legislation — as  in  all  other  fields — 
this  promises  to  be  much  livelier  than  last 
year’s  deliberations. 

For  one  thing,  neither  the  Republican  ad- 
ministration nor  the  Democratic  party,  which 
is  in  control  on  Capitol  Hill,  got  anyiwhere  near 
as  much  as  it  wanted  last  year  in  medical 
legislation. 

For  another  thing,  and  something  that 
shouldn’t  be  lost  sight  of  at  any  time,  both  par- 
ties this  year  will  be  legislating  with  one  eye 
cocked  toward  next  November,  when  the  vot- 
ers make  a choice  between  the  two  parties. 
Try  as  they  might  to  pass  laws  for  the  good 
of  all  the  people,  neither  party  can  afford  to 
Ignore  the  political  realities  of  the  situation: 
each  will  want  to  take  credit  for  any  legisla- 
tion iwith  popular  appeal  or  where  that  is  im- 
possible, at  least  to  see  that  the  other  party 
doesn’t  get  the  credit. 

In  front  of  this  political  mosaic,  these  are 
some  of  the  medically-important  issues  that 
will  be  fought  out  in  Senate  and  House: 

1.  Federal  guarantee  of  mortgages  on  health 
facilities.  This  has  been  on  the  Congressional 
calendar  for  two  years;  it  was  pushed  hard  in 
1954,  and  was  given  some  consideration  in  1955. 
It  would  mean  that  the  federal  government 
would  underwrite  mortgages  for  hospitals, 
clinics  and  nursing  homes,  under  certain  con- 
ditions, thereby  allowing  some  sponsors  to  ob- 
tain loans  they  couldn’t  otherwise  get,  or  to  ob- 
tain them  on  longer  terms  and  with  lower  in- 
terest. 

2.  Federal  grants  for  research  facilities.  Un- 
der this  plan — approved  last  session  by  the 
Senate — the  U.  S.  would  make  outright  grants 
to  laboratories,  medical  schools  and  clinics  for 
building  facilities  for  research  in  specific  dis- 
eases, such  as  cancer  and  heart  disease. 

3.  Federal  aid  to  medical  education.  This 
perennial  project  probably  is  closer  to  Con- 
gressional enactment  now  than  ever  before. 
The  most  popular  bill  is  one  restricting  the  fed- 
eral role  to  grants  for  building  and  equipment, 
with  a financial  incentive  held  out  to  those 
schools  willing  to  increase  their  enrollment. 
This  bill  may  be  tied  in  with  some  other  grants 
bill,  such  as  the  one  for  research. 

4.  Salk  vaccine.  Legislation  authorizing  fed- 
eral appropriations  for  the  purchase  of  Salk 


poliomyelitis  vaccine  ($30  million  for  the  cur- 
rent year)  expires  February  15,  virtually  in- 
suring Congressional  action  of  some  sort  be- 
fore that  date.  One  issue  is  whether  the  fed- 
eral government  should  continue  the  grants; 
more  controversial  is  the  question  of  whether 
the  U.  S.  would  move  in  to  control  the  alloca- 
tion and  distribution  of  the  vaccine.  Allocation 
and  distribution  now  are  handled  under  a vol- 
untary program  supervised  by  the  U.  S.  Pub- 
lic Health  Service. 

5.  Increases  in  federal  appropriations  for 
medical  research.  Over  the  last  years — since 
the  National  Institutes  of  Health  came  of  age — 
Congress  repeatedly  has  increased  research 
grants  over  the  amounts  the  Budget  Bureau 
allowed  Public  Health  Service  to  request.  In- 
dications are  that  this  year  the  Budget  Bureau 
may  have  to  give  way  and  allow  important  in- 
creases to  be  requested  of  Congress.  Congress 
probably  would  want  to  add  on  its  own  special 
additions  anyway,  resulting  in  more  money 
than  ever  before  available  for  work  on  cancer, 
heart  disease,  mental  illness,  arthritis,  blind- 
ness and  the  many  other  conditions. 

6.  OASI-covered  persons  could  receive  pay- 
ments beginning  at  age  50  if  determined  to  be 
disabled.  Under  present  law  retirement  pay- 
ments for  all  are  available  at  age  65.  The  bill 
containing  this  provision  (H.R.  7225)  passed 
the  House  last  session  by  an  overwhelming 
margin.  It  is  now  before  the  Senate  Finance 
Committee,  where  the  next  phase  of  the  legis- 
lative contest  will  be  fought  out  in  1956. 

The  lop-sided  House  vote  on  disability  pay- 
ments may  be  discounted  in  part  because  of 
the  parliamentary  maneuvering  by  sponsors  of 
the  legislation.  House  members  had  only  40 
minutes  to  debate  this  bill,  and  no  opportunity 
to  amend  it.  It  was  a case  of  accepting  the 
whole  bill — which  contains  a number  of  other 
acvial  security  liberalizations  not  of  medical 
significance — or  being  politically  damned  as 
opposed  to  social  security  per  se. 

The  American  Medical  Association  maintains 
that  the  present  expanding  rehabilitation  pro- 
grams would  be  undermined  by  cash  pay- 
ments for  disability,  that  the  financial  and 
other  long-range  aspects  of  the  disability  pay- 
ments plan  have  not  been  thoroughly  studied, 
and  that  the  machinery  for  disability  pay- 
ments would  inevitably  project  the  federal 
government  deeply  into  the  medical  care  pic- 
ture. 
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dihydroxy  aluminum  aminoacetate,  N.N.R. 


On  the  basis  of  considerable  in  vitro 
evidence  accumulated  over  a period  of 
seven  years,  the  Council  on  Pbarniacy 
and  Chemistry  has  revised  the  original 
Alglyn  monograph  acknowledging  that 


this  most  recent  form  of  aluminum  ant- 
acid therapy  is  as  active — In  Tablet 
Form — as  the  various  aluminum  hvdrox- 
ide  preparations  are  in  LiQl  in  form; 


“Dihydroxy  aluminum  aminoacetate  . . . shares  the  properties  of  the  alumi- 
num hydroxide  gel  preparations.  In  vitro  studies  indicate  that  the  buffering 
action  of  dihydroxy  aluminum  aminoacetate  in  tablet  form  is  comparable  to 
that  of  the  liquid  preparations  of  aluminum  hydroxide  gel  when  compared 
on  the  basis  of  equivalent  aluminum  content."’ 


AlflIynTablets,  0.5  Gm.  dihydroxy 
aluminum  aminoacetate,  are  supplied  in 
bottles  of  100  (white).  Your  patients  will 
w'elcome  the  change  from  liquid  antacid 
preparations  to  easy-to-take  convenient, 
lightly-flavored  Alglyn  Tablets.^ 

Also  supplied  (not  N.N.R.)  as 
Compoundi'ach  tablet  contains  di- 


hvdroxy  aluminum  aminoacctate,0.5  Gm., 
belladonna  alkaloids,  0.162  mg.,  pheno- 
harhital,  16.2  mg.,  per  tablet,  bottles  of 
100  (pink);  and  as  •®lflly**tlihy- 
droxv  aluminum  aminoacetate,  0.5  Gm., 
belladonna  alkaloids.  0.162  mg.,  per 
tablet,  bottles  of  100  (yellow). 


1.  N.N.R.,  1956. 

2.  Hammarlund,  E.R.  and  Rising,  L.W.;  J.  Am.  Pharm.  Assoc.,  Scientific  Edition, 
38:. 586,  1949. 

3.  Rossett,  N.E.  and  Rice,  M.L.  Jr.:  Gastroenterology,  26 :.490,  1954. 


PHARMACEUTICAL  COMPANY 


CHATTANOOGA  9,  TENNESSEE 
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Pork  in  the  Human  Dietary 


JrbRK  may  be  looked  upon  as  an  im- 
portant factor  in  America’s  general 
health  and  well-being.  The  average  in- 
take of  pork  in  America  is  about  46 
pounds  of  lean  pork  and  20  pounds  of 
bacon  and  salt  pork  per  person  each 
year.^  But  America’s  demand  for  pork 
goes  further  than  taste  appeal  and 
deeper  than  mere  statistics.  Pork  makes 
a valuable  contribution  to  day-in-and- 
day-out  nutrition. 

Pork  rates  among  the  foremost  sources 
of  thiamine.  As  a source  of  all  other  B 
vitamins  and  many  essential  minerals, 
such  as  iron  and  phosphorus,  pork  meat 
is  considered  an  important  dietary  con- 
stituent. 

Lean  pork  is  virtually  completely  di- 
gestible. Its  protein  serves  to  promote 
growth  and  aid  in  the  maintenance  of 
tissue  cells.  Like  all  high  quality  pro- 
tein, that  of  pork  aids  in  the  elaboration 
of  protein  hormones,  enzymes,  and  anti- 
bodies. 


Pork  constitutes  a valuable  part  of  the 
daily  diet  (Table  I),  and  also  contrib- 
utes importantly  to  the  nutrition  of  the 
pregnant  woman  (Table  II). 

Pork  and  pork  products  have  won 
America’s  favor  by  their  unique  com- 
bination of  economy,  palatabihty,  and 
nutritional  value. 


1.  Consumption  of  Food  in  the  United  States,  1909-1952, 
Washington,  D.C.,  United  States  Department  of  Agri- 
culture, Bureau  of  Agricultural  Economics,  Agricultural 
Handbook  No.  62,  September,  1953. 

2.  Watt,  B.K.,  and  Merrill,  A.L.:  Composition  of  Foods 
— Raw,  Processed,  Prepared,  Washington,  D.C.,  United 
States  Department  of  Agriculture,  Agricultural  Handbook 
No.  8,  1950. 

3.  Bowes,  A.  deP.,  and  Church,  C.F.:  Food  Values  of 
Portions  Commonly  Used,  ed.  7,  Philadelphia,  Anna 
dePlanter  Bowes,  1951. 

4.  Cheldelin,  V.H..  and  Williams,  R.J.:  Studies  on  the 
Vitamin  Content  of  Tissues,  II,  Houston,  Texas,  Univer- 
sity of  Texas  Publication  No.  4237,  1942. 

5.  Schweigert,  B.S.;  Nielsen,  E.;  Mclntire,  J.N.,  and 
Elvehjem,  C.A.:  Biotin  Content  of  Meat  and  Meat  Prod- 
ucts, J.  Nutrition  26:65  (July)  1943. 

6.  Scheid.  H.E.,  and  Schweigert,  B.S.:  The  Vitamin  Bia 
Content  of  Meat,  Annual  Report,  An  Outline  of  Research 
During  the  Fiscal  Year  1953-54,  Chicago,  American  Meat 
Institute  Foundation,  Bull.  22,  1955. 

7.  Estimated  on  basis  of  protein  content  of  meats.  Sherman, 
H.C.:  Food  Products,  ed.  4,  New  York,  The  Macmillan 
Company,  1948,  p.  155. 

8.  Recommended  Dietary  Allowances,  Washington,  D.C., 
National  Academy  of  Sciences — National  Research  Coun- 
cil, Publication  302,  1953. 


Cooked  Pork  Chops,  Ham.  and  Pork  Sausage 
Nutrients  and  Calories  Provided  by  3-Ounce  Portions 


TABLE  1 

Protein 

Gm. 

Thiamine 

mg. 

Niacin 

mg. 

Riboflsvin 

mg. 

Iron 

mg. 

Phosphorus 

mg. 

Calories 

Pork  Chops,  without  bone,  cooked,  3 0Z.2 

20 

0.71 

4.3 

0.20 

2.6 

200 

284 

Ham,  without  bone,  cooked,  3 oz.^ 

20 

0.45 

4.0 

0.20 

2.6 

202 

338 

Pork  Sausage,  cooked,  3 oz.^ 

14 

0.42 

2.8 

0.20 

2.1 

139 

396 

3.5  ounces  of  fresh  pork  lofn.  equivalent  to  approximately  3 ounces  of  cooked  loin,  contains  0.47  mg.  pantothenic  acid  0.10  mg.  pyridoxine;'*  0.005 
mg.  biotin;5  36  mg.  inositol;'  0.08  mg.  folic  acid;'*  0.0027  mg.  vitamin  B12;®  63  mg.  chlorine;'^  0.1  mg.  copper;''  20  mg  magnesium;'  280  mg.  potas- 
sium;' 70  mg.  sodium;'  and  0.01  mg.  manganese.' 


Nutrients  and  Calories  of  Cooked  Pork  Chops  (3  ounces)  Expressed 

TABLE  1 1 as  Percentages  of  Recommended  Daily  Dietary  Allowancess 

Percentages  of  Allowances  for: 

Protein 

Thiamine 

Niacin 

Riboflavin 

Iron 

Phosphorus 

Calories 

Girls,  13-15  years  of  age;  weight, 
108  lb.:  height.  63  inches. 

25% 

55% 

33% 

10% 

17% 

15% 

11% 

Women,  25  years  of  age;  weight, 
121  lb.;  height,  62  inches. 

31% 

59% 

36% 

14% 

22% 

17% 

12% 

Pregnant  Women  (3rd  trimester) 

25% 

47% 

29% 

10% 

17% 

13% 

11% 

The  nutritional  statements  made  in  this  advertisement  have  been  reviewed 
by  the  Council  on  Foods  and  Nutrition  of  the  American  Medical  Associa- 
tion and  found  consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago. ..  Members  Throughout  the  United  States 
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THORAZINE*  can  allay  the  suffering 

caused  by  the  pain  of  SEVERE  BURSITIS 

The  ataractic,  tranquilizing  action  of  ‘Thorazine’  can  reduce  the 
anguish  and  suffering  associated  with  bursitis.  ‘Thorazine’  acts  not 
by  eliminating  the  pain,  but  by  altering  the  patient’s  reaction- 
enabling  her  to  view  her  pain  with  a “serene  detachment”  . . . Howell 
and  his  associates^  reported;  “Several  of  [our  patients]  expressed  the 
feeling  that  [‘Thorazine’]  put  a curtain  between  them  and  their  pain, 
so  that  whilst  they  were  aware  that  the  pain  existed,  they  were  not 
upset  by  it.” 

‘Thorazine’  should  be  administered  discriininately  and  with  the  care  to  be  observed 
with  all  serious  medication.  Consequently,  it  is  important  that  the  physician, 
before  prescribing  ‘Thorazine’,  be  fully  conversant  with  the  available  literature. 

Smith,  Kline  French  Laboratories,  Philadelphia 

1.  Howell,  T.H.;  Harth,  J.A.P.  and  Dietrich,  M.:  Practitioner  iyy.\'J2. 

*T.M.  Reg.  Ll.S.  Pat.  Off.  tor  chlorpromazine,  S.K.F. 


"IN  CHILDREN,  GASTROENTERITIS.  CROUP, 
MENINGITIS,  AND  INFECTIONS  COMPLICATING 


ADEQUATELY  TREATED  BY  ITS  USE  AND  IT  IS 
. . . [A]  DRUG  OF  CHOICE  WHEN  ORAL 
MEDICATION  IS  NOT  POSSIBLE."* 


‘Schaefer,  F.  H.:  Ohio  State  M.  J. 


Single-dose  vials  providing 
100  mg.  crystalline  oxytetracycline 
hydrochloride,  5 per  cent 
magnesium  chloride  and  2 per  cent 
procaine  hydrochloride. 


RAPIDLY  EFFECTIVE 

BROAD-SPECTRUM  ANTIBIOTIC  THERAPY 
...WELL  TOLERATED... 

BY  THE  INTRAMUSCULAR  ROUTE 


PFIZER  LABORATORIES.  Division.  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N. 


Y. 
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24-hour  control 

for  the  majority  of  diabetics 


B.W.&COL 


a clear  solution . . . easy  to  measure  accurately 

Discovered  by  Reiner,  Searle,  and  Lang 
in  The  Wellcome  Research  Laboratories 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 


Tuckahoe  7,  New  York 


■5-ONe,  SCHERING  (metacortandra'cij)^ 

the  DISTIHCTIvt? 

beneeits 

OE  HORMOHE  ; 

therapy 


WITS 


■ SSBHABC® 

ot 


For  physicians  who  hesitate  to  use  the  older  corticosteroids  because  of 
diminishing  therapeutic  returns  and  frequently  predominating  major 
undesirable  side  effects,  Meticorten  with  its  high  therapeutic  ratio 
reduces  the  incidence  of  certain  major  undesirable  side  effects. 

• minimizes  sodium  and  water  retention 

• minimizes  weight  gain  due  to  edema 

• no  excessive  potassium  depletion 

• in  rheumatoid  arthritis,  effective  relief  of  pain,  swelling,  tenderness; 
diminishes  joint  stiffness 

• in  intractable  asthma,  relief  of  bronchospasm,  dyspnea,  cough; 
increases  vital  capacity 

• clinical  response  even  where  cortisone  or  hydrocortisone  ceases 
to  be  effective  — “cortisone  escape” 

• effective  in  smaller  dosage 
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intractable  asthma,  rheumatic  fever,  nephrosis,  certain  skin  disorders 
such  as  acute  disseminated  lupus  erythematosus,  acute  pemphigus,  extensive 
atopic  dermatitis  and  other  allergic  dermatoses,  and  certain  eye  disorders 
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of  digitalis  dose 


'Crystodigin’ 


(CRYSTAI.I.INE  DIGITOXIN,  LILLY) 


permits  accurate  dosage  titration 

to  produce  the  maximum  therapeutic  effect 

Available  in  scored 
tablets  of  0.05  mg.  (orange), 

0.1  mg.  (pink),  0.15  mg. 

(yellow),  and  0.2  mg. 

(white)',  and  in 
1-cc.  and  10-cc.  ampoules, 

0.2  mg.  per  cc. 


Since  initial  digitalization  and  maintenance  dosage  must  be 
carefully  individualized,  'Crystodigin’  fulfills  the  important  re- 
quirements of  a preferred  digitalis.  'Crystodigin’  is  a crystalline- 
pure,  uniformly  potent  single  glycoside  that  is  completely  ab- 
sorbed in  the  gastro-intestinal  tract.  With  'Crystodigin,’  the 
maximum  therapeutic  effect  can  be  safely  determined  by  dosage 
titration  in  increments  as  small  as  0.025  mg. 


ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.S.A. 


666000 


Vhe  JOURNAL  ojj-  ike 
Kentucky  State  Medical  Association 

Issued  Monthty  Under  the  Direction  of  the  Council 


VOL.  54 


JANUARY,  1956 


NO.  1 


Fire  and  Explosion  Hazards  With  Flammable 
Anesthetic  Agents  and  Their  Control* 
GEORGE  J.  THOMAS,  M.  D.** 

Pittsburgh,  Pennsylvania 


Death  by  anesthetic  explosion  is  given 
heavy  emphasis  in  media  of  public  infor- 
mation, not  only  because  it  is  the  most 
dramatic  of  all  surgical  fatalities,  but  also 
because  it  is  so  unusual. 

Dramatic  and  newsworthy  though 
death  by  anesthetic  explosion  may  be,  it 
is  relatively  rare  and  infrequent  among 
the  causes  of  death  of  patients  undergoing 
surgery. 

Tragedies  from  fires  and  explosions 
have  occurred  in  operating  and  delivery 
rooms  ever  since  flammable  anesthetic 
agents  have  been  used.  It  is  true  that  such 
accidents  are  rare  and  occur  only  once  in 
approximately  80,000  to  100,000  anesthe- 
sias. However,  definite  hazards  are  present 
in  places  where  flammable  anesthetic 
agents  are  used.  Therefore,  definite  pre- 
cautions must  be  taken  to  avoid  or,  at 
least,  further  minimize  these  catastrophes 
since  there  over  10,000,000  anesthesias  ad- 
ministered in  the  United  States  annually. 

The  danger  of  fire  and  explosion  is  not 
limited  to  the  field  of  medicine  but  is 
also  a factor  in  industry  where  flammable 
agents  are  used  in  the  manufacturing  of 
many  products.  However,  industry  has 
taken  definite  steps  to  minimize  these 
hazards  by  improvements  in  the  physical 
plant  and  by  intensive  instructions  to 
personnel  on  safety  measures.  This  prac- 
tice has  not  been  the  general  rule  in  most 
hospitals  Where  flammable  anesthetic 
agents  are  used.  The  hospitals  alone  can- 
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not  be  accused  of  negligence  along  these 
lines.  Until  recently,  recommendations 
made  to  hospitals  for  the  prevention  of 
fires  and  explosions  have  been  so  variable 
and  controversial  that  the  requirements 
have  been  difficult  to  fulfill.  However,  to- 
day we  have  nearly  reached  agreement 
on  the  solution  of  many  of  these  contro- 
versial problems. 

Factors  Conducive  To  Fires 
And  Explosions’ 

The  three  essential  factors  required 
for  the  development  of  a fire  or  an  ex- 
plosion are: 

1.  Combustible  gases  or  vapors.  In  or- 
dinary anesthesia  practice,  the  gases  or 
vapors  are  ethylene,  cyclopropane,  diethyl 
ether,  and  divinyl  ether,  or  a combination 
of  these.  We  must  not  exclude  the  nitrous 
oxide-oxygen-ether  sequence,  because 
this  mixture  is  also  flammable. 

2.  Oxygen  supply.  Oxygen  is  essential 
to  all  ordinary  combustion.  In  anesthesia, 
oxygen  is  supplied  pure,  diluted  in  air,  or 
in  chemical  combination  with  nitrogen  in 
nitrous  oxide. 

3.  Ignition  source.  Flammable  mixtures 
require  an  ignition  source  for  an  explosion 
to  occur.  Ignition  sources  may  be  small 
flames,  incandescent  surfaces,  local  com- 
bustion initiated  by  catalysts,  and  elec- 
tric sparks. 

Factors  1 and  2 are  essential  to  practical 
anesthesia.  However,  the  third  factor,  the 
ignition  source,  is  not  essential  and  should 
be  controlled  or  eliminated  (Table  1). 

Open  flames,  such  as  those  provided  by 
alcohol  lamps,  Bunsen  burners,  matches, 
and  smoking  should  be  prohibited  in 
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TABLE  1 


Limits  of  Flammability  of  Anesthetics'*^** 


Anesthetic  Agents 

Density  of 
(Air  taken 
elS  1) 

1 Liraicc  of  Flammability  I 

In 

i Lower 

Air  ] 

Upper 

1 In  Oxygen 
Lower  Upper 

In  Nitrous  Oxide 
Lower  Upper 

Ethylene 

0.97 

3,05 

28.6 

2.90 

79.9 

1.90 

40.2 

Propylene 

1.45 

2.00* 

11.1 

2.10 

52.8 

1.45 

28.8 

Cyclop^op^lne 

1.45 

2,40 

10.3 

2.48 

60.0 

1.60 

30.3 

Ethyl  chloride 

2.23 

4.00 

14,0 

4.05 

67.2 

2.10 

32.8 

Ether-divinyl 

2.42 

1,70* 

27.0* 

1.85 

85.5 

1.40 

24.8 

Ether-diethyl 

2.56 

1.85* 

36.5* 

2.10 

82.0 

1.50 

24.2 

Nitrous  oxide 

1.52 

Not  Fi 

err  •'.ble 

Not  Flammable 

Not  Flammable 

Chloroform 

4.12 

Not  FlanuAcle 
- 

Not  Flammable 

Not  Flammable 

Terts  made  in  8 liter,  cylindrical,  closed  steel  bomb. 

■***  Jones,  G.  W, , Kennedy,  R.  E.,  and  Tlioiriar,  C.  J,:  Technical  Paper  653,  U,S, 

Bureau  of  Mines,  1943, 


rooms  where  anesthetics  are  either  ad- 
ministered or  present. 

The  use  of  incandescent  or  high  fre- 
quency cauteries  or  coagulators  within  a 
distance  of  2 ft.  from  the  mouth  of  a 
patient  receiving  flammable  anesthetics 
should  be  prohibited  unless  a rubber 
sheet  and  wet  drapes  are  properly  applied. 

On  rare  occasions,  exjplosions  of  ether 
(from  peroxides)  have  occurred  due  to 
the  effect  of  sunlight.  Ether  should  always 
be  stored  in  original  cans  or  dark  glass 
bottles.  Unless  amber  glass  jars  are  sup- 
plied by  the  manufacturers,  any  ether  re- 
maining in  the  anesthesia  machine  should 
be  removed  and  properly  stored  at  the 
end  of  the  day’s  work. 

Electrical  equipment  should  be  inspect- 
ed frequently  to  detect  faulty  operation, 
broken  switches  and  plugs,  frayed  cords, 
and  open  sparks.  Unless  the  equipment  is 
explosion-proof,  it  should  not  be  used 
where  concentrations  of  flammable  anes- 
thetic gases  may  be  present. 

Roentgen  ray  and  fluoroscopic  equip- 
ment can  cause  fire  or  explosion  when 
flammable  anesthetic  agents  are  being 
used.  Roentgen  ray  apparatus  is  often 
brought  into  the  operating  room  during 
the  administration  of  an  anesthetic  agent. 
Modern  shockproof  equipment  decreases 
the  hazard  of  fire  and  explosion  but  does 
not  eliminate  it  entirely. 

Static  Electricity 

Static  electricity,  which  is  electricity 
at  rest,  is  the  cause  of  a high  percentage 


of  explosions  in  hospitals.  It  is  usually 
produced  on  nonconductors  but  can  be 
transferred  and  retained  on  insulated 
conductors. 

Friction  between  dissimilar,  nonconduc- 
tive  materials  produces  static  charges. 
Some  examples  of  this  are  the  shuffling  of 
feet  across  a rug  on  a dry  day,  running  a 
comb  through  the  hair,  rubbing  a glass 
rod  with  silk  or  synthetic  fabric,  and  sep- 
aration of  woolen  garments,  upholstered 
furniture  and  so  forth.  Static  charges  can 
also  accumulate  by  inductive  processes 
on  articles  that  are  near  electrically 
charged  objects. 

Most  materials  permit  electricity  to 
pass  through  them,  but  some  materials  are 
such  poor  conductors  that  they  are  con- 
sidered insulators.  Metals  and  carbon  are 
good  conductors,  whereas  acids,  salt  so- 
lutions, plants,  and  animals  are  relatively 
poor  conductors.  Various  oils,  dry  wood, 
silk,  rubber,  plastic,  glass,  and  air  are  con- 
sidered insulators. 

Development  of  electrostatic  charges  in 
the  average  operating  room  is  impossible 
to  prevent.  There  is  so  much  activity  that 
frequently  frictional  contact  occurs  with 
one  or  another  of  the  many  nonconductive 
materials  that  are  present  in  the  room, 
and  charges  are  thus  generated. 

The  only  means  of  preventing  the  ac- 
cumulation of  static  charges  thus  pro- 
duced is  to  provide  paths  by  which  the 
electrostatic  charges  may  flow  away  as 
fast  as  they  are  generated.  This  can  be 
done  through  the  use  of  conductive  floors 
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and  efficient  conductive  contact  thereto. 
All  movable  conductive  objects  and  per- 
sonnel present  in  a room  where  flammable 
anesthetic  agents  are  administered  should 
have  proper  electrical  contact  with  the 
floor. 

Grounding 

Grounding  chains  are  useful  for  remov- 
ing static  electricity  from  operating  room 
equipment  only  if  the  following  condi- 
tions are  observed: 

1.  The  floors  must  be  definitely  con- 
ductive or  have  metal  dividing  strips 
closely  spaced. 

2.  The  chains  should  make  long-line 
contact  with  the  floor  if  the  floor  is 
conductive,  or  with  at  least  two  metal 
strips  if  it  is  not.  Chains  which  are 
so  short  that  only  one  or  a few  links 
are  provided  in  contact  with  the  floor 
cannot  be  relied  upon  to  remove 
static.  Long  chains  on  tables,  stools, 
carriages,  gas  machines,  and  so  forth, 
will  not  be  in  the  way  if  they  are 
placed  diagonally  underneath  the 
equipment.  To  insure  greatest  bene- 
fit, two  diagonal  chains  should  be 
used  on  each  piece  of  equipment. 

3.  Chains  should  be  cleaned  occasion- 
ally to  remove  dirt,  wax,  grease,  soap, 
oxide  films,  or  other  .foreign  sub- 
stances which  may  accumulate  be- 
tween the  links  and  cause  high  re- 
sistance. A stiff  brush  and  a grease- 
less detergent  should  be  used  for  this 
purpose. 

4.  Chains  having  open  links,  e.g.,  bronze 
or  brass  window-sash  chain,  are  pref- 
erable to  those  of  the  ball  or  beaded 
type,  which  have  conductive  parts 
that  are  inaccessible  for  cleaning. 
They  should  be  of  material  that  will 
not  rust  or  give  off  abrasive  sparks 
when  dragged  over  concrete  or  other 
hard  surfaces. 

If  the  floor  has  high  resistance,  the 
problem  of  grounding  is  solved  satisfac- 
torily by  the  use  of  one  moistened  and 
two  wet  towels  or  any  other  sizeable 
pieces  of  fabric.  The  moistened  towel  is 
folded  lengthwise;  one  end  is  placed  un- 
der the  patient’s  shoulder,  against  the 
bare  skin,  and  the  other  end  is  tucked  be- 
tween the  mattress  and  the  top  of  the 
operating  table.  One  wet  towel  is  laid 
above  the  caster  from  the  base  of  the 
table  to  the  floor  toward  the  anesthetist’s 
foot.  The  anesthetist’s  foot  and  the  stool 
touch  one  or  both  of  the  towels.  The 
other  wet  towel  is  stretched  from  the 
foot  of  the  gas  machine  to  the  floor.  Moist- 


ened and  wet  towels  employed  in  such  a 
manner  provide  excellent  interconnection 
and  grounding  even  though  a standard 
test  may  indicate  high  floor  resistance 
(Figure  1).  The  explanation  for  this  rec- 
ommendation is  as  follows: 

Conduction  of  electricity  to  ground 
through  a floor  is  accomplished  through 
many  paths  of  high  resistance.  When  a 
contact  to  the  floor  is  made  with  a chair, 
plate,  or  a chain,  only  a few  of  the  avail- 
able paths  to  ground  are  used.  When  con- 
tact is  made  through  a large  wet  towel, 
cloth,  or  pool  of  water  placed  on  the  floor, 
^^housands  of  such  paths  are  made  avail- 
able and  the  neutralization  of  charges  is 
easily  accomplished.- 

Conductive  Floors 

The  floor  is  usually  the  most  convenient 
common  path  for  electrical  charges  to 
follow.  Floors  made  of  rubber,  linoleum, 
tile,  or  marble  are  very  poor  electrical 
conductors.  Neutralization  of  charges 
through  such  floors  requires  considerable 
time.  A dangerous  spark  may  occur  be- 
fore the  neutralization  is  complete. 

A terrazzo  floor  with  conductive  metal 
grilles  may  or  may  not  be  sufficiently 
conductive.  Several  other  types  of  satis- 
factory conductive  floors  are  on  the  mar- 
ket and  new  ones  are  appearing  from  time 
to  time.  In  planning  the  installation  of 
conductive  floors,  consideration  must  be 
given  not  only  to  conductivity  but  to  cost, 
durability  and  appearance. 

Humidity 


Many  anesthetists  believe  that  an  at- 
mosphere of  high  humidity  prevents  the 
accumulation  of  static  electricity  and 


FIGURE  1 Method  of  using  wet  towels  for 
removal  of  static  electricity  during  anesthesia. 
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thereby  eliminates  explosions  caused  by 
electrostatic  charges.  However,  several 
explosions  have  been  reported  with  the 
relative  humidity  at  65  per  cent.  In  April 
1949.  an  explosion  attributed  to  a static 
spark  occurred  when  the  relative  humid- 
ity was  76  per  cent. 

Air-conditioned  operating  rooms  are 
certainly  desirable,  but  some  authorities 
are  of  the  opinion  that  artificially  con- 
ditioned operating  rooms  are  more  dan- 
gerous than  nonconditioned  rooms,  due  to 
the  removal  of  carbon  dioxide  from  the 
air.  These  authorities  believe  that  it  is 
the  carbon  dioxide  in  the  humid  atmos- 
phere which  is  effective  in  giving  con- 
ductivity to  insulators. 

While  this  seems  plausible,  it  is  not  al- 
together true,  because  most  chargeable 
surfaces  and  insulators  in  operating  rooms 
are  contaminated  with  dust,  soap  films, 
and  so  on,  which  probably  furnish  more 
ions  in  solution  than  would  be  furnished 
by  the  carbon  dioxide.  Unless  the  relative 
humidity  is  high,  it  may  not  prevent  the 
possible  electrification  of  rubber  parts, 
woolen  blankets  and  synthetic  fabrics. 
Furthermore,  unless  the  equipment  is  in 
permanently  good  condition,  it  may  fail 
to  provide  protection  when  it  is  most 
needed. 

Electrical  Equipment 

Receptacles  and  plugs  which  cannot  be 
pulled  apart  accidentally  should  be  in- 
stalled where  needed.  They  should  not  be 
placed  in  or  near  the  floor  where  heavy 
anesthetic  gases  are  apt  to  pass  over 
them,  and  they  should  be  well  out  of  the 
range  of  combustible  gas  mixtures.  This 
precaution  also  applies  to  heaters,  open 
motors,  and  switches. 

In  new  building  construction,  the  elec- 
tric wiring  should  conform  with  the  lat- 
est approved  regulations  of  the  National 
Fire  Protection  Association  and  the  Na- 
tional Electrical  Code. 

Anesthesia  Equipment 

Each  gas  machine  should  be  equipped 
with  conductive  rubber  breathing  tubes, 
mask,  and  bag.  Many  of  the  conductive 
rubber  breathing  tubes  today  have  con- 
nectors at  each  end  made  of  plastic  or 
some  other  nonconductive  material.  All 
connectors  should  be  metal  or  of  some 
other  conductive  material,  or  the  purpose 
for  which  they  were  made  is  defeated. 

High  resistance  rubber  casters  are  still 
present  on  most  gas  machines  today. 
Heavy  bronze  or  brass  window-sash 


grounding  chains  should  be  installed  on 
."11  anesthetic  equipment  and  operating 
tables,  provided  the  floors  are  definitely 
conductive  or  have  closely  spaced  metal 
dividing  strips. 

It  is  always  dangerous  to  move  anes- 
thetic appliances  and  extreme  caution 
should  be  exercised,  especially  when  they 
are  moved  across  nonconductive  floors. 
Altering  the  connection  or  changing  con- 
nections during  the  course  of  anesthesia 
is  hazardous  and  should  only  be  done  with 
extreme  care.  The  safest  procedure  is  to 
move  the  patient  with  the  gas  machine 
completely  disconnected. 

Operating  Room  Equipment 

Mattresses,  pads,  and  pillows  should  be 
covered  with  conductive  rubber.  All 
stretcher  carriers  should  be  equipped  with 
the  same,  especially  in  buildings  where 
non-conductive  floors  are  still  in  use. 

Operating  tables,  anesthetic  stands, 
stools,  and  instrument  tables  should  be 
equipped  with  a conductive  material  at 
the  points  where  they  make  contact  with 
the  Hoor.  Stools  should  be  either  left  bare 
or  else  covered  with  conductive  material. 

Endoscopic  instruments  which  operate 
on  6 or  8 volts  do  not  constitute  a hazard. 

Wool  blankets,  plastic  sheets,  and  most 
of  the  usual  synthetic  fabric  materials 
should  not  be  used  in  the  operating  room. 
Cotton  blankets  are  satisfactory,  but  if 
they  are  kept  in  warming  compartments, 
some  means  should  be  provided  to  keep 
therh  from  losing  moisture. 

Personnel 

Cotton  uniforms  are  desirable  from  an 
electrical  standpoint  -because  they  retain 
a satisfactory  conductivity  at  fairly  low 
humidities,  and  because  they  do  not  pro- 
duce or  acquire  charge  by  frictional  con- 
tact with  other  much  used  cotton  articles, 
such  as  sheets,  bandages,  sterilized  bun- 
dles, and  so  forth. 

Conductive  shoes  should  be  worn  by  all 
hospital  personnel.  Personnel  wearing 
ordinary  rubber  or  synthetic  soled  shoes 
may  be  static  carriers  regardless  of  the 
type  of  floors  in  use.  Soles  of  leather  or 
other  absorbent  materials  can  be  brought 
to  the  desirable  value  of  1 megohm  or  less 
in  a few  minutes  by  standing  on  a wet  pad. 

Important  Things  To  Remember^ 

1.  Avoid  wool,  silk,  nylon,  sharkskin, 

nonconductive  rubber,  plastics,  and 

so  forth,  in  anesthetizing  locations. 
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2.  Keep  visitors  away  from  the  anesthet- 
ist and  his  equipment  when  using  flam- 
mable anesthetic  agents. 

3.  Use  extreme  caution  in  moving  anes- 
thetic appliances. 

4.  Exercise  caution  in  connecting  and  dis- 
connecting masks,  breathing  bags,  or 
tubes  because  handling  is  capable  of 
producing  electrostatic  charges. 

5.  Conductive  soled  shoes  should  be  worn 
by  hospital  personnel.  If  these  are  un- 
obtainable, leather  soles  are  less  objec- 
tionable than  ordinary  rubber  or  com- 
position shoes. 

6.  Conductive  floors  should  be  installed 
in  all  anesthetizing  locations. 

7.  All  equipment  on  the  floor  should  make 
proper  electrical  contact  with  the  floor. 

8.  Paper  wrappings  should  be  removed 
before  placing  gas  cylinders  in  service 
so  that  the  cylinder  label  may  be  clear- 
ly visible. 

&.  Do  not  permit  oil,  grease,  or  flammable 
liquids  to  come  in  contact  with  oxygen 
cylinders,  valves,  regulator  gauges,  or 
fittings. 

10.  Do  not  lubricate  regulators,  fittings, 
or  gauges  with  oil  or  any  other  com- 
bustible substance. 

11.  Always  clear  the  particles  of  dust  and 
dirt  from  the  outlet  of  each  cylinder 
by  slightly  opening  the  valve  and 
closing  it  before  applying  any  fitting 
to  the  cylinder. 

12.  Do  not  permit  oxygen  to  enter  the 
regulator  suddenly.  Open  the  valve 
slowly.  When  opening  the  valve,  point 
the  face  of  the  regulator  gauge  away 
from  the  operator  and  other  personnel. 

13.  Do  not  use  oxygen  fittings,  valves, 
regulators,  or  gauges  for  any  service 
except  oxygen. 

14.  Gases  should  never  be  mixed  in  or 
added  to  an  oxygen  cylinder  or  any 
other  cylinder  by  hospital  personnel. 

16.  Do  not  attempt  to  use  regulators  that 
are  in  need  of  repair,  or  cylinders 
having  valves  that  do  not  operate 
properly. 

16.  Do  not  attempt  to  repair  defective 
oxygen  equipment  unless  you  are 
properly  trained  and  qualified  for 
such  work. 

17.  Cylinder  valves  should  be  fully 
opened  when  in  use. 

18.  Cylinder  valves  should  be  closed  at 
all  times  except  when  gas  is  actually 
being  used. 


19.  Employ  block  anesthesia  or  spinal 
analgesia  or  produce  anesthesia  with 
nonvolatile  agents  when  these  are 
suitable. 

20.  Use  the  carbon  dioxide  absorption 
technique  in  the  administration  of  in- 
halation agents.  The  anesthetist  should 
carefully  observe  the  following  rou- 
tine: (a)  Touch  a patient  and  the  gas 
machine  before  releasing  vapors  or 
gases,  (b)  Bring  the  mask  into  contact 
with  the  face  after  it  has  been  connect- 
ed with  the  apparatus,  (c)  Allow  only 
a nonflammable  mixture  to  flow  until 
all  contacts  are  made.  A low  oxygen 
concentration  might  be  used  for  the 
first  half  minute  of  the  induction  pe- 
riod. (d)  Use  deliberation  in  all  move- 
ments. Break  and  remake  connections 
of  the  mask  with  the  patient  and  of 
parts  of  the  breathing  apparatus  only 
when  each  part  is  in  your  own  hands. 

Finally,  always  be  on  the  alert  against 
that  silent,  unseen  hazard  that  is  least 
un.derstood  and  most  neglected — “static 
or  frictional  electricity.”  A spark  that  can 
scarcely  be  seen  or  felt  can  prove  disas- 
trous. 

Simple  and  Reliable  Test* 

Nonflammable  anesthetics  should  be 
employed  when  electrocoagulating  or  ful- 
gurating apparatus  is  used  in  connection 
with  eye,  ear,  nose  and  throat  surgery. 
However,  in  the  event  that  a patient,  al- 
ready anesthetized  with  a flammable  mix- 
ture, requires  electrocauterization  in  the 
vicinity  of  the  neck  or  face,  the  following 
procedures  are  recommended: 

1.  Discontinue  administration  of  the  anes- 
thetic and  move  the  equipment  to  a 
place  at  least  5 or  10  ft.  away  from  the 
patient. 

2.  Allow  the  patient  to  breathe  room  air 
for  not  less  than  three  minutes. 

3.  Insert  a 10  cc.  syringe  halfway  into 
the  oral  cavity,  and  take  a sample  of 
the  exhaled  gas  from  the  patient  as 
illustrated  in  figure  2. 

4.  Without  moving  the  plunger,  carry  the 
syringe  containing  the  sample  of  ex- 
haled gas,  as  shown  in  figure  3,  to  a 
nearby  room  where  an  alcohol  lamp 
may  be  safely  lighted. 

5.  After  the  lamp  has  been  lighted  by  an 
assistant,  remove  the  plunger  of  the 
syringe  and  bring  the  mouth  of  the  bar- 
rel into  contact  with  the  flame,  as  illus- 
trated in  figure  4.  If  any  flammable  gas 
is  present  in  the  barrel,  it  will  be  ig- 
nited and  a puff  of  flame  will  be  seen. 
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FIGURE  2 Method  of  drawing  sample  of  ex- 
haled gas  and  air. 


FIGURE  3 Sample  being  carried  to  a safe  place 
for  open  flame  test. 


Electrocauterization  should  not  be  at- 
tempted until  a sample  of  the  exhaled 
gas  gives  a negative  test. 

This  simple  procedure  has  been  em- 
ployed at  St.  Francis  General  Hospital 
for  the  past  15  years  and  we  have  found 
it  convenient  and  reliable. 


FIGURE  4 Plunger  removed  and  mouth  of 
syringe  barrel  applied  to  alcohol  lamp  flame. 


Conclusion 

Manufacturers,  architects,  and  builders 
concerned  with  hospital  construction, 
should  be  thoroughly  familiar  with  the 
hazards  common  to  anesthetizing  areas 
and  should  supply  materials  and  construc- 
tion that  conform  with  modern  safety 
code  requirements. 

Hospital  management  should  be  grate- 
ful for  the  intense  interest  being  shown 
at  present  in  safety;  and  should  regard  it 
as  a duty  of  the  surgeons,  anesthesiologists, 
nurses  and  other  operating  and  delivery 
room  personnel  to  be  thoroughly  instruct- 
ed in  all  of  the  causes  of  anesthetic  fires 
and  explosions.  This  duty  should  be  im- 
pressed upon  each  member  constantly,  and 
a method  should  be  devised  to  insure  com- 
plete adherence  to  all  recommended  pre- 
cautions. 
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The  Indicated  Status  of  Thrombo-Endarterectomy* 

JOHN  B.  FLOYD,  Jr.,  M.  D. 

Lexington 


The  treatment  of  organic  peripheral 
vascular  disease  has  advanced  in  the  past 
fifteen  years.  The  therapeutic  attitude 
prevailing  today  consists  of  various  ag- 
gressive steps  to  improve  circulation 
through  the  vessels.  These  means  include 
regional  sympathectomy,  graft  or  trans- 
plants, and  thrombo-endarterectomy.  At 
the  present  time,  the  sympathectomy  is 
established  as  the  single  most  useful  sur- 
gical step  in  the  treatment  of  generalized 
peripheral  arteriosclerosis  obliterans.^ 

Though  arteriosclerosis  is  a systemic 
disorder,  it  has  been  pointed  out  that 
manifestations  may  be  due  to  localized  in- 
volvement of  proximal  vessels.  Recogni- 
tion of  segmental  occlusion  has  been  fol- 
lowed by  a need  for  re-evaluation  of  indi- 
cations for  local  excisions  with  grafting, 
or  of  thrombo-endarterectomy. 

Aortic  transplants  for  the  successful  re- 
lief of  abdominal  aneurysms  and  aortic 
thromboses  has  been  reported  by  DeBakey 
and  Cooley-.  Among  other  steps  for  re- 
placing vessels  have  been  recent  experi- 
mental efforts  to  reinforce  fresh  auto- 
genous venografts  to  the  aorta  with  sheets 
of  polyvinyl  formalinized  sponge  (Iva- 
lon),'*  with  good  results  in  19  of  22  (86%). 
In  unreinforced  vein  grafts  good  results 
are  reported  in  only  40%. 

Indications 

Thrombo-endarterectomy  is  seldom  in- 
dicated in  the  general  overall  treatment 
of  obliterative  arteriosclerosis,  but  a few 
indications  are  being  reported.  Segmental 
obstruction  due  to  an  old  embolus  is 
thought  to  be  the  chief  indication'^.  Most 
of  the  articles  reviewed  extended  the  indi- 
cations to  correct  obstruction  due  to  ar- 
teriosclerosis obliterans  and  spontaneous 
thromboses. 

Thrombosis  is  responsible  for  most  of 
the  acute  obstructive  episodes  in  arterio- 
sclerotic limbs’,  10-15%  of  the  patients 
seen  for  symptoms  due  to  arteriosclerosis, 
giving  a history  indicative  of  recent 
thrombosis  of  the  large  limb  artery. 
Thrombosis  is  induced  by  changes  in  the 
wall  of  the  vessel,  slowing  of  the  blood 
stream,  or  by  alterations  in  the  character 
of  the  blood.  While  secondary  thromboses 


are  due  to  contusion,  infection,  or  frost- 
bite, spontaneous  thrombosis  will  form 
due  to  atheromatous  changes  in  the  in- 
tima.  These  changes  vary  from  ridges 
producing  eddys  in  the  stream,  to  localized 
atheromas.  The  thrombosis  may  remain 
localized,  or  it  may  propagate  proximally 
and  distally  for  some  distance.  Segmental 
localization  permits  occasional  considera- 
tion of  a recanalizing  endarterectomy. 

Reboul  and  Laubry®  believe  this  pro- 
cedure should  be  restricted  to  cases  of  ar- 
teritis of  a non-acute  type  and  those  not 
compensated  by  an  adequate  collateral 
circulation.  Wylie  and  Gardner  felt  that 
arterial  stenosis  sufficient  to  produce 
ischemia  should  be  considered  an  inter- 
mediate step  in  the  development  of  spon- 
taneous thrombosis,  and  as  such,  should 
be  considered  an  indication  for  intimal  re- 
section". They  noted  that  thrombo-en- 
darterectomy should  have  its  widest  ap- 
plication to  high  level  lesions  above  the 
inguinal  ligament  because  of  the  more 
segmental  nature  of  the  lesion.  An  ex- 
planation for  the  development  of  the  seg- 
ment is  that  the  short  distance  between 
large  collateral  branches  limited  throm- 
bosis to  the  area  of  the  static  blood  col- 
umn. On  the  other  hand  thrombosis  of  the 
superficial  femoral  artery  usually  ex- 
tends to  the  popliteal  because  the  mouths 
of  large  collateral  branches  are  so  far  a- 
part.  Coelho,  Leeds  and  Freeman  present- 
ed 20  incapacitated  patients  with  localized 
occlusion  of  the  terminal  aorta  and  com- 
mon iliac  arteries  proved  by  x-ray  and 
treated  by  recanalization*^.  Luke  selected 
patients  for  lower  aortic  thrombus  re- 
moval if  the  following  criteria  were  fulfill- 
ed^. First,  a good  aortogram  demonstrat- 
ing segmentalization  of  the  obstruction 
with  patency  of  the  distal  vessels.  Second, 
absence  of  calcification  in  the  aorta.  Third, 
the  heart  should  not  reveal  evidence  of 
major  involvement,  kidney  function  tests 
should  be  normal,  and  the  patient  probably 
should  be  under  60  years  of  age.  Julian 
and  his  co-workers'"  felt  that  the  best  in- 
dication for  an  intimectomy  existed  in 
arteriosclerotic  obstruction  of  the  iliac 
arteries  when  there  is  involvement  of  the 
aorta  without  obstruction,  but  sufficient 
to  prevent  a graft  and  safe  anastomosis. 
DeTakats"  points  out  that  while  iliac 
stenoses  or  occlusions  can  be  reamed  out. 
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aortic  bifurcation  occlusions  need  homol- 
ogous grafts. 

Diagnosis  of  Segmenial  Obsiruciion 

Since  it  appears  that  small  obstructed 
segments  of  large  arteries  due  to  old  em- 
0011  or  to  atheromas  and  thromboses  are 
most  amenable  to  thrombo-endarterec- 
lomy,  a short  discussion  relative  to  mak- 
ing this  diagnosis  should  follow. 

i’he  most  common  complaint  of  patients 
with  segmental  occlusions  is  the  develop- 
ment ot  muscular  symptoms  of  weakness 
and  pain  on  exercise  b The  muscles  involv- 
ed depend  upon  the  segmental  level  of  ob- 
struction. For  example,  calf  pains  are  not- 
ed with  occlusion  of  the  popliteal  or  su- 
perficial femoral  artery,  fn  addition  to 
calf  pains,  thigh  symptoms  are  noted  if 
the  block  is  in  the  external  iliac  or  com- 
mon femoral  arteries,  thus  effecting 
blood  flow  through  the  Profunda  Femoris. 
if  the  occlusion  level  is  in  the  common 
iliac  arteries,  to  the  above  symptoms  are 
added  gluteal  weaknesses  and  pain  in  the 
low  back  and  hip  after  exercise.  In  the 
male  with  bilateral  occlusion,  impotence 
nearly  always  follows. 

Physical  findings  in  segmental  diseases 
are  usually  minimal  because  the  patients 
are  younger  than  those  seen  with  arterio- 
sclerosis obliterans,  and  because  collateral 
circulation  may  have  time  to  develop 
through  large  proximal  and  distal 
branches.  Absence  of  peripheral  pulsa- 
tions distal  to  the  segmental  thrombosis  is 
nearly  always  noted.  Skin  atrophy  and 
edema,  rubor,  and  tissue  necrosis  usually 
indicate  the  presence  of  multiple  and  ex- 
tensive lesions,  and  contraindicate  the 
use  of  thrombo-endarterectomy. 

Useful  laboratory  aids  are  probably 
limited  to  aortography,  for  skin  tempera- 
ture determination  and  oscillograms  do 
not  answer  selective  localizing  questions. 
Radiographic  portrayal  of  intravascular 
defects  must  have  a wider  use  in  order  to 
select  suitable  cases  for  a direct  surgical 
approach-'-  If  the  needle  is  properly 

placed  in  the  aorta  and  sensitivity  tests 
are  negative,  no  untoward  results  should 
be  seen'-’’.  In  study  of  the  femoral  vessels, 
four  distinct  types  of  arteriograms  are 
seen'".  The  first  type  of  arteriogram  is 
that  seen  when  a normal  artery  is  abrupt- 
ly obstructed,  with  a number  of  well  fill- 
ed collaterals  and  with  distal  filling  of  the 
artery.  The  point  of  obstruction  is  nearly 
always  located  at  the  level  of  a large  col- 
lateral artery.  With  this  picture  surgery  is 
always  selected  no  matter  how  long  the 


region  of  obstruction.  The  second  type  of 
arteriogram  is  similar  to  type  one,  with 
the  addition  of  numerous  irregular  filling 
defects  in  the  artery  above  and  below  the 
oDstruction.  These  have  been  operated 
upon  successfully.  A third  less  frequently 
seen  type  may  appear  in  a person  with 
clinical  signs  of  segmental  obstruction  but 
with  no  filling  of  the  distal  femoral  or 
popliteal.  An  occasional  case  has  display- 
ed at  surgery  a good  distal  channel.  The 
fourth  type  is  seen  in  patients  with  diffuse 
disease,  revealing  a small  irregular  lu- 
men not  suitable  for  surgery.  Julian  uses 
these  classifications  as  indications  for  vein 
transplants  to  replace  superficial  femoral 
arteries. 

Historical  Background 

Historically,  Reboul"  reviewed  earlier 
techniques  tor  disobliteration  of  arterial 
thromboses.  In  1894  Severeana  attempted 
to  control  amputation  levels  of  gangrenous 
limbs  by  introducing  a catheter  through 
the  orifice  of  a main  obliterated  artery  ex- 
posed by  the  amputation.  The  thrombus 
was  broken  up  and  detached  by  this  meth- 
od. In  1901,  Guinard  used  long  forceps 
to  remove  the  clot.  Lejars  first  attempted 
disobliteration  by  catheterization  in  1902 
through  one  or  more  limited  arteriotomies. 
Delbet  in  1911  wrote  that  “The  easiest  op- 
eration that  can  be  done  to  cure  arterial 
obstruction  is  incision  of  the  artery,  ex- 
traction of  the  thrombus  and  closure  of 
the  v^essel.”  But  he  deplored  the  fact  that 
thrombosis  recurred  rapidly. 

Reboul  feels  that  credit  for  studying 
this  technique  while  using  arteriography 
and  anti-coagulants  must  be  given  J.  C. 
Dos  Santos  and  R.  Leriche  (1947).  Dos 
Santos  used  two  longitudinal  incisions 
across  the  upper  and  lower  limits  of  a 
segmental  arterial  obstruction  located  by 
arteriography,  dislodged  and  extracted 
the  thrombus  by  introducing  helicoid 
scrapers,  small  spatulae,  malleable  stylets, 
curettes,  and  forceps.  Intravenous  heparin 
was  administered  during  the  operation. 

Because  of  difficulty  in  introducing  the 
instruments  more  than  two  or  three  centi- 
meters along  the  arteries  without  tearing 
and  piercing  the  wall,  Louis  Bazy  describ- 
ed an  operation  of  Disobliterative  En- 
darterectomy'h  A thin  2-5  mm.  strip  on  the 
superficial  surface  of  the  artery  is  cleared 
carefully  preserving  all  other  vessels  in 
the  adventitia.  Control  of  the  blood  flow 
is  obtained  with  guide  sutures  under  im- 
portant collaterals  and  with  clamps  above 
and  below  the  obliterated  segment.  On 
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opening  the  artery  4-6  cm.  a cleavage  plane 
between  the  living  external  elastic  mem- 
brane and  the  necrotic  media  and  intima 
is  found. 

After  sequestrectomy  by  blunt  dissec- 
tion to  the  upper  and  lower  limits  and 
with  irrigation  by  normal  saline  and  hepa- 
rin, the  wound  is  closed  in  two  layers 
with  continuous  5-0  black  silk,  everting 
first  the  external  elastic  membrane  and 
adventia.  This  row  is  then  inverted.  The 
clamps  are  then  removed. 

Julian  describes  an  everting  method 
of  intimectomy  in  which  the  elastic  outer 
layers  are  rolled  back  like  a cuff  while 
the  cleavage  plane  is  carefully  separated. 
After  freeing  about  one  and  one  half 
inches,  a transverse  incision  is  made  at 
the  upper  limit  half  around  the  circum- 
ference, the  thrombus  is  delivered  and 
the  process  continues.  In  five  of  their  six 
cases  this  technique  was  limited  to  the 
common  and  external  iliac  arteries. 

Heparin  is  used  in  many  ways,  and  an 
effort  is  made  to  have  the  clotting  time 
extended  to  at  least  15  minutes.  This  is 
continued  for  one  to  four  days.  Most 
thromboses  tend  to  recur  very  quickly 
when  rethrombosis  is  noted.  Long  term 
follow-ups  for  patency  are  not  yet  avail- 
able. Sympathectomies  should  probably 
be  done  in  all  cases-. 

In  order  to  reinforce  the  arterial  inci- 
sion to  prevent  postoperative  bleeding 
when  the  media  is  necrotic,  both  fascia 
lata^'’  and  a split  thickness  skin  graft’® 
have  been  used. 

Results 

Reboul  and  Laubry®  presented  93  cases 
with  complete  relief  and  permeable  ves- 
sels in  ^1'/'  (43  cases),  reobliteration  in 
40%  (38  cases),  and  with  a 10%  mortality 
(11  cases)  postoperative  and  remote.  In 
appraising  thrombo-endarterectomy,  Wy- 
lie and  Gardner’’  examined  185  patients 
with  complaints  referrable  to  arterial  dis- 
ease, performed  aortograms  on  132,  ex- 
plored 72  patients  and  completed  the  op- 
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eration  in  62.  Of  these  62,  improvement 
was  noted  in  47  or  75%,  and  pedal  pulsa- 
tions in  38  or  61%.  Postoperative  local 
thrombosis  was  noted  in  four  cases.  Eight 
patients  died  (13%).  Eleven  additional 
cases  were  added  with  only  one  postopera- 
tive thrombosis. 

Julian  et  aP"  reported  six  cases  upon 
whom  intimectomy  was  performed,  with 
two  failures  (33%),  though  one  of  these 
could  walk  five  times  as  far.  Freeman  and 
Gilfillan’’’  reported  on  the  combined  use 
of  regional  heparin  and  thrombo-endar- 
terectomy in  12  cases  with  six  patent  ves- 
sels, two  deaths,  and  one  mid-thigh  ampu- 
tation. Later  20  cases  of  arteriosclerotic 
occlusion  of  the  terminal  aorta  treated  by 
thrombo-endarterectomy  were  presented 
by  Coelho,  Leeds  and  Freeman®  with  one 
death,  one  poor  result,  and  18  good  results. 
Heparin  was  not  used  in  the  patient  with 
the  poor  result,  but  was  used  in  the  re- 
mainder. Luke®  performed  thrombo-en- 
darterectomy in  eight  patients  with  low- 
er aortic  occlusion  and  noted  a return  of 
pulses  in  five  patients,  return  of  pulsation 
in  one  leg  in  only  two  cases,  and  one  fail- 
ure. Bogardus,  Benetts,  Huff,  and  Payne’® 
presented  six  cases  with  iliac  block,  with 
three  failures.  One  case  with  obstruction 
of  the  aorta  had  a good  result  and  one 
case  obstructed  in  the  right  common  fe- 
moral artery  had  a good  result  too  recent- 
ly to  evaluate.  They  performed  a sym- 
pathectomy only  in  one  case.  Heinzer, 
Dunbar  and  Parsons'®  reported  two  cases 
with  good  results,  the  endarterium  being 
removed  from  the  terminal  aorta  and 
from  the  right  iliac  artery.  Other  success- 
ful cases  have  been  reported,  of  the  ter- 
minal aorta’®,  (one  case),  and  of  the  lower 
third  of  the  femoral  artery  (3  cases) 
with  a fourth  case  being  unsuccessful. 
Barker  and  Cannon-®  pointed  out  the  se- 
riousness of  postoperative  bleeding  and 
thrombosis,  and  concluded  that  the  num- 
ber of  good  operative  results  will  increase 
as  the  principles  of  selection  of  patients 
for  this  operation  are  clarified. 
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Summary 

A review  of  most  of  the  recent  litera- 
ture in  regard  to  thrombo-endarterectomy 
is  presented. 

A relief  of  symptoms  in  65%  of  the  col- 
lected series  indicates  that  thrombo-en- 
darterectomy may  be  an  important  future 
adjunct  in  surgery  of  peripheral  vascular 
disease. 

A final  judgement  should  be  based  upon 
follow-ups  over  a longer  period  of  time, 
to  evaluate  the  present  indicated  65%  re- 
lief of  symptoms. 
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Heart  Disease  In  Pregnancy* 

C.  BRINLEY  BLAND,  M.D..  F.A.C.S.  ** 
Philadelphia 


Not  until  1920,  was  any  extensive  study 
inaugurated  concerning  heart  disease  in 
pregnancy.  Before  that  time  only  meager 
references  were  found  in  the  literature. 
One  is  appalled  by  the  lack  of  understand- 
ing of  the  subject  when  one  peruses  the 
rather  sparse  comments  to  be  found  in 
the  writings  of  the  early  part  of  the  cen- 
tury. How  could  the  physician  attempt 
proper  diagnosis  and  therapy  of  heart 
disease  in  pregnancy,  when  the  physio- 
logical changes  occuring  in  the  cardiovas- 
cular system  of  normal  pregnant  women 
were  not  clearly  understood  at  that  time? 
Prior  to  1941,  when  Hamilton  and  Thom- 
son’s extensive  monograph  titled,  “The 
Heart  In  Pregnancy  and  The  Childbear- 
ing Age,”  was  published,  only  brief  treat- 

*Fresented at  meeting  of  Thirteenth  Councilor  District 
of  the  Kentucky  State  Medical  Associaion,  April  14,  1955. 

**From  the  DeiJartment  of  Obstetrics  and  Gynecology’. 
Jefferson  Medical  College,  Philadelphia.  Pennsylvania. 


ises  concerning  “Heart  Disease  in  Preg- 
nancy” had  been  written. 

The  first  combined  Cardiac-Maternity 
Clinic  in  this  country  was  established  at 
the  Lying-In  Hospital  in  Boston  in  1921, 
less  than  thirty-five  years  ago.^  In  1926, 
a similar  clinic  was  organized  at  the 
Brooklyn  Hospital.-  In  1948,,  the  Cardiac- 
Obstetrics  Clinic  was  organized  at  the 
Pennsylvania  Hospital  in  Philadelphia.^ 
The  Cardiac-Maternity  Clinic  at  the  Jef- 
ferson Medical  College  Hospital  has  as  its 
date  of  origin,  October  22,  1953.  It  would 
certainly  appear  that  we  have  been  quite 
tardy  in  this  endeavor  and  I believe  we 
can  be  justly  criticized  for  not  having  ini- 
tiated a combined  clinic  such  as  this  many 
years  ago.  We  have  now  conducted  this 
clinic  for  one  and  a half  years  and  it  has 
been  running  at  capacity  level  since  the 
opening  day.  We  believe  we  have  now 
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collected  an  appreciable  number  of  statis- 
tics and  made  certain  accurate  observa- 
tions to  substantiate  or  refute  those  al- 
ready found  in  the  literature.  We  have 
established  certain  principles  of  manage- 
ment for  the  cardiac  patient  during  preg- 
nancy, labor,  delivery  and  the  puerperium 
which  I will  discuss  a bit  later  in  this 
paper. 

As  maternal  mortality  from  hemor- 
rhage and  infection  has  decreased  as  a re- 
sult of  improved  facilities  for  transfusion 
and  the  discovery  and  use  of  chemothera- 
peutics  and  antibiotics,  cardiac  disease  in 
pregnancy  has  forged  more  to  the  fore 
as  the  cause  of  maternal  deaths. By  1947 
it  ranked  third  as  a cause  in  the  greater 
New  York  area,  according  to  Gold  and 
Wallace.’’  Heart  disease  is  rapidly  becom- 
ing the  most  important  complication  of 
pregnancy.  In  this  country  it  is  reported 
to  be  directly  responsible  for  25%  of  all 
maternal  deaths  today.  In  some  clinics, 
heart  disease  is  now  the  major  cause  of 
maternal  death. 

It  is  a known  fact  that  more  than  one- 
half  of  all  young  women  with  chronic 
heart  disease  bear  children.  There  are  two 
general  groups  of  cardiac  patients  who, 
we  may  assume,  have  normal  hearts.  I 
refer  to  those  that  have  one  of  the  types 
of  functional  heart  disease  and  those  who 
have  systolic  mitral  murmurs,  either  of 
doubtful  or  specific  origin.  As  you  know, 
functional  systolic  muiTnurs  commonly 
occur  in  pregnancy  due  to  increased  blood 
volume  or  stretched  valvular  rings.  The 
overall  incidence  of  heart  disease  in  preg- 
nancy at  Jefferson  is  a little  less  than  2%, 
of  which  93%  are  of  rheumatic  origin.  The 
remainder  are  hypertensive,  syphilitic, 
congenital  and  coronary  types.  Let  us 
consider  the  miscellaneous  groups. 

Hypertensive  Disease 

This  usually  occurs  in  the  older  age 
groups.  In  general,  patients  with  elevation 
of  systolic  or  diastolic  blood  pressure  do 
not  tolerate  pregnancy  well.  On  occasions, 
the  tremendous  desire  to  have  children, 
or  the  religious  aspect  will  alter  our 
judgements  and  we  may  permit  individ- 
uals who  do  not  have  a marked  elevation 
of  blood  pressure  (160-180/90-100),  who 
do  not  have  significant  kidney  and  eye 
ground  changes,  or  a history  of  previous 
decompensation,  to  go  through  one  preg- 
nancy.*’ However,  it  is  a known  fact  that 
following  the  pregnancy,  the  hyperten- 
sion usually  increases  and  the  life  expec- 
tancy of  the  individual  is  shortened.  We 


are  following  a group  of  patients,  now 
postpartum,  who  had  no  hypertension 
during  pregnancy  or  labor  but  developed 
a low  grade  hypertension  in  the  puerpe- 
rium which  has  persisted  for  three  to  six 
months  or  longer.  We  do  not  know  yet 
the  significance  of  this,  but  are  endeavor- 
ing to  study  these  patients  thoroughly 
after  six  months,  if  the  hypertension  still 
exists.  It  is  also  quite  well  known  that 
toxemia  is  more  prone  to  occur  superim- 
posed on  a pre-existing  hypertension 
(seven  times  as  frequent)'.  In  regard  to 
toxemia,  a group  in  Winston-Salem  re- 
ports the  fact  that  toxemias  are  found  in 
35%  of  all  patients  with  heart  disease  in 
pregnancy.*^  Our  results  at  Jefferson  do  not 
substantiate  this  high  incidence,  our  in- 
cidence being  about  14.8%. 

Syphilitic  Heart  Disease 

Since  vascular  syphilis  has  a predilec- 
tion for  the  aortic  valve,  luetic  heart  dis- 
ease, if  complicated  by  pregnancy,  has 
potential  aortic  valvular  disease  as  the 
main  factor.  These  patients  usually  tol- 
erate pregnancy  well,  provided  that  the 
aortic  insufficiency  is  an  early  lesion. 
However,  we  can  rest  better  knowing  that 
cardiovascular  syphilis  is  rarely  found  in 
women  of  childbearing  age,  as  it  takes 
twenty  years  for  it  to  develop  after  the 
initial  infection.  Aneurysm  is  a definite 
contraindication  to  pregnancy  and  ther- 
apeutic interference  should  be  carried  out 
at  once. 

Congenital  Heart  Disease 

This  group  is  divided  into  two  principal 
classes,  namely,  the  cyanotic  and  acyanot- 
ic  groups.  The  cyanotic  group  should  never 
become  pregnant  and  if  they  do,  thera- 
peutic interruption  is  mandatory.  The 
acyanotic  group,  (provided  there  has 
been  no  history  of  previous  decompensa- 
tion) can  generally  tolerate  pregnancy 
fairly  well,  and  subsequent  pregnancies 
depend  upon  whether  the  patient  devel- 
oped heart  failure  and  whether  there  was 
an  increase  in  the  degree  of  cardiac  dam- 
age. We  have  observed  a woman  at  Jeffer- 
son who  has  a patent  ductus  arteriosus 
and  has  gone  through  four  pregnancies 
without  a mishap.  Cardiac  surgery  could 
be  considered  for  a certain  number  of 
these  congenital  anomalies,  but  more  a- 
bout  that  later.  Thus,  patent  ductus  and 
interventricular  septal  defect,  usually  do 
well  in  pregnancy.  Pulmonary  stenosis  is 
questionable;  it  is  now  an  operable  lesion, 
but  one  with  a fairly  high  risk  rate.  In 
coarctation  of  the  aorta,  50%  rupture  their 
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aorta  in  labor  and  the  danger  of  cerebral 
hemorrhage  is  great.  Coarctation  with 
very  high  blood  pressure  is  an  exception  to 
this  generalization.  Cardiac  surgery  is 
becoming  the  treatment  of  choice  for  this 
anomaly.  The  mortality  rate  in  coarctation 
in  pregnancy  before  surgery  came  along 
was  75 Thus,  women  with  congenital 
heart  disease,  showing  no  cyanosis,  survive 
pregnancy  and  labor  fairly  well. 

Coronary  Disease 

We  believe  coronary  disease  is  a defi- 
nite contraindication  to  pregnancy,  and 
early  therapeutic  abortion  is  urged.  A 
few  cases  have  been  reported  in  the  lit- 
erature of  survival  after  myocardial  in- 
farction in  pregnancy,  but  it  is  still  con- 
sidered a very  risky  complication. 

Physiologic  Changes 

I would  now  like  to  summarize  some  of 
the  important  factors  concerning  the 
physiologic  changes  that  occur  in  the  car- 
diovascular system  in  normal  pregnant 
women.  These  should  be  known  to  all  of 
us  and  the\^  are  as  follows: 

1.  Over-estimation  of  the  heart  size  is 
a common  error  among  examiners. 
Even  the  x-ray  can  be  easily  misin- 
terpreted. The  heart  is  displaced  to 
the  left  and  appears  more  horizontal 
than  in  non-pregnant  women.  On  the 
electrocardiogram  we  note  a left  axis 
deviation  and  inverted  T wave. 

2.  There  is  no  hvpertrophy  or  dilatation 
of  the  normal  heart  in  pregnancy. 

3.  The  total  cardiac  output  in  pregnancy 
increases  approximately  50%,  and 
this  increase  begins  at  the  fourth 
month,  reaching  its  maximum  at 
about  the  eighth  month. 

4.  The  blood  volume  increases,  due  to 
a 40%  increase  in  plasma  volume  and 
a 20%  increase  in  the  blood  cell 
mass.  The  minute  output  of  blood  in- 
creases as  well  as  the  velocity  of 
blood  flow.  This  contributes  to  edema 
along  with  increased  capillary  per- 
meability. Clinically  recognized  ede- 
ma occurs  in  25%  of  normal  preg- 
nancies (usually  during  the  last  two 
months) . 

5.  Due  to  an  increase  in  the  pulmonary 
vascular  bed,  there  is  an  increase  in 
normal  lung  markings  on  x-ray  ex- 
amination. 

6.  The  diaphragm  is  elevated  but  its 
function  is  not  altered. 

7.  The  circumference  of  the  chest  in- 
creases five  to  seven  cm. 


8.  The  vital  capacity  increases.  It  de- 
creases abruptly  in  the  puerperium. 

9.  Body  weight  increases  until  the  last 
few  days,  when  it  decreases  due  to 
loss  of  body  fluid. 

10.  The  mobility  of  the  thoracic  cage  in- 
creases, which  in  turn  accounts  for 
increased  vital  capacity  (Relaxin- 
Hisaw) . 

11.  Dyspnea  is  normal  after  the  third 
month.  It  is  due  to  the  large  increase 
in  pulmonary  ventilation  and  only  a 
small  increase  in  vital  capacity. 
Dyspnea  occurs  in  60%  of  normal 
pregnancies.  Even  paroxysmal  noc- 
turnal dyspnea  may  occur  normally. 

12.  The  pulse  rate  accelerates  and  the 
pulse  pressure  increases. 

13.  There  is  no  change  in  respiratory 
rate. 

14.  The  blood  pressure  remains  within 
normal  limits.  It  tends  to  decrease 
from  the  fourth  to  the  ninth  month 
and  increases  in  the  tenth  month.  It 
may  rise  considerably  in  labor.  If  you 
find  the  blood  pressure  elevated  in  a 
young  woman  without  any  obvious 
reason,  do  not  forget  that  it  may  be 
due  to  coarctation  rather  than  to  es- 
sential hypertension  or  to  nephritis.^^ 

15.  Palpitation  is  extremely  common  in 
pregnancy,  especially  in  the  later 
stages  and  is  entirely  without  signif- 
icance, even  if  palpitations  are  due 
to  extra  systoles  or  paroxysmal 

. tachycardia,  they  are  still  without 
significance.  Paroxysmal  tachycar- 
dia is  so  frequent  in  pregnancy  that 
some  cardiologists  believe  pregnancy 
predisposes  to  it.  It  may  be  treated 
with  digitalis  when  it  occurs. 

16.  The  placenta  acts  as  an  A-V  fistula. 

17.  Water  retention  may  amount  to  10% 
of  body  weight. 

18.  During  periods  of  high  estrogen 
levels,  sodium  retention  is  icreased. 

19.  Oxygen  consumption  is  increased  in 
pregnancy.  The  largest  increase  is  in 
the  last  trimester.  This  increase  a- 
mounts  to  15  to  20%. 

20.  Fifty  percent  of  pregnancies  are  com- 
plicated by  systolic  murmurs  of 
grade  2 or  less. 

21.  Ventricular  extrasystoles  are  noted 
in  5%  of  electrocardiograms. 

22.  The  level  of  the  diaphragm  may  rise 
as  much  as  4 cm.  as  noted  in  x-rays, 
are  normal  in  pregnancy.  Amy 

23.  Electrocardiograms  of  normal  hearts 
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changes  are  due  to  a change  in  the 
position  of  the  heart,  rather  than  a 
change  in  size. 

24.  The  error  in  diagnosis  of  heart  dis- 
ease in  pregnancy  is  10 ''/c  in  all  cases. 

25.  Pregnancy  does  not  damage  the  heart 
or  accelerate  the  course  of  rheumatic 
heart  disease.  Multiparas  with  rheu- 
matic heart  disease  live  as  long  as 
nulliparas. 

26.  Twenty  percent  of  women  with  rheu- 
matic heart  disease  develop  failure 
for  the  first  time  during  pregnancy. 

27.  At  Cooke  County  Hospital  in  Chi- 
cago, the  mortality  rate  is  0.65%  for 
all  pregnant  women  with  rheumatic 
heart  disease.  These  women  are  cared 
for  in  the  Cardiac-Maternity  Clinic. 
They  have  found  that  the  mortality 
rate  of  those  under  the  care  of  the 
private  physician  is  10'.< . This  is  a 
significant  difference.  If  a clinic  can 
obtain  these  results,  physicians  han- 
dling private  patients  should  also 
obtain  these  results. 

Unfavorable  Factors  in  Prognosis 

I have  listed  below  some  of  the  factors 
which  may  unfavorably  affect  the  out- 
look of  the  pregnant  cardiac  patient. 
These  are  as  follows: 

1.  History  of  previous  failure  or  pres- 
ence of  failure  at  the  time  of  initial 
visit,  since  a large  majority  will  fail 
again. 

2.  Auricular  fibrillation  increases  the 
death  rate  three  to  four  times. 

3.  At  ages  over  35  the  failure  rate  in- 
creases, at  times,  as  high  as  40%.i- 

4.  The  longer  the  duration  of  the  dis- 
ease the  greater  the  risk,  for  the  pa- 
tient is  that  much  nearer  the  end  of 
her  disease. 

5.  A functional  classification  of  HI  or 
worse. 

6.  Evidence  of  great  structural  damage, 
such  as  a very  large  heart. 

7.  Active  rheumatic  fever  within  one 
year  of  pregnancy. 

8.  The  presence  of  acute  carditis. 

The  above  factors  may  likewise  be  used 
as  criteria  for  advising  against  pregnancy 
in  the  non-pregnant  and  interruption  for 
those  already  pregnant.  The  final  decision 
is  with  husband  and  wife.  All  the  physi- 
cian can  do  is  give  medical  advice  and  try 
to  do  his  utmost  under  existing  circum- 
stances. 


Management 

Measures  for  control  of  the  patient  with 
heart  disease  during  pregnancy,  as  insti- 
tuted at  Jefferson,  are  as  follows: 

1.  In  management,  we  strive  to  control 
the  daily  work  of  the  heart  and  re- 
move any  “burdens”  or  prevent  their 
development. 

2.  A low  calorie,  low  salt,  high  protein 
diet  is  advocated. 

3.  Avoid  excess  weight.  We  try  to  limit 
the  gain  to  15  pounds.  Let  us  not  for- 
get Hamilton’s  important  statement, 
"An  obese  cardiac  is  an  insufficient- 
ly treated  cardiac.” 

4.  The  hemoglobin  should  be  80%  and 
red  blood  cells,  4,500,000.  We  pre- 
scribe a molybdenized  iron  compound, 
brewer’s  yeast  or  other  vitamin  sup- 
plement. Ked  meats  and  liver  are  fre- 
quently prescribed. 

5.  Tight  abdominal  supports  are  not  al- 
lowed. 

6.  Non-essential  activity  should  be  re- 

stricted. Regular  rest  periods  should 
be  instituted:  two  hours  at  noon; 

nine  hours  at  night.  The  activity  re- 
striction should  parallel  the  thera- 
peutic criteria  set  down  by  the  New 
Tork  Heart  Association  Classification. 
After  the  twenty-eighth  to  thirtieth 
week  most  of  the  day  should  be  spent 
in  bed.  Admit  to  the  hospital  for  the 
last  two  weeks  of  pregnancy  for 
observation  and  controlled  rest.  Lim- 
it climbing  of  steps.  Avoid  shopping 
and  reduce  walking  to  just  around  the 
property.  It  is  felt  by  most  cardi- 
ologists that  this  rigid  restriction  of 
activity  will  reduce  maternal  mortal- 
ity in  heart  disease  by  90%. 

7.  Check  blood  pressure,  pulse,  urine, 
etc.  every  two  weeks  in  early  preg- 
nancy and  more  frequently  in  the 
latter  months. 

8.  Give  mental  and  emotional  reassur- 
ance. Don’t  inculcate  fear.  Fear  is 
one  of  the  greatest  causes  of  dyspnea 
in  heart  disease. 

9.  Oral  care  is  necessary.  Remove  ab- 
scessed teeth. 

10.  Control  intercurrent  infection  im- 
mediately. Even  mild  respiratory  in- 
fections are  dangerous  at  all  stages 
of  pregnancy.  The  obstetrician  should 
know  of  these  complications  and  seek 
the  advice  of  an  internist  when  such 
infections  occur,  for  even  early  preg- 
nancy increases  the  heart  load.  Put 
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the  patient  to  bed  at  the  onset  of  in- 
fection and  have  her  remain  there 
until  well.  Hospitalization  is  strongly 
advocated.  Treat  any  throat  infection 
with  penicillin  to  prevent  recurrent 
rheumatic  fever.  The  American 
Heart  Association  is  now  advocating 
penicillin  prophylaxis  all  through 
pregnancy,  for  women  with  a history 
of  rheumatic  fever.  Only  time  will 
tell  if  this  is  good  therapy.  They  rec- 
ommend 1.2  million  units  of  Bicillin 
per  month.  This  treatment  is  now  be- 
ing recommended  by  some  for  a pa- 
tient’s entire  life  if  chorea  or  heart 
failure  has  occurred.  In  1950,  at  the 
Brooklyn  Hospital,  three  of  five 
cardiac  deaths  occurred  in  women 
four  to  five  months  pregnant,  who 
had  acute  respiratory  infection. 

11.  Be  cautions  regarding  the  use  of  de- 
hydration regimes,  which  depend  on 
deprivation  of  sodium  and  diuresis  in 
routine  management  of  the  cardiac 
patient,  particularly  during  the  last 
two  weeks,  when  labor  may  begin  at 
anytime.  Electrolyte  depletion  is 
more  prone  to  make  the  patient  go 
into  shock  from  even  moderate  ex- 
haustion, blood  loss  or  trauma. 

12.  Cardiac  medicaments  are  used  as  in- 
dicated. Digitalis  is  not  used  fre- 
quently at  Jefferson.  Some  authori- 
ties advise  digitalization  of  every 
pregnant  cardiac  regardless  of  symp- 
toms. We  believe  there  is  no  such 
thing  as  prophylactic  digitalization. 
Do  not  give  it  just  in  anticipation  of 
labor  or  impending  heart  failure. 

13  Do  not  use  quinidine  because  of  its 
oxytocic  effect. 

14.  The  patient  should  be  encouraged  to 
report  at  once  any  symptoms  of  fail- 
ure such  as  cough,  hemoptysis,  etc. 
The  patient  should  avoid  fatigue. 
Hamilton  believes  ordinary  fatigue 
is  the  most  usual  cause  of  heart  fail- 
ure. 

15.  Some  of  the  signs  of  congestive  heart 
failure  are  as  follows: 

a.  ankle  edema 

b.  enlargement  of  the  liver 

c.  crepitations  at  the  base  of  the 
lungs. 

d.  paroxysmal  dyspnea. 

The  failure  is  always  right  sided.  A 
pregnant  cardiac  patient  with  rales 
in  the  chest  is  a seriously  ill  patient. 

16.  If  heart  failure  develops  it  should  be 
managed  along  the  following  lines. 

. a.  Strict  bed  rest 


b.  Low  salt  and  adequate  protein 
diet 

c.  Diuretics — NH^  Cl  and  Diamox. 
Calcium  exchange  resins  are  no 
longer  used  at  Jefferson  as  the 
patient  does  not  tolerate  them 
well. 

d.  Digitalization. 

e.  Once  having  failed,  the  patient 
should  remain  in  the  hospital  or 
under  strict  care  at  home.  I pre- 
fer the  hospital. 

Management  of  the  Cardiac  in 
Labor  and  Delivery 

1.  Allow  labor  to  start  spontaneously. 
Ai’tificial  induction  of  labor  is  con- 
traindicated because  the  closer  the 
patient  is  to  term  at  the  onset  of  lab- 
or, the  lower  will  be  her  blood  vol- 
ume and  the  more  normal  her  labor. 

2.  Orthopneic  position  should  be  used 
in  labor  and  delivery. 

3.  Good  sedation  to  prevent  strain  from 
pain  and  apprenension  associated 
with  uterine  contraction.  Demerol 
and  scopolamine  produce  tachycardia 
and  excitement.  Barbiturates  may  be 
used  in  small  doses,  however  it  is 
felt  that  they  also  may  cause  excite- 
ment in  some  cases.  Morphine  sul- 
phate gr.  1/6  is  a good  analgesic. 
Natural  childbirth  training  is  advo- 
cated to  overcome  fear  and  appre- 
hension in  the  cardiac  patient.  Close 
doctor-patient  relationship  is  essen- 
tial. 

4.  Careful  observation  of  pulse,  blood 
pressure,  respiration.  Pulse  over  110 
and  respiration  over  24  indicates  im- 
pending heart  failure.  Thus  give  fur- 
ther sedation  or  rapid  digitalization 
and  seriously  consider  termination  of 
labor  by  the  least  shocking  means 
available.  Oxygen  by  mask  and  50% 
glucose  IV  for  transient  tacihycajr- 
dia  and  heart  strain  is  employ^. 

5.  Shorten  the  second  stage  of  labor  as 
much  as  possible.  It  is  better  to  sub- 
ject the  patient  to  a little  more  strain 
to  bring  the  presenting  part  down 
for  easy  extraction,  rather  than  to 
embark  on  a difficult  extraction.  Low 
forceps  extraction  after  the  head 
begins  to  crown  the  perineum.  Make 
a liberal  episiotomy. 

6.  Anesthesia: 

a.  Local  or  pudendal  block  is  best 
if  the  patient  is  not  too  emotional. 
Too  much  emotional  strain  pre- 
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disposes  to  pulmonary  edema. 

b.  Ether  and  100  Vc  oxygen  in  a 
closed  system  is  safe.  However, 
induction  is  difficult  and  there 
is  the  added  strain  of  vomiting. 
This  strain  occurs  also  at  recov- 
ery. 

c.  Cyclopropane  is  used  by  some 
institutions  because  of  rapid  and 
smooth  induction  and  the  quick 
recovery.  A high  percentage  of 
oxygen  can  be  used  with  it. 
Cyclopropane  is  contraindicated 
in  arrhythmia  or  if  digitalis  has 
been  used  because  it  tends  to  ag- 
gravate arrhythmia.  Don’t  use 
whole  pituitrin  exact  or  adrena- 
lin with  cyclopropane.  Pitocin 
may  be  used. 

d.  Chloroform  should  not  be  used. 
It  has  a direct  toxic  effect  on  the 
myocardium. 

e.  Nitrous  oxide  is  not  advised  be- 
cause of  the  marked  hypoxia 
which  is  necessary  for  adequate 
anesthesia. 

f.  Continuous  spinal  should  be  used 
if  spinal  anesthesia  is  employed 
at  all.  Spinal  anesthesia  causes 
pooling  of  blood  in  the  lower  ab- 
domen and  extremities  which  in 
turn  relieves  the  strain  on  the 
right  heart  much  as  does  a phle- 
botomy. Be  careful  of  blood  pres- 
sure drop. 

7.  Observe  the  patient  carefully  for 
many  days  following  delivery.  In  one 
series  of  cases  reported  in  the  litera- 
ture, 75  of  the  cases  of  heart  failure 
occurred  in  the  puerperium. 

8.  Third  stage — use  only  ipitocin.  Ergo- 
trate  causes  spasm  and  thrombosis  of 
the  coronary  vessels  in  arterioscler- 
otics  and  older  women. 

9.  If  transfusion  is  necessary  give  slow- 
ly and  use  packed  red  cells  if  avail- 
able. 

10.  Early  ambulation  has  no  place  in 
the  cardiac-maternity  patient.  Allow 
the  cardiovascular  system  to  be  sta- 
bilized and  its  reserve  restored.  Com- 
plete bed  rest  should  be  observed 
from  five  to  seven  days.  Limit  physi- 
cal activity  for  at  least  one  month. 

11.  The  strain  of  nursing  should  be 
avoided.  We  believe  it  demands  in- 
creased circulatory  response  which 
is  undesirable. 

12.  Vaginal  delivery  is  preferable  to  Ces- 
arean section  because  the  mortality 


rate  is  definitely  lower.  This  may  be 
due  at  least  in  part  to  slow  closure 
of  the  uterine  vascular  tree  during 
normal  labor.  Cesarean  section 
should  be  employed  only  for  obstet- 
rical indications.'-^  Two  Cesareans 
were  performed  on  cardiacs  at  Jef- 
ferson in  1954;  one  for  C.P.D.  and  the 
other  for  a fulminating  pre-eclamp- 
sia. 

13.  Penicillin  during  labor  and  the  first 
five  days  post-partum  is  good  pro- 
phylaxis against  sub-acute  bacterial 
endocarditis. 

14.  Statistics  show  that  the  chief  cause 
of  fetal  death  is  prematurity.  In  one 
series  of  cases,  six  post-mortem  Ces- 
areans were  done,  but  no  live  infants 
were  obtained.  We  performed  one 
last  year  at  Jefferson  but  the  infant 
was  lost. 

Cardiac  Surgery 

Pregnant  women  with  mitral  stenosis 
usually  tolerate  pregnancy  well.  Thus 
some  cardiologists  rationalize,  that  those 
who  have  had  a valvulotomy  and  gone  to 
term  would  have  done  as  well  with  prop- 
er medical  management.  The  figures  on 
surgical  mortality  in  valvulotomy  are 
contradictory.  One  group  presents  a 5% 
mortality  in  even  the  best  selected  cases 
and  25 for  the  poorest  risks.  This  is 
much  higher  that  the  mortality  with  just 
good  medical  management.  O’Neill  and 
Glover  of  the  Episcopal  Hospital  in  Phila- 
delphia have  done  eight  mitral  commis- 
surotomies in  pregnancy  with  good  results 
and  no  mortality.  Those  cases  done  at  the 
Episcopal  Hospital  were  performed  be- 
tween the  second  and  fifth  months  of 
pregnancy. All  had  had  decompensation 
m a previous  pregnancy  or  were  decom- 
pensated in  the  present  pregnancy.  Ac- 
cording to  Zatuckni  of  the  Temple  Uni- 
versity group,  if  good  medical  care  in 
rheumatic  heart  disease  fails,  then  mitral 
valvulotomy  will  also  fail.^^  They  thus 
seem  to  advocate  that  it  should  never  be 
done  during  pregnancy.  The  chest  service 
at  Jefferson  has  done  three  valvulotomies 
in  pregnancy  with  good  results  and  no 
mortality.  We  are  inclined  to  believe  that 
valvulotomy  has  a definite  place  during 
pregnancy.  We  have  found  that  there  are 
cases  that  continue  to  get  very  much 
worse  as  pregnancy  goes  on,  in  spite  of  the 
best  medical  care.  In  such  cases  valvu- 
lotomy is  definitely  indicated.  Cardiac 
surgery  has  further  narrowed  the  indica- 
tion for  therapeutic  abortion  and  steriliza- 
tion. 
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Summary 

In  summation,  may  I say  that  good  care 
of  the  cardiac  in  pregnancy  is  primarily 
based  on  a complete  history  and  thorough 
physical  examination.  The  attending  doc- 
tor must  obtain  an  adequate  history;  he 
must  find  out  if  rheumatic  fever  occurred 
in  childhood,  syphilis  in  early  youth,  etc. 
A history  of  any  episode  of  heart  failure 
is  extremely  important.  Upon  examina- 
tion murmurs  may  be  detected.  Murmurs 
are  common  in  pregnancy.  If  the  murmur 
IS  presystolic  or  diastolic  it  is  organic.  If 
the  murmur  is  accentuated  by  exercise, 
or  if  an  apical  murmur  is  accentuated 
when  the  patient  is  lying  on  her  left  side, 
it  is  more  likely  to  be  organic.  Loud  mur- 
murs are  often  organic  while  soft  systolic 
ones  are  of  little  significance.  Enlarge- 
ment of  the  left  auricle,  as  seen  in  fluoros- 
copy, may  be  the  first  clue  to  a diagnosis 
of  rheumatic  mitral  endocarditis.  We  are 
aware  of  the  fact  that  mitral  stenosis  and 
insufficiency  are  the  most  common  lesions 
in  rheumatic  heart  disease.  A double  le- 
sion (aortic  and  mitral)  is  more  serious. 

In  conclusion,  may  I say  that  it  is  al- 
ways well  to  keep  in  mind  that  every  car- 
diac patient  is  an  individual  problem  and 
when  pregnancy  occurs  the  problem  is 
even  more  personal.  The  similarity  be- 
tween normal  heart  changes  in  pregnancy 
and  real  organic  heart  disease  must  be 
stressed.  The  management  for  one  indi- 
vidual with  a given  lesion  may  differ  en- 
tirely from  that  of  another  similar  indi- 
vidual. In  general,  if  one  must  err,  it  is  far 
better  to  err  on  the  safe  side.  It  must  al- 
ways be  remembered  that  there  is  no 
other  problem  in  medicine  in  which  the 
patient’s  wishes  and  desires  must  be  so 
ardently  heeded  and  in  which  sound  clin- 
ical judgement  is  so  often  willfully  ig- 
nored. We  talk  at  great  length  concerning 
frequent  consultation  with  a heart  spe- 


cialist all  through  pregnancy,  but  let  us 
not  forget  that  the  good  general  practi- 
tioner or  obstetrician  is  able  to  do 
most  of  the  job.  After  all,  the  practi- 
tioner or  obstetrician  is  fully  capable  of 
observing  excessive  weight  gain,  begin- 
ning of  ankle  edema,  etc.,  and  is  well  able 
to  treat  these  symptoms  as  they  arise.  It 
is  only  in  unusual  circumstances  that  the 
cardiologist  need  be  consulted.  Due  to  our 
tremendous  strides  in  pre-natal  care  in 
the  last  tweny-five  years,  toxemia,  infec- 
tions, etc.  have  been  greatly  reduced  by 
the  obstetrician  and  practitioner  and  this 
can  also  be  accomplished  in  heart  disease 
by  careful  observation  and  care  by  the 
same  doctors.  Dr.  Fred  Irving,  emeritus 
professor  of  obstetrics  at  Harvard,  has 
stated,  “Medical  treatment  is  of  greater 
importance  in  the  cardiac  pregnancy  than 
the  obstetrical  conduct  of  the  case,  but 
both  are  essential  to  success.”  Let  us  re- 
member that  the  good  obstetrician  and 
practitioner  is  well  equipped  to  handle 
the  medical  regime  with  well  chosen  and 
well  timed  cardiac  consultation. 
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Kentucky  State  Medical  -Association.  620  .South  Third  Street, 
Louisville  2,  Kentucky. 
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Use  Of  Trypsin  In  Inflammation 
BERT  SELIGMAN,  M.  D. 
Toledo,  Ohio 


Trypsin  is  a proteolytic  enzyme  secre- 
ted by  the  pancreas.  In  its  original  form, 
it  is  almost  completely  inactive  and  is 
called  trypsinogen.  In  the  presence  of 
enterokinase,  one  of  the  substances  found 
in  the  succus  entericus,  the  fluid  elaborat- 
ed by  the  glands  in  the  mucosa  of  the 
small  intestine,  trypsinogen  is  converted 
to  trypsin.  The  activity  of  trypsin  has 
heretofore  been  thought  to  lie  exclusively 
in  the  intestinal  tract  where  it  is  concern- 
ed with  protein  digestion.  Now,  following 
the  work  of  Innerfield,  Angrist  and 
Schwarz  (1),  and  Laufman  and  Roach 
(2),  an  anti-inflammatory  effect  has  been 
proved  to  follow  the  intramuscular  admin- 
istration of  trypsin. 

Inflammation  is  the  local  response  of 
living  tissue  to  an  irritant,  which  may  be 
traumatic,  chemical  or  bacterial.  The  in- 
flammatory process  is  characterized  by 
the  production  of  an  inflammatory  exu- 
date, which  possesses  but  one  function, 
namely  to  engulf  and  thereby  isolate  the 
irritant,  achieving  this  thru  the  medium 
of  the  polymorphonuclear  leucocyte.  The 
lymphocyte,  the  large  mononuclear  cell, 
the  eosinophil  and  the  red  blood  corpus- 
cles, though  present  in  the  Inflammatory 
exudate,  are  not  of  immediate  concern 
since  their  function  is  activated  later.  As 
the  polymorphonuclear  leucocyte  under- 
goes degeneration,  it  disintegrates  with 
the  release  of  proteolytic  ferments.  Throm- 
bin, as  well  as  antibacterial  substances, 
are  also  released.  With  disintegration  and 
release  of  various  products,  changes  in 
surface  tension  occur,  which  in  turn  affect 
phagocytosis.  As  the  body  responds  to  in- 
flammation its  defense  mechanism  is 
brought  into  action,  the  degree  of  response 
being  directly  proportional  to  the  stimu- 
lating agent.  In  work  done  previously  as 
well  as  in  this  report  trypsin  has  been  ob- 
served to  initiate  or  to  enhance  this  anti- 
inflammatory effect  (3). 

Material  and  Method 

This  report  concerns  100  patients  of 
which  42  were  males  and  58  females.  Ac- 
cording to  age  groups  7 were  between  20- 
29  years  of  age,  15  in  the  30-39  group,  29 
in  the  40-49  group,  26  in  the  50-59  group, 
14  in  the  60-69  group,  7 in  the  70-79  group, 
and  2 in  the  80-89  group.  There  were  15 
patients  with  superficial  thrombophlebitis 


of  the  great  and/or  small  saphenous  sys- 
tems. Here  the  process  was  characterized 
by  a palpable  thrombus  of  varying  length, 
redness,  localized  edema  and  pain,  with 
surrounding  sharply  delimited  cellulitis. 
Deep  venous  thrombosis,  most  commonly 
of  the  ilio-femoral  veins,  the  phlegmasia 
alba  dolens  associated  with  pregnancy, 
was  present  in  19  patients.  There  was 
pain,  fever  and  swelling,  with  pain  on 
plantar  flexion,  inguinal  and/or  calf 
tenderness,  and  pain  on  pressure  over  the 
medial  aspect  of  the  tibia.  The  patients 
with  chronic  venous  insufficiency  wheth- 
er due  to  an  old  postphlebitic  syndrome  or 
that  engendered  by  varicose  veins  of  long 
standing,  and  severe  in  degree,  were 
grouped  together  and  totaled  42.  The 
signs  and  symptoms  of  venous  insuffi- 
ciency included  dependent  edema,  foot, 
calf  or  ankle  pain,  induration,  varicosi- 
ties, eczema  or  dermatitis,  with  or  with- 
out spread  absorption  to  other  parts  of 
the  body,  pigmentation  and  ulceration. 
All  had  one  or  more  acute  exacerbations 
with  visible  upward  extension  of  the  pro- 
cess. Arteriosclerosis  obliterans  with  ab- 
sent pedal  pulses,  intermittent  claudica- 
tion, numbness,  cold  feet,  burning  plantar 
paresthesias,  excessive  sweating  of  the 
feet,  rest  pain,  trophic  skin  changes,  pal- 
lor on  elevation  with  rubor  on  dependency, 
and  delayed  venous  filling  and  flushing, 
with  cellulitis  and  necrosis  was  present 
in  5 patients.  Post  operative  cellulitis  oc- 
curred in  10  patients  with  chronic  venous 
insufficiency.  The  operative  procedures 
in  these  patients  involved  ligation  and 
stripping  of  the  great  and  small  saphenous 
systems,  as  indicated,  interruption  of  in- 
competent perforators  subfascially,  with 
extensive  dissection  posterior  to  the  me- 
dial malleolus  down  to  the  deep  fascia, 
paralleling  the  posterior  tibial  vein,  and 
extending  from  iust  below  the  medial 
malleolus  to  the  junction  of  the  lower  and 
middle  thirds  of  the  leg.  Operating  in  an 
area  with  severe  fibrosis,  where  repeated 
bouts  of  cellulitis  and  lymphangitis  had 
■occurred,  with  recurring  ulceration  and 
retrograde  venous  flow,  post  operative 
■cellulitis  is  not  an  unexpected  complica- 
tion. Cellulitis  per  se  was  present  in  3, 
traumatic  arthritis  in  1,  lymphedema  in  3, 
saphenous  neuritis  in  1 and  inguinal  ade- 
nitis in  1. 
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Parenzyme,  a suspension  of  crystalline 
trypsin  in  sesame  oil,  5 mgs.  to  the  c.c., 
was  given  intramuscularly  to  100  patients 
989  times.  The  minimum  injection  given 
was  1,  with  the  maximum  totaling  40,  for 
an  average  of  9.89  injections  per  patient. 

Thrombophlebitis 

The  results  of  treatment  with  Par- 
enzyme  are  as  follows:  In  the  superficial 
thrombophlebitis  group  14  patients  had  an 
excellent  result,  1 was  classified  as  good, 
with  complete  subsidence  of  all  signs  and 
symptoms.  One  point  deserves  emphasis 
and  that  concerns  the  thrombus  which  was 
palpable  in  the  superficial  vein  at  the 
height  of  the  disease  and  was  still  palpa- 
ble at  the  conclusion  of  Parenzyme  ther- 
apy. The  pain,  redness  and  swelling  were 
gone,  and  the  temperature  and  sedimen- 
tation rate  were  normal.  The  decrease  in 
the  size  of  the  thrombus,  as  treatment 
progressed,  followed  the  natural  course 
of  the  disease  as  observed  in  a similar 
group  of  non-trypsin  treated  patients.  The 
rapidity  with  which  the  acute  process 
abated  was  in  marked  contrast  to  the  non- 
trypsin treated  group  (3) . 

Of  the  19  patients  with  deep  venous 
thrombosis,  13  achieved  an  excellent  re- 
sult and  six  were  good.  Once  the  diagno- 
sis was  established  and  treatment  insti- 
tuted there  was  reduction  in  the  edema, 
a return  to  normal  of  the  temperature  and 
a marked  lessening  of  the  pain  in  the  ex- 
tremity. Ambulation  and  compression  of 
the  leg  with  a 4"  Ace  rubber  reinforced 
bandage  was  effected  early.  Three  pa- 
tients in  this  group  developed  a single 
sublethal  pulmonary  embolus.  The  first 
occurred  in  a 40-year  old  male  8 days  af- 
ter trypsin  therapy  was  begun.  He  had 
had  recurrent  attacks  of  unilateral  and  bi- 
lateral iliofemoral  thrombophlebitis  for 
several  years  and  had  been  under  treat- 
ment elsewhere.  Under  continuing  treat- 
ment he  made  an  excellent  recovery.  The 
second  pulmonary  embolus  occurred  in  a 
34  year  old  pregnant  female,  para  iii, 
gravid  iv,  who  had  had  a right  iliofemoral 
thrombophlebitis  with  a previous  preg- 
nancy, and  who  was  now  referred  for  a 
phlebitic  process  involving  the  left  leg. 
After  3 days  of  trypsin  therapy  she  devel- 
oped thoracic  pain,  hemoptysis  and  low 
grade  fever.  Trypsin  therapy  was  main- 
tained and  recovery  was  termed  excellent. 
A 70  year  old  male  was  the  third  case.  He 
presented  himself  three  weeks  after  the 
onset  of  his  left  iliofemoral  thrombophle- 
bitis and  was  started  on  trypsin.  The  next 
day  he  complained  of  “pleurisy,”  had  a 


mild  cough  and  hemoptysis.  X-rays  in  this 
case  as  in  the  two  previously  mentioned 
cases  were  interpreted  as  indicating  the 
presence  of  a pulmonary  infarct.  Treat- 
ment with  intramuscular  trypsin  was  con- 
tinued and  recovery  was  excellent.  Under 
trypsin  therapy  no  patient  had  a major 
venous  ligation. 

Chronic  Venous  Insufficiency 

Of  the  42  patients  with  chronic  venous  in- 
sufficiency there  were  22  excellent,  10  good, 
four  fair  and  six  poor  results.  Subsidence 
of  pain,  amelioration  of  edema,  softening 
of  the  induration,  perceptible  lightening 
of  the  pigmentation,  remission  of  the  der- 
matitis of  the  leg  as  well  as  the  absorption 
spread  to  other  parts  of  the  body,  and  com- 
plete or  partial  nealing  of  the  ulcer  or  ul- 
cers, when  present,  constituted  the  cri- 
teria for  inclusion  in  the  excellent  group. 
Lesser  results  were  so  classified.  Twenty- 
two  patients  have  subsequently  had  com- 
plete ligation  and  stripping  of  their  vari- 
cosities. A word  about  the  six  poor  results 
in  this  group.  The  first  was  in  a 56  year 
old  male  who  had  a left  iliofemoral  throm- 
bophlebitis 12  years  before,  then  was  sub- 
jected to  a high  saphenous  ligation  and 
had  then  developed  a medial  malleolar 
ulcer.  When  first  seen  his  ulcer  had  been 
present  for  almost  10  years.  The  ulcer  was 
healed  with  conservative  treatment,  and 
a superficial  femoral  vein  interruption, 
with  stripping  of  the  great  and  small 
saphenous  systems  was  carried  out.  After 
one  year  the  ulcer  recurred,  and  a lumbar 
sympathectomy  was  performed  and  a 
split  thickness  graft  applied.  This  broke 
down  in  about  six  months,  and  intensive 
trypsin  therapy  was  carried  out  without 
success.  The  ulcer  still  remains.  The  sec- 
ond was  a 61  year  old  female  with  an  ul- 
cer of  the  right  medial  malleolus  of  seven 
years  duration.  She  had  a high  saphenous 
ligation,  wore  Unna’s  boots  off  and  on, 
and  had  many  injections  of  sclerosing  so- 
lution in  the  veins  surrounding  the  ulcer, 
all  without  success.  She  was  tried  on 
trypsin  and  at  first  the  ulcer  did  decrease 
in  size  only  to  break  down  again.  A retro- 
grade ligation  and  stripping  of  the  great 
and  small  saphenous  systems  was  carried 
cut,  and  the  ulcer  was  completely  excised 
down  to  the  deep  fascia.  By  undermining 
the  edges  of  the  incision  were  brought  to- 
gether, grafting  was  not  necessary  and 
healing  took  place  by  first  intention.  In- 
terestingly the  base  of  the  excised  ulcer 
contained  calcareous  material  which  prob- 
ably acted  as  a foreign  body  and  prevent- 
ed healing.  The  third  was  a 59  year  old 
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female  with  stasis  dermatitis  of  both  legs, 
present  for  four  years.  With  conservative 
treatment  a remissive  phase  was  induced, 
a ligation  and  stripping  was  performed 
and  she  was  well  for  about  two  years.  The 
dermatitis  recurred  and  despite  all  forms 
of  therapy  plus  trypsin,  the  process  is 
still  present.  The  fourth  was  a 54  year  old 
female  with  a bilateral  post  phlebitis  syn- 
drome present  for  eight  years.  The  ulcers 
were  healed,  superficial  femoral  vein  in- 
terruption and  stripping  were  performed 
with  a satisfactory  result  for  one  year. 

The  ulcer  recurred  on  the  right  medial 
malleolus,  and  despite  trypsin  in  what 
was  thought  to  be  adequate  amounts  the 
ulcer  persists.  The  fifth  was  a 22  year  old 
male  with  a six  year  history  of  chronic 
venous  insufficiency  secondary  to  severe 
long  standing  varicose  veins  who  had  bi- 
lateral medial  malleolar  ulcers  when  first 
seen.  Thirteen  surgical  procedures  had 
been  carried  out  on  the  superficial  and 
deep  veins  of  both  legs  without  success. 

The  feet  were  cold,  blue  and  wet  with 
plantar  maceration.  Due  to  this  excessive 
sweating  of  his  feet  it  was  not  an  uncom- 
mon thing  for  him  to  rot  out  his  shoes. 

Lumbar  novacain  blocks  produced  warm, 
dry  and  pink  feet,  so  that  as  a consequence 
of  this  fact  a bilateral  high  lumbar  sym- 
pathectomy was  performed.  Mild  improve- 
ment was  noted  in  the  size  of  the  ulcers, 
but  the  overall  picture  of  chronic  venous 
insufficiency  left  much  to  be  desired. 

Trypsin  was  given  without  any  change 
being  effected.  The  sixth  in  this  series 
was  a 33  year  old  female  with  a right  post  ... 

phlebitic  syndrome  present  for  11  years.  edema  and  a 


tion.  With  the  institution  of  trypsin 
therapy  the  edema,  redness,  induration 
and  pain  subsided  with  greater  rapidity, 
and  healing  took  place  in  a more  normal 
fashion  than  in  previously  treated  patients 
with  a similar  disability  who  did  not  re- 
ceive trypsin. 

Other  Conditions 

The  five  patients  with  arteriosclerosis 
obliterans  had  two  excellent,  one  fair  and 
two  poor  results.  Cellulitis  subsided,  ne- 
crotic tissue  sloughed  with  good  epithelial- 
ization,  and  no  parts  were  lost  by  ampu- 
tation in  those  classified  as  excellent.  The 
patient  listed  as  fair  was  an  82  year  old 
female  with  an  ulcer  above  the  lateral 
malleolus.  The  necrotic  ulcer  was  replac- 
ed by  clean,  healthy  granulation  tissue 
but  complete  healing  did  not  take  place. 
The  first  poor  result  occurred  in  a 74  year 
old  diabetic  male  with  gangrene  of  the 
first  and  second  toes  of  the  right  foot  pres- 
ent for  six  months.  He  finally  had  a lower 
third  thigh  amputation.  The  second  poor 
result  was  in  a 62  year  old  female  whose 
left  leg  had  been  amputated  a year  before 
and  now  presented  gangrene  of  the  right 
heel.  She  had  a mid  leg  amputation. 

Of  the  three  patients  with  cellulitis  per 
se,  one  involving  the  breast  was  poor,  the 
other  two,  one  of  the  buttocks  and  one  the 
left  ear  were  excellent.  This  last  patient 
had  consulted  her  physician  for  a small 
lump  in  the  lobule  of  the  ear.  A diagnosis 
of  sebaceous  cyst  was  made  and  phenol 
was  injected  into  it  to  destroy  the  secret- 
y.  ing  surface.  Within  an  hour  there  was 
violaceous  discolora- 


Treatment  over  the  years  included  a high  which  rapidly  progressed  so  that  in  24 

saphenous  ligation,  later  a superficial  fe-^hours  the  entire  ear  was  at  least  two 
moral  vein  ligation,  then  a stripping  in-Mtimes  its  normal  size,  was  now  purplish 
terspersed  between  intermittent  wearing^black  in  color  and  exquisitely  painful, 
of  Unna’s  boots,  series  of  penicillin  injec-'||Following  the  first  intramuscular  injec- 
tions, x-ray  treatments  to  the  ulcer  area,'|§ition  of  trypsin  there  was  a dramatic  re 
applications  of  dried  red  cells  and  injec- 
tions of  materials  designed  to  desensitize 
her.  Trypsin  was  administered  31  times 
without  a salutary  outcome. 


Of  the  10  patients  with  post  operative; 
cellulitis  four  were  excellent,  five  were! 
good  and  one  was  fair.  All  had  a pre-oper-i 
ative  diagnosis  of  chronic  venous  insuffi- 
ciency, but  for  statistical  purposes  in 
evaluating  trypsin,  were  not  included  in 
the  previous  group  where  the  trypsin  wasi 
given  as  part  of  the  pre-operative  prepara-3 
tion.  Following  the  extensive  surgery  onf 
the  leg,  previously  outlined,  in  this  groupL 
of  10  patients  the  incisions  became  ede-^ 
matous  with  reddened  edges  and  adjacentp 
induration  which  was  painful  on  palpa- 


duction  in  the  edema  and  pain  and  the 
color  approached  that  of  the  normal  ear. 
After  the  fourth  injection  treatment  was 
no  longer  necessary  and  the  result  was 
considered  excellent. 

In  the  three  lymphedema  patients,  two 
|of  the  praecox  type,  and  one  occurring 
post  common  femoral  vein  interruption, 
*^^wo  were  good,  one  vms  fair.  The  trauma- 
tic arthritis  patient  had  a poor  result,  the 
saphenous  neuritis  which  occurred  in  a 65 
vear  old  man,  who  represented  an  old 
burned  out  Buerger’s,  was  fair,  and  the 
leH  inguinal  adenitis  was  excellent. 
Unfavorable  Responses 
There  ■'vere  13  patients  who  manifested 
an  unfavorable  response  to  trypsin.  Three 
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v/ere  the  previously  mentioned  cases  of 
pulmonary  embolism,  six  developed  local- 
ized pain,  redness,  induration,  hives  and 
pruritus  of  the  involved  buttock  and  the 
remaining  four  follow.  Within  minutes  of 
receiving  an  intramuscular  injection  of 
trypsin  a patient  went  into  vasomotor 
collapse,  with  unconsciousness,  dilated 
pupils,  unresponsiveness  to  stimuli,  very 
cold,  clammy  and  with  a death  like  pallor. 
He  recovered  spontaneously  without  any 
medication.  Whether  this  was  due  to  the 
trypsin,  or  a vasomotor  response  to  pain 
produced  by  the  needle,  or  the  trypsin,  or 
both  is  a matter  for  conjecture.  Another 
patient  one  hour  after  receiving  trypsin 
developed  a generalized  urticarial  reac- 
tion characterized  by  hives,  angioneurotic 
edema  with  joint  pains,  stiffness,  limita- 
tion of  motion,  itching,  and  nausea  and 
vomiting.  This  remained  severe  for  24 
hours  then  rapidly  subsided.  Treatment 
consisted  of  oral  anti-histaminics.  The 
next  reaction  in  a patient  occurred  about 
four  hours  after  injection  with  massive 
edema,  hives,  pruritus  and  severe  pain  of 
the  buttock.  This  responded  to  anti-hista- 
minics.  The  last  reaction  occurred  in  a 
post  phlebitic  male  with  the  usual  signs 
and  symptoms  of  the  disease.  The  derma- 
titis was  mild  and  involved  the  malleolar 
areas.  Following  the  first  trypsin  injec- 
tion the  extremity  became  edematous, 
and  the  dermatitis  increased  in  extent  and 
severity.  After  the  second  injection  the 
process  worsened  markedly  necessitating 
cessation  of  further  trypsin  injections. 

Discussion 

The  rapid  subsidence  of  pain,  redness 
and  swelling  with  the  return  to  normal  of 
the  temperature  and  sedimentation  rate 
in  the  superficial  thrombophlebitis  pa- 
tients treated  with  intramuscular  trj^sin 
was  very  gratifying,  fully  substantiating 
its  role  as  an  anti-inflammatory  agent.  Of 
the  four  patients  in  this  group  who  were 
subsequently  operated  upon  (complete 
ligation  and  stripping),  thrombi  were 
demonstrated  to  be  present  in  all.  The  19 
patients  with  deep  venous  thrombosis 
manifested  a similar  response  to  trypsin 
with  a steady  lessening  of  pain,  fever,  red- 
ness and  edema,  and  a return  to  normal 
of  the  sedimentation  rate.  Since  no  opera- 
tions were  performed  upon  any  patients 
in  this  group,  the  fate  of  the  thrombi  can- 
not be  elaborated  upon.  This  group  should 
be  the  most  interesting  from  a clinical 
standpoint  since  careful  follow  up  studies 
conducted  on  a long  range  basis  will  indi- 


cate what  effect,  if  any,  trypsin  has  on  pre- 
venting completely  or  modifying  in  ex- 
tent of  severity  the  sequelae  commonly 
associated  with  the  post  phlebitic  patient. 
The  patients  with  chronic  venous  insuffi- 
ciency, by  their  response  to  trypsin  not 
only  indicated  its  anti-inflammatory  ef- 
fect, but  also  demonstrated  that  it  pro- 
duced a decrease  in  tissue  fluid  viscosity 
by  softening  of  induration,  decrease  in 
edema,  lightening  of  pigmentation,  and  a 
more  normal  and  healthy  looking  skin. 
Those  patients  with  post  operative  cellu- 
litis had  a shorter  convalescence  with 
less  disability  when  treated  with  trypsin 
than  in  the  group  similarly  operated  up- 
on but  not  given  trypsin.  Patients  with 
arteriosclerosis  obliterans  who  responded 
to  trypsin  did  not  have  a reversal  of  necro- 
sis, but  the  accompanying  cellulitis  and 
edema  was  quickly  resolved,  and  slough- 
ing of  the  devitalized  tissue  took  place 
with  subsequent  epithelialization. 

Summary 

Intramuscular  trypsin  as  a therapeutic 
agent  was  used  in  100  patients.  Of  15  pa- 
tients with  superficial  thrombophlebitis, 
14  had  an  excellent  result,  one  was  good.  In 
the  19  with  deep  venous  thrombosis  13  were 
excellent  and  6 were  good.  There  were 
42  with  chronic  venous  insufficiency  with 
22  excellent,  10  good,  four  fair  and  six 
poor.  The  10  with  post  operative  cellulitis 
had  four  excellent,  five  good  and  one  fair. 
Two  were  excellent,  one  was  fair  and  two 
Vi^ere  poor  in  the  arteriosclerotics.  Celluli- 
tis per  se  produced  two  that  were  excel- 
lent and  one  that  was  poor.  Of  the  two 
lymphedema  praecox  patients  one  was 
good,  one  was  fair,  with  the  lymphedema 
post  common  femoral  vein  interruption 
good.  The  patient  with  traumatic  arthritis 
was  poor,  the  one  with  saphenous  neuritis 
fair,  and  the  one  with  inguinal  adenitis 
excellent.  The  anti-inflammatory  effect 
of  trypsin  was  evidenced  by  rapid  and 
sustained  subsidence  of  pain,  fever,  edema 
and  redness  with  return  to  normal  of  the 
sedimentation  rate.  It  is  suggested  that 
trypsin  exerts  some  influence  on  reduc- 
tion of  tissue  fluid  viscosity  as  indicated 
by  the  softening  of  the  indurated  leg,  re- 
duction in  edema,  lightening  of  pigmen- 
tation and  a healthier  appearance  of  the 
skin. 
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Fluid  and  Electrolyte  Balance  in  Renal  Disease 
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(Continued  from  Dec.  Journal) 

Correlalion  Between  the  Pathologic 
Physiology  and  Clinical  Picture  in 
Renal  Disease 

With  the  foregoing  as  a background,  a 
correlation  between  the  pathologic  physi- 
ology and  clinical  picture  will  be  attempt- 
ed in  part.  The  subjective  and  objective 
findings  of  the  patient  with  renal  disease 
are  dependent  on  the  distortion  of  the 
chemical  structure  of  body  water  and  its 
constituents.  Mechanisms  of  this  distor- 
tion have  already  been  discussed.  Singu- 
lar function  is  rarely  lost.  Most  often  de- 
hydration is  the  main  disorder.  This  re- 
sults in  weakness,  anorexia,  apathy,  thirst, 
and  headache  which  are  the  prominent 
symptoms.  There  is  inelasticity  of  the  skin, 
drying  of  the  mucosal  surfaces  and  weight 
loss.  Personality  changes  may  occur  when 
water  and  potassium  come  out  of  the  cells 
of  the  brain. 

A bleeding  tendency  may  occur,  with 
loss  of  blood  from  the  gastrointestinal 
tract.  Vomiting  and  diarrhea  may  occur. 
The  hydrogen  ion  excretion  in  the  distal 
tubule  may  be  poor  and  favor  production 
of  acidosis.  The  ammonia  producing  me- 
chanism is  impaired  and  no  substitution 
is  then  made  for  the  sodium  which  is  at- 
tached to  the  carbonates,  sulfates,  or  phos- 
phates; sodium  goes  into  the  urine  and  this 
reduces  the  amount  of  available  base.  If 
sufficient  quantities  of  sodium  and  fluid 
are  lost,  the  plasma  volume  is  reduced 
and  a drop  in  the  blood  pressure  occurs. 
This  renal  depletion  of  extra-cellular  so- 
dium is  probably  the  main  mechanism  of 
renal  acidosis.  Potassium  loss  may  cause 
muscle  weakness,  decreased  tendon  re- 
flexes and  flaccid  paralysis.  Cardiac  ar- 
rest may  occur  either  from  hyper  or  hy- 
popotassemia.  Hypermagnesia  depresses 
the  central  nervous  system  causing  some 
of  the  lethargy,  stupor  and  coma  often 
seen  late  in  the  course  of  renal  disease. 
Calcium  is  also  lost  because  of  the  failure 
to  conserve  base.  Convulsions  may  occur 
or  latent  tetany  may  be  brought  out  by 
the  Chvostek  and  Trousseau  signs.  Cramp- 
ing of  the  muscles  is  frequent. 

Too  often  it  is  assumed  that  if  the  pa- 
tient has  a good  urinary  output  the  renal 
status  is  in  a state  of  compensation.  If  the 
tubule  is  damaged  an  increased  amount 


of  urine  is  excreted  provided  there  is  ade- 
quate filtration  but  this  urine  may  con- 
tain huge  quantities  of  electrolytes  that 
should  have  been  reabsorbed.  Damaged 
tubular  cells  can  thus  mask  reduced  fil- 
tration rate  by  poorly  reabsorbing  the  fil- 
trate. On  the  other  hand  damaged  tubules 
may  do  a satisfactory  job  if  the  flow  is 
slow  enough.  If  the  filtrate  is  small,  good 
tubules  may  absorb  the  entire  filtrate 
causing  anuria.  In  such  case  an  attempt  to 
raise  the  filtration  rate  by  whatever  means 
indicated  would  in  some  cases  restore  nor- 
mal renal  function. 

Plasma  urea  may  not  be  significantly 
elevated  in  renal  insufficiency  and  should 
not  be  considered  a reliable  index  of  renal 
disease.  A low  protein  intake  may  cause  a 
lower  plasma  urea  than  expected  where- 
as tissue  catabolism  may  elevate  the 
plasma  urea.  Absorption  of  blood  from  the 
lumen  of  the  bowel  causes  abnormally 
high  levels  without  significant  renal  dis- 
ease feeing  present.  An  increased  urea  or 
NPN  usually  occurs  as  a result  of  decreas- 
ed filtration.  The  urea  clearance  can  be 
decreased  either  by  diffusion  of  urea  back 
through  damaged  tubules  or  by  a decrease 
in  the  glomerular  filtration.  The  urine  con- 
centration and  dilution  test  is  the  best  in- 
dicator of  the  power  of  the  tubule  to  re- 
ject or  reabsorb  water  but  if  the  flow  is 
slow,  damaged  tubules  may  still  concen- 
trate if  not  too  severely  damaged. 

The  total  serum  protein  may  be  low 
when  glomerular  damage  is  present  but  as 
the  disease  progresses  the  shrinkage  of 
the  filter  bed  does  not  permit  excessive 
loss  and  the  value  may  once  again  become 
normal.  Hypoproteinemia  is  usually  not 
marked  unless  the  glomerular  filtrate 
fraction  is  normal  or  above.  The  presence 
of  proteinuria  indicates  a pathologic 
change  in  the  glomerulus.  Hematuria  may 
mean  blood  has  passed  through  the  glom- 
erulus or  it  may  have  come  from  minor 
bleeding  from  the  tubules.  The  normocy- 
tic  normochromic  anemia  which  is  often 
present  and  occasionally  severe,  is  not 
considered  a result  of  blood  loss  through 
the  nephron.  Hematuria  may  result  from 
many  causes  distal  to  the  nephron.  If 
there  is  acidosis  or  dehydration,  cast  for- 
mation is  favored.  Protein  is  precipitated 
as  casts  in  the  tubules.  In  the  nephrotic 
phase  (as  rnay  occur  in  chronic  glomeru- 
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lonephritis)  massive  edema  occurs  be- 
cause of  marked  albuminuria.  In  most 
cases  deficient  intake  due  to  anorexia  or 
loss  due  to  vomiting  aggravates  the  hypo- 
proteinemia.  With  the  clearing  of  the 
nephrotic  phase  the  emphasis  changes  to 
electrolyte  and  fluid  wasting. 

Congestive  heart  failure  may  be  pre- 
cipitated by  sodium  and  water  retention 
with  increase  in  plasma  volume  or  may 
be  initiated  by  over  zealous  administra- 
tion of  saline.  On  the  other  hand,  with  ex- 
cessive losses  of  water  and  sodium  chlor- 
ide the  plasma  volume  may  drop,  causing 
collapse. 

Practical  Considerations  in  Therapy  of 
Fluid  and  Electrolyte  Disturbances 

One  cannot  outline  a simple  routine  of 
management  for  electrolyte  disturbances, 
for  treatment  is  based  on  knowledge  of 
the  manifold  disturbances  of  fluid  and 
electrolyte  that  demand  different  proce- 
dures. If  acidosis,  alkalosis,  dehydration, 
and  edema  involved  only  the  extra-cellu- 
lar fluids,  treatment  would  be  compara- 
tively simple,  using  the  appropriate  a- 
mounts  of  water,  sodium  bicarbonate,  so- 
dium chloride,  and  some  of  the  other  elec- 
trolytes. It  is  now  established  that  cellu- 
lar as  well  as  extracellular  electrolytes 
are  involved  in  many,  if  not  most,  disturb- 
ances in  body  water  and  electrolyte.  Small 
amounts  of  sodium  are  normally  present 
in  cells  and  under  abnormal  conditions, 
as  much  as  half  the  potassium  of  muscle 
cells  may  be  replaced  by  approximately 
equivalent  amounts  of  sodium. 

The  first  procedure  in  fluid  appraisal  is 
the  taking  of  a careful  history  of  what  has 
happened  up  to  the  time  the  patient  has 
been  seen.  Fluid  intake  and  output  is  es- 
timated. This  is  followed  by  a clinical  es- 
timation of  the  volume  of  the  extracellu- 
lar compartment.  Some  idea  of  this  may 
be  gained  by  determining  the  degree  of 
dryness  or  moisture  of  the  mucous  mem- 
branes, the  presence  or  absence  of  edema, 
the  texture  of  the  skin,  the  condition  of 
the  subcutaneous  tissue,  the  presence  or 
absence  of  moisture  in  the  lungs,  and  ven- 
ous pressure.  Hematocrit  and  plasma  pro- 
tein determination  help  to  indicate  the  de- 
gree of  hydration.  Body  weight  and  its 
fluctuations  help  to  gauge  the  gain  or  loss 
of  fluid. 

In  advanced  chronic  nephritis  Marriott®^ 
gives  the  patient  a two  liter  bottle  and  ex- 
plains that,  to  avoid  danger,  it  must  be 
filled  with  urine  every  24  hours.  However, 
a maximum  specific  gravity  of  1.010  re- 


quires for  safety  that  about  three  liters 
of  water  be  taken  daily  which  will  al- 
low about  500  ml.  to  cover  insensible 
losses. 

In  irreversible  renal  disease,  disorders 
of  fluid  and  electrolyte  may  be  correctible 
for  varying  periods  of  time  with  prolonga- 
tion of  life.  This  group  presents  a chal- 
lenge for  the  physician  to  maintain  them 
within  their  narrow  range  of  safety.  In 
some  cases  temporary  measures  will  tide 
a patient  over  a critical  period  until  the 
kidneys  resume  homeostasis.  It  is  to  be  em- 
phasized that  cardiac  disease  may  serious- 
ly disrupt  the  closely  related  renal  func- 
tions by  interfering  with  renal  blood 
flow.  All  factors  known  to  limit  abnormal- 
ly the  blood  flow  to  the  kidney  should 
be  corrected  if  possible.  Repair  solutions 
should  be  given  before  renal  blood  flow 
decline  has  added  to  the  irreversible 
damage  of  the  diseased  kidney. 

Some  patients  in  uremia  may  occasion- 
ally ingest  too  much  salt;  more  often  they 
take  too  little.  As  a rule  their  intake  of 
water  is  sufficient  to  offset  its  loss,  where- 
as their  salt  ingestion  is  deficient;  as  a 
result  they  develop  hypotonicity  more  of- 
ten than  hypertonicity.  Increased  concen- 
tration of  the  plasma  electrolytes  as  a 
whole  is  uncommon  in  chronic  nephritis 
and  is  usually  a result  of  ill-advised  and 
over-enthusiastic  therapeutic  measures,  or 
in  some  cases,  dietary  indiscretion^^. 

If  relatively  more  water  than  electrolyte 
is  lost,  the  plasma  becomes  hypertonic. 
The  cells  then  lose  water  to  the  area  of 
greater  concentration.  The  treatment  for 
this  state  (manifested  by  oliguria,  dry 
skin  and  mucous  membranes,  weakness, 
thirst  and  personality  change)  is  to  give 
water  in  excess  of  usual  requirements. 
This  may  be  done  by  infusion  of  5%  glu- 
cose in  sufficient  quantity  to  restore  hy- 
dration. 

If  relatively  more  electrolyte  is  lost 
than  water  the  plasma  may  be  hypotonic 
and  water  will  enter  the  cells  to  maintain 
isotonicity.  This  causes  a drop  in  plasma 
volume.  The  urine  volume  may  be  normal 
until  the  condition  is  advanced.  The  plas- 
ma sodium  and  chloride  fall.  The  clinical 
picture  is  one  of  a lack  of  thirst,  apathy, 
muscular  exhaustion,  headache,  syncope, 
and  weakness.  Corrective  measures  are 
predicated  on  the  laboratory  studies 
showing  the  deficiency  and  degree.  The 
solution  of  choice  usually  is  one  with 
more  sodium  than  chloride  and  is  design- 
ed to  restore  electrolyte  structure  of  both 
intra-cellular  and  extra-cellular  water  to 
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near  normal  levels.  If  the  urine  volume 
has  been  satisfactory  there  is  occasionally 
a potassium  deficit.  The  solution  may  be 
made  by  adding  700  ml.  of  5'/h  glucose  in 
normal  saline  to  300  ml.  1/6  M sodium 
lactate  solution.  Potassium  may  be  added 
if  needed. 

It  is  impossible  to  replace  deficits  of 
cellular  electrolyte  with  sodium  chloride 
and  in  many  cases  the  concentration  of 
extracellular  electrolyte  may  remain  ab- 
normal or  in  an  unstable  state  until  cellu- 
lar electrolyte  has  been  restored.  For  ex- 
ample, alkalosis,  in  the  presence  of  potas- 
sium deficit,  may  persist  despite  abun- 
dant available  extracellular  fluids  and 
electrolytes.  It  is  not  usually  realized  that 
severe  alkalosis  due  to  chloride  deficit 
tends  to  be  accompanied  by  potassium  de- 
ficiency. Hypopotassemia  may  occur  when 
renal  acidosis  is  too  vigorously  treated 
with  solutions  containing  sodium.  The 
excess  sodium  will  enter  the  cells,  dis- 
placing (potassium  which  may  be  excreted. 
The  intra-cellular  sodium  is  unavailable 
to  raise  the  low  CO^  combining  power 
and  the  acidosis  does  not  improve.  If  the 
clinical  appraisal  is  not  accurate  the  situa- 
tion may  get  worse  until  potassium  is 
given  to  enter  the  cell  and  replace  the  so- 
dium which  becomes  free  to  form  a satis- 
factory alkali  reserve  with  the  available 
bicarbonate.  If  a patient  is  edematous  it 
is  probable  that  renal  conservation  me- 
chanisms for  sodium  are  satisfactory. 
When  the  excretion  of  sodium  chloride  is 
poor  due  to  reduced  filtration,  the  exces- 
sive use  of  isotonic  saline  produces  hyper- 
tonic extracellular  water  and  may  rapid- 
ly expand  this  compartment.  Likewise  the 
failure  to  restrict  sodium  in  such  patients 
may  result  in  hypertonicity  of  the  extra- 
cellular water.  Solutions  containing  so- 
dium (as  bicarbonate  or  sodium  lactate) 
may  produce  an  excess  of  sodium  which, 
by  displacing  intracellular  potassium  may 
cause  dangerous  hyperpotassemia®. 

The  concentration  of  potassium  in  the 
serum  of  a patient  with  severe  renal  in- 
sufficiency may  be  normal,  increased,  or 
diminished,  and  no  satisfactory  explana- 
tion for  these  widely  varied  conditions  is 
known'*^.  Exchange  resins  have  a place  in 
edema  control  in  occasional  cases  and 
may  be  used  to  absorb  either  potassium  or 
sodium  when  this  is  desired.  Various 
resins  are  available  and  one  is  chosen  ac- 
cording to  the  type  of  substance  which 
should  be  removed.  Correction  of  hypo- 
potassemia may  precipitate  tetany  inas- 
much as  tetany  does  not  occur  at  lower 


levels  of  a calcium  in  the  presence  of  hy- 
popotassemia. 

'When  considerable  calcium  is  lost  in 
the  urine,  the  use  of  Vitamin  D will  in- 
crease the  gastrointestinal  absorption  of 
calcium.  The  use  of  alkaline  substances 
will  minimize  the  excretion  of  calcium  in 
the  urine.  Bland  states  that  forty  per  cent 
of  adults  who  die  in  uremia  manifest 
osteomalacia,  with  an  increase  in  osteo- 
blastic activity  and  microscopic  changes 
m the  bones®.  Late  in  chronic  nephritis, 
ihe  phosphate  is  not  excreted.  Milk  is  a 
good  source  of  phosphorus  and  should  be 
restricted.  Calcium  gluconate  or  calcium 
iactate  may  be  given  by  mouth  or  paren- 
terally  to  raise  the  blood  calcium  level. 

The  treatment  of  acute  tubular  necro- 
sis (lower  nephron  nephrosis)  may  be  di- 
vided into  three  phases:  (1)  treatment  of 
the  shock  by  restoring  the  blood  volume 
or  correcting  the  shock  mechanism,  (2) 
treatment  during  anuria  or  oliguria,  (3) 
treatment  during  the  period  of  diuresis. 
I'he  oliguric  phase  is  often  the  most  diffi- 
cult to  treat  because  of  the  narrow  mar- 
gin of  safety.  The  protein,  potassium,  and 
.odium  should  be  greatly  restricted.  Pro- 
tein intake  will  augment  azotemia.  If 
tissue  catabolism  occurs  that  also  will 
cause  the  NPN  to  rise.  A diet  with  the  em- 
phasis on  carbohydrate  and  fat  is  given. 
The  intake  of  fluid  and  electrolyte  in 
food  must  be  carefully  watched.  Potas- 
sium accumulation  in  the  plasma  is  a 
major  danger  during  the  oliguric  phase. 
Hypertonicity  of  the  extracellular  fluid 
may  dehydrate  the  cells. 

The  insensible  fluid  loss  amounts  to  a- 
bout  1000  ml.  per  day.  About  fifty  mEq. 
of  each  of  the  sodium  and  chloride  are  al- 
so lost.  This  may  be  covered  by  mixing 
335  ml.  of  five  per  cent  glucose  in  normal 
saline  with  665  ml.  of  five  per  cent  glu- 
cose in  water.  If  there  has  been  much 
sweating,  equal  parts  of  five  per  cent  glu- 
cose in  normal  saline  with  five  per  cent 
glucose  in  water  may  be  given.  It  should 
be  remembered  that  when  the  seasonal 
temperature  is  high  or  when  fever  is  pres- 
ent, the  insensible  loss  may  be  doubled  or 
tripled.  With  heavy  perspiration  several 
liters  of  fluid  may  be  lost.  Fluid  loss  from 
diarrhea  or  vomiting  should  be  estimated 
and  added  to  the  daily  insensible  loss.  An 
amount  of  fluid  equal  to  the  urine  volume 
must  also  be  added  to  the  calculated  fluid 
intake'^®. 

If  from  the  plasma  and  urine  electrolyte 
studies  the  patient  is  found  to  be  losing 
more  chloride  than  sodium,  chloride  may 
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be  given  slowly  as  a one  per  cent  solution 
of  ammonium  chloride  in  amounts  of  a- 
bout  500  ml.  per  day.  If  the  urine  pH  is 
less  than  five,  more  chloride  is  being  lost 
than  fixed  base.  If  the  urine  pH  is  7.5  or 
more,  more  cation  is  being  lost  than  anion. 
If  acidosis  is  present,  1/6  molar  sodium 
lacate  or  one  per  cent  sodium  bicarbonate 
may  be  given  by  vein. 

Inasmuch  as  many  of  the  deaths  in  re- 
nal failure  in  acute  tubular  necrosis  occur 
after  the  onset  of  diuresis,  a day  to  day 
management  of  the  electrolyte  and  fluid 
problem  should  be  attempted.  The  defi- 
ciences  should  be  corrected  as  clinical  or 
laboratory  studies  indicate.  A good  stand- 
ard textbook  of  medicine  (Harrison’s 
“Principles  of  Internal  Medicine”)  should 
be  consulted  for  calculations  and  details 
because  the  problem  is  too  involved  to  dis- 
cuss adequately  here.  A rule  of  thumb  is 
that  the  more  one  can  approximate  the 
normal  extracellular  water  electrolyte 
pattern,  the  less  of  a burden  will  be  plac- 
ed on  the  damaged  kidney.  If  renal  func- 
tion has  not  been  heavily  damaged,  nor- 
mal saline  may  be  given  and  the  kidneys 
will  reject  cation  or  anion  as  is  necessary 
to  maintain  good  electrolyte  balance. 

Solutions  may  be  prepared  to  contain 
relatively  more  chloride,  sodium,  potas- 
sium, water,  or  calcium,  as  the  need  may 
be  and  the  reader  is  referred  again  to  a 
late  standard  textbook  of  medicine  or  to 
Bland’s  monograph  on  “The  Clinical  Use 
of  Fluid  and  Electrolyte.” 

Summary 

Some  of  the  pathologic  physiology  be- 
hind fluid  and  electrolyte  disturbance  in 
lenal  disease  has  been  presented.  Com- 
plete coverage  of  the  problem  was  not  at- 
tempted because  of  the  vastness  of  the 
problem  and  because  conflicting  opinions 
still  prevail  on  some  aspects.  If  the  physi- 
cian intelligently  approaches  the  problem 
of  acute  or  chronic  renal  disease  by  al- 
lowing an  adequate  diet  low  in  protein, 
and  by  proper  attention  to  the  water  and 
electrolyte  balances,  as  well  as  properly 
treating  any  systemic  condition  aggravat- 
ing the  renal  disease,  he  may  extend  the 
useful  span  of  life  of  many  patients  pre- 
viously considered  to  be  hopeless. 
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CASE  DISCUSSIONS 


FROM  THE  UNIVERSITY  OF  LOUISVILLE  ASSOCIATED  HOSPITALS 
NORTON  MEMORIAL  INFIRMARY 
Recurrent  Abdominal  Pain 


W.  S.  No.  150735,  a 33-year-old  married 
chemical  operator,  was  admitted  to  the 
hospital  on  9/25/55  complaining  of  left 
lower  abdominal  cramping. 

The  family  history  is  non-contributory. 
Personal  history  revealed  intake  of  one 
quart  of  whiskey  and  one  case  of  beer  per 
week  from  1946  to  1952,  but  ivery  little 
since.  He  smokes  one  package  of  cigar- 
ettes per  day  and  is  on  regular  day  work. 
There  is  no  exposure  to  harmful  chemi- 
cals. Since  discharge  from  the  service  in 
1946,  he  has  had  considerable  emotional 
stresses. 

Past  medical  history  reveals  that  prior 
to  1945  he  was  in  his  usual  good  health 
and  at  that  time  had  his  first  episode  of 
lower  abdominal  cramping  accompanied 
by  watery,  urgent  diarrhea  without  blood, 
Ihe  episode  lasting  for  3 weeks.  Six 
months  later,  after  ipatient  had  returned 
home  from  service,  he  had  a similar  epi- 
sode accompanied  this  time  by  interscapu- 
lar pain.  He  would  have  five  to  eight 
bowel  movements  per  day  and  about  two 
each  night.  Occasionally  there  were  a few 
drcps  of  blood  and  often  there  was  mucus 
seen  on  the  stool.  The  bowel  movement 
relieved  the  abdominal  cramping  tempo- 
rarily. Similar  episodes  have  occurred 
from  two  to  twelve  times  yearly  and  each 
lasting  one  to  two  weeks.  In  recent  years 
patient  has  had  vomiting  with  his  epi- 
sodes, but  has  never  had  hematemesis. 
Between  these  attacks  he  felt  well  and 
had  about  three  bowel  movements  per 
day  of  normal  character.  He  knows  of  no 
precipitating  factors  and  usually  limits 
his  food  intake.  He  was  hospitalized  else- 
where in  1950  and  1952  and  states  that  he 
was  diagnosed  as  having  gastritis,  enter- 
itis and  bronchitis.  Upper  GI  in  1952 
(Fig.  1)  interpreted  as  constant  deformity 
of  the  first  portion  of  the  duodenum  due 
probably  to  extrinsic  pressure  on  the  bulb. 
Superficial  duodenal  ulcer  possible.  Gall- 
bladder series  showed  normal  gallbladder 
without  evidence  of  stones. 

In  October,  1954,  repeat  upper  GI  series 
done  elsewhere  was  reported  as  showing 


an  active  duodenal  ulcer.  At  that  time  pa- 
tient was  having  epigastric  distress  com- 
ing on  several  hours  after  a meal,  char- 
acterized by  a dull  aching  sensation  with 
radiation  directly  into  the  back.  The  dis- 
comfort was  relieved  by  food  or  alkali. 
There  was  no  night  pain.  These  episodes 
lasted  for  several  weeks  and  occurred  a- 
bout  two  times  per  year  since  1952.  Pa- 
tient would  follow  a moderate  peptic  ul- 
cer regimen  and  symptoms  would  subside. 

Present  illness  began  ten  days  before 
admission  when  the  patient  had  an  onset 
of  recurrent,  mild,  lower  abdominal 
cramping  situated  principally  on  the  left. 
The  pain  was  relieved  by  food  but  return- 
ed one  hour  after  meals.  There  was  con- 
stant nausea  but  no  vomiting  and  there 
was  no  change  in  bowel  habit.  There  was 
some  right  upper  quadrant  discomfort  al- 
though this  was  of  mild  degree.  Because 
of  an  accompanying  sore  throat  and  be- 
cause of  concern  over  his  condition,  he 


Fig.  1.  Noie  constant  deformity  of  bulb  without 
evidence  of  ulcer  crater. 
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remained  at  home  from  work  although  he 
was  not  incapacitated. 

Physical  examination  revealed  a well 
developed,  well  nourished  white  male  in 
no  acute  distress.  He  appeared  in  good 
health,  was  quiet  and  cooperative.  Temp. 
98.6.  Pulse  74.  Respirations  18.  Weight  170 
pounds.  The  head,  skin  and  lymph  nodes 
were  not  remarkable.  The  mouth  revealed 
gums  and  mucous  membranes  to  appear 
nealthy.  The  teeth  were  in  good  condition 
but  dirty.  All  third  molars  were  missing. 
The  thyroid  gland  was  not  palpable. 
There  was  some  increase  in  the  AP 
diameter  of  the  chest  and  excursions  were 
full  and  equal  bilaterally.  Lungs  were 
clear  to  auscultation  and  percussion.  The 
heart  was  not  enlarged  and  the  apex  beat 
was  neither  seen  nor  felt.  There  was  regu- 
lar sinus  rhythm  and  no  murmurs  were 
heard.  The  abdomen  was  round  and 
symmetric.  There  was  no  evidence 
of  fluid  and  no  excess  tympany. 
With  deep  inspiration  the  liver  could 
be  palpated  about  one  finger  breadth 
below  and  parallel  with  the  right 

costal  margin.  It  was  very  slightly  tender 
and  smooth.  The  kidneys  and  spleen  were 
not  palpable.  The  descending  colon  was 
palpable  and  slightly  tender.  No  other 
masses  could  be  felt  and  there  was  no 
other  tenderness.  There  were  no  abdomi- 
nal wall  hernias  and  no  succussion  splash 
in  the  epigastrium.  Peristaltic  sounds  were 
not  remarkable. 

Examination  of  the  back  revealed  no 
tenderness  to  percussion  of  the  costover- 
tebral angles  and  spinous  processes.  There 
was  no  muscular  rigidity. 

Rectal  examination  revealed  the  peri- 
anal skin  and  the  sphincter  tone  to  be  nor- 
mal. The  prostate  was  smooth,  symmetric 
and  not  enlarged.  There  were  no  masses 
nor  tenderness.  The  external  genitalia 
were  normal. 

Extremities  and  reflexes  were  not  re- 
markable. 

Laboratory  examinations  revealed  uri- 
nalysis to  be  normal.  RBC  5,328,000, 
hemoglobin  15  grams  per  100  cc.,  color  in- 
dex .94,  hematocrit  48  vols.  %,  WBC  6,200, 
Neutrophils  55,  eosinophils  2,  monocytes 
4,  lymphocytes  39.  Blood  VDRL  negative. 
Serum  calcium  5.2  millequivalents  per 
liter.  Caffeine  gastric  analysis  revealed 
fasting  residium  of  38  cc.,  colorless  and 
slightly  mucoid,  free  acidity  with  Toepfer’s 
was  15  millequivalents  per  liter.  Maxi- 
mum free  acidity  after  caffeine  was  64 
millequivalents  per  liter,  terminal  free 
acidity  (average  of  the  105  and  120  min- 


ute specimens)  was  36  millequivalents  per 
liter.  This  is  interpreted  as  normal  acidity 
and  the  response  to  caffeine  not  typical 
of  duodenal  ulcer.  X-ray  studies  were  as 
follows;  following  oral  administration  of 
Telepaque  the  gallbladder  visualized  well 
and  there  was  no  evidence  of  stones  or 
other  abnormality.  Upper  gastrointestinal 
examination  revealed  the  esophagus  nor- 
mal. The  stomach  was  high  in  position, 
walls  flexible,  peristalsis  active  and  stom- 
ach emptied  normally.  There  was  no  evi- 
dence of  gastric  ulcer  or  neoplasm.  The 
mucosal  folds  of  the  stomach  appeared 
normal.  The  duodenal  bulb  was  relatively 
small  and  was  deformed  at  all  times.  The 
lesser  curvature  side  of  the  base  was  ob- 
literated and  the  folds  in  the  first  and  up- 
per half  of  the  second  portion  of  the  duo- 
denum were  somewhat  heavy.  There  was 
no  definite  evidence  of  ulcer  crater.  The 
bulb  was  not  irritable.  (Fig.  2)  The  re- 
mainder of  the  small  intestine  was  vis- 
ualized and  was  not  remarkable. 

Barium  enema  revealed  the  barium  to 
pass  freely  from  the  rectum  to  the  cecum 
without  evidence  of  obstruction  or  defects. 
The  terminal  ileum  filled  and  showed  a 
normal  mucosal  pattern.  Cecum  filled  out 
well  and  showed  normal  contour.  No  di- 
verticula were  present  and  there  were  no 
areas  of  spasm.  Post-evacuation  films 
showed  about  907f  of  the  barium  to  have 
been  evacuated  and  a normal  mucosal  pat- 
tern was  seen  throughout. 

Intravenous  urography  following  injec- 
tion of  507f  Neoiopax  showed  prompt  and 
normal  excretion  of  the  contrast  material 
by  both  kidneys.  The  kidneys  and  ureters 
and  renal  pelves  were  normal  and  the 


Figure  2.  Nole  similariiy  of  bulbar  deformity 
with  films  taken  9/18/52.  The  relationship  of 
the  gall  bladder  to  the  bulb  is  demonstrated. 
There  is  no  evidence  of  duodenal  obstruction 
at  the  time  of  either  examination. 
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bladder  shadow  was  not  remarkable. 
Photofluorograph  of  the  chest  revealed 
no  abnormality. 

Because  of  the  patient’s  recurrent  symp- 
toms suggestive  of  disease  of  the  pyloro- 
duodenal  segment  and  because  of  duode- 
nal bulb  deformity,  an  exploratory  laparot- 
omy was  performed  on  Oct.  5,  1955,  with 
a preoperative  diagnosis  of  duodenal  ul- 
cer. 

Question:  Considering  all  of  the  pre- 
operative  clinical,  x-ray  and  laboratory 
data,  was  this  case  felt  to  be  unquestion- 
ably one  of  duodenal  ulcer? 

Arthur  Schoen,  M.  D.:  The  preopera- 
tive diagnosis  was  presumptive.  Clinical- 
ly, the  symptoms  were  suggestive  of  pep- 
tic ulcer  by  their  pain-food-relief  pattern, 
their  periodicity  and  the  description  of 
the  type  of  abdominal  discomfort.  How- 
ever, the  location  of  discomfort  in  the 
lower  abdomen  is  unusual  for  peptic  ul- 
cer. This  patient  complained  more  of  left 
lower  quadrant  pain  on  this  admission 
than  of  epigastric  discomfort,  and  there- 
fore gastroduodenal  disease  would  be  un- 
likely the  cause  for  his  presenting  symp- 
tom. The  radiologist  did  not  see  an  ulcer 
crater,  and  therefore  a presumptive  diag- 
nosis of  duodenal  ulcer  would  have  to  be 
based  upon  findings  which  are  commonly 
associated  with  active  ulcer,  namely,  irri- 
tability and  deformity  of  the  bulb,  coars- 
ening of  mucosal  folds  and  changes  in  gas- 
troduodenal motility.  In  this  case,  an  un- 
equivocal diagnosis  of  duodenal  ulcer  was 
not  made  by  the  radiologist  just  prior  to 
surgery,  although  he  did  state  that  he  be- 
lieved the  patient  had  previously  had  the 
disease. 

The  caffeine  gastric  analysis  was  inter- 
preted as  normal  acidity,  and  the  response 
to  caffeine  was  not  typical  of  duodenal 
ulcer.  My  experience  with  this  test  is 
similar  to  that  of  Roth  who  reported  an 
accuracy  of  929^  in  duodenal  ulcer  pa- 
tients (whether  active  or  inactive  at  the 
time  the  test  is  performed)  and  an  accu- 
racy between  86  and  92  percent  in  non- 
ulcer subjects.  If  the  caffeine  gastric  analy- 
sis is  properly  performed  and  if  the  speci- 
mens are  satisfactory  for  analysis,  which 
they  usually  are,  then  this  test  is  capable 
of  making  a diagnosis  of  the  duodenal  ul- 
cer diathesis  in  about  909t  of  instances, 
and  this  is  comparable  to  the  diagnostic 
accuracy  of  a well-trained  and  experienc- 
ed gastrointestinal  radiologist. 

In  this  particular  case,  surgery  proba- 
bly would  not  have  been  performed  if  the 
x-ray  films  had  not  shown  persistent  de- 


formity of  the  duodenal  bulb.  Unfortunate- 
ly, internists  and  surgeons  alike  have  ac- 
customed themselves  to  look  to  the  radiol- 
ogist for  the  final  diagnosis  of  duodenal 
ulcer,  and  this  almost  to  the  exclusion  of 
all  other  findings.  It  is  not  enough  to  rule 
in  or  out  the  presence  of  peptic  ulcer,  but 
one  must  attempt  to  explain  the  cause 
for  symptoms  compatible  with  ulcer  when 
none  is  present.  A deformed  bulb  may  be 
produced  by  any  one  of  several  factors  in- 
cluding hypertrophy  of  Brunner’s  glands, 
pedunculated  gastric  polyp,  duodenitis, 
external  pressure  from  the  gall  bladder 
or  liver  or  by  pericholecystitis  adhesions 
or  congenital  bands  as  well  as  by  carcino- 
ma of  the  pancreas  and  rarely  by  primary 
cancer  of  the  duodenum.  In  the  absence 
of  a demonstrable  crater,  it  is  very  diffi- 
cult and  often  times  impossible  to  make 
an  unequivocal  diagnosis  of  the  cause  for 
the  deformity.  For  this  reason,  one  is  justi- 
fied in  recommending  exploratory  laparot- 
omy in  the  presence  of  a deformed  bulb 
providing,  of  course,  that  symptoms  refer- 
able to  this  area  are  present. 

Question:  What  was  found  at  surgery? 

R.  Arnold  Griswold,  M.D.:  Upon  enter- 
ing the  peritoneal  cavity  no  free  fluid  was 
found,  all  organs  were  examined  and  no 
abnormality  was  found  within  the  duo- 
denum. No  scarring  was  evident.  From  the 
anterior  surface  of  the  duodenum  in  its 
middle  portion,  there  were  thin,  mem- 
branous, non-vascular  adhesions  which 
extended  to  the  fundus  of  the  gallbladder. 
The  remaining  small  intestine  was  exam- 
ined and  no  abnormality  was  found.  The 
membranous  bands  were  lysed  and  the  ab- 
domen closed.  The  postoperative  course 
was  not  remarkable  and  the  patient  was 
discharged  on  the  fifth  postoperative  day. 

Question:  Are  congenital  bands  con- 
necting the  duodenum  and  gallbladder 
common? 

Dr.  Griswold:  There  is  a universal  fold 
of  peritoneum  running  from  the  ampul- 
lary  portion  of  the  gallbladder  and  cystic 
duct  along  the  edge  of  the  duodenohepatic 
ligament  to  the  duodenum.  Hypertrophy 
or  misplacement  of  this  fold  of  perito- 
neum, such  as  to  produce  constricting 
band,  is  extremely  uncommon.  According 
to  Babcock’s  Surgery,  it  is  known  in  such 
cases  as  Harris’  bands. 

Question:  What  is  the  incidence  of  duo- 
denal bands  or  veils? 

Gerald  Peterson,  M.D.:  Duodenal  bands 
or  veils  have  been  found  in  autopsies  in 
as  high  an  incidence  as  80'F  Such  bands 
are  usually  very  thin  and  filmy  and  are 
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not  of  clinical  importance,  whereas,  in  a 
very  rare  instance  a heavier  band  causes 
actual  obstruction  of  the  duodenum.  These 
bands  may  occur  in  accompaniment  of  ab- 
normalities of  rotation  of  the  intestine  or 
alone.  Only  a fraction  of  1%  of  individuals 
show  the  rare  type  of  band  which  has  been 
found  to  cause  obstruction  in  the  duode- 
num. 

Question:  Do  bands  usually  produce 
duodenitis  or  other  acquired  pathology 
such  as  cholecystitis  or  duodenal  ulcer? 

Dr.  Griswold:  Not  to  my  knowledge. 

Question:  Is  surgical  correction  usually 
permanent? 

Dr.  Griswold:  Correction  should  be  per- 
manent if  the  band  is  completely  divided 
and  allowed  to  retract.  The  only  sure  way 
that  I know  of  determining  whether  di- 
vision of  the  band  had  produced  the  desir- 
ed therapeutic  result,  and  whether  it  is 
going  to  be  permanent,  is  close  observa- 
tion of  the  patient  for  a period  of  several 
years,  with  x-ray  findings  showing  cor- 
rection of  the  pre-existing  duodenal  de- 
formity. 

Question:  Are  duodenal  bands  easily 
recognizable  by  x-ray? 

Dr.  Peterson:  In  infants  or  young  chil- 
dren where  duodenal  bands  are  sometimes 
found  to  cause  obstruction  there  is  usual- 
ly no  problem  in  their  recognition.  The 
duodenum  may  show  obstruction  in  the 
legion  of  the  superior  duodenal  flexure 
or  half  way  down  along  the  descending 
limb  of  the  duodenum  where  the  trans- 
verse mesocolon  crosses  the  duodenum. 
Rarely  the  bands  occur  in  the  transverse 
portion  of  the  duodenum  and,  in  this  lo- 
cation, are  often  associated  with  abnormal- 
ities of  rotation  of  the  intestine.  The  out- 
standing finding  in  such  cases  is  obstruc- 
tion of  the  duodenum  with  dilatation  prox- 
imal to  it.  The  very  filmy  bands  are  some- 
times found  between  the  duodenum,  gall 
bladder,  liver  or  hepatic  fluxure  of  the 
colon  and  probably  do  not  cause  easily 


recognizable  duodenal  deformities.  Some 
of  these  bands  that  are  found  at  autopsy 
may  be  the  result  of  adhesions  that  have 
formed  between  the  duodenum  and  neigh- 
boring structures,  and  adhesions  are 
known  to  cause  distortion  of  the  duodenal 
bulb.  It  is  sometimes  possible  to  recog- 
nize distortion  and  in  this  case  in  question 
I believe  that  one  must  conclude  that  the 
duodenal  bulb  is  distorted  slightly  as  the 
result  of  the  duodenal  band.  This  case  in 
question  exemplifies  the  difficulty  that 
we  had  in  recognizing  the  band  as  the 
cause  of  the  distortion  since  healed  duo- 
denal ulcers  cause  changes  in  the  contour 
of  the  duodenal  bulb  which  closely  resem- 
ble the  slight  distortion  caused  by  the 
band. 

Dr.  Schoen:  This  patient  was  last  seen 
on  November  5,  and  was  asymptomatic. 
It  will  require  follow-up  over  a several 
year  period  before  we  can  decide  that  the 
patient  is  improved  following  his  surgery. 

The  subject  of  duodenal  bands  was  giv- 
en much  attention  during  the  first  thirty 
years  of  this  century.  During  that  period, 
radiologists  attempted  to  correlate  clini- 
cal symptoms  with  x-ray  findings  due  to 
bands,  and  there  can  be  little  doubt  that 
even  in  the  adult  these  bands  may  pro- 
duce symptoms  of  obstruction.  However, 
the  high  incidence  of  bands  in  persons 
known  to  have  no  symptoms  and  no  x- 
ray  findings  of  distortion  or  obstruction, 
would  lead  us  to  believe  that  these  ana- 
tomic structures  are  usually  without  clin- 
ical significance.  The  presence  of  duode- 
nal bulb  deformity  in  a person  with  upper 
gastrointestinal  symptoms  of  sufficient  de- 
gree and  duration  is  indication  for  treat- 
ment of  duodenal  ulcer  providing  other 
organic  causes  have  been  excluded.  If 
medical  management  is  unsuccessful,  then 
laparotomy  is  indicated,  and  if  bands  are 
present  in  the  absence  of  other  pathology, 
acute  or  chronic,  then  surgery  should  be 
limited  to  division  of  the  bands,  and 
definitive  ulcer  surgery  not  carried  out. 
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SPECIAL  ARTICLES 


SOCIAL  SECURITY— BIG  ISSUE  IN  '56 


Every  physician  who  is  conscious  of 
his  duties  as  a citizen  will  now  be  taking 
an  active  interest  in  a timely  issue  which 
the  American  Medical  Association  con- 
siders of  great  importance — ^not  only  to 
the  medical  profession,  but  to  all  of  the 
American  people. 

That  issue  is  HR  7225,  a bill  passed  by 
the  United  States  House  of  Representa- 
tives last  summer  near  the  end  of  the 
Congressional  session.  This  bill,  known  as 
the  Social  Security  Amendments  of  1955, 
was  first  rushed  through  the  House  Ways 
and  Means  Committee  without  public 
hearings.  Then  it  was  passed  in  the  House, 
by  a vote  of  372  to  31,  under  a suspension 
of  the  rules  which  barred  amendments 
and  limited  debate  to  40  minutes.  The  Sen- 
ate Finance  Committee,  however,  refus- 
ed to  take  hasty  action  on  a bill  of  such 
major  importance.  After  hearing  the 
many  serious  questions  raised  by  Mrs. 
Hobby,  then  Secretary  of  the  Department 
of  Health,  Education  and  Welfare,  the 
Committee  decided  to  hold  extensive 
public  hearings  during  the  second  ses- 
sion of  the  84th  Congress. 

Just  what  is  this  legislation  that  appears 
to  be  so  politically  attractive  to  indivi- 
duals with  an  eye  on  the  1956  elections? 
Why  was  the  House  majority  leadership 
so  determined  to  avoid  open  hearings  and 
normal  debate?  Let’s  take  a brief  look  at 
the  main  provisions  of  the  bill. 

This  is  the  legislation  which  would  low- 
er the  Social  Security  retirement  age  for 
women  from  65  to  62;  extend  monthly 
benefits  for  permanently  and  totally  dis- 
abled children  beyond  the  age  of  18;  ex- 
pand compulsory  social  security  cover- 
age to  all  self-employed  professional 
groups  except  physicians,  and  raise  social 
security  taxes  over  and  above  the  in- 
creases already  scheduled  for  the  next 
twenty  years.  Those  provisions  alone  de- 
mand careful  study  of  their  effects  on  the 
philosophy,  scope  and  financial  stability 
of  our  social  security  system. 

The  most  controversial  section  of  the 
bill,  however,  is  the  one  which  would 
make  permanently  and  totally  disabled 
persons  eligible  to  receive  their  social  se- 


curity retirement  benefits  at  age  50  in- 
stead of  65.  It  is  this  section  which  is  of 
particular  concern  to  the  medical  profes- 
sion. It  is  of  far  greater  concern  than  the 
question  of  voluntary  or  compulsory  cov- 
erage of  physicians  under  the  social  se- 
curity system.  That  is  a separate  issue 
which  we  are  not  discussing  in  this  edi- 
torial. The  plan  for  a national  system  of 
permanent  and  total  disability  benefits 
has  far  more  serious  implications  for 
medicine  and  the  nation. 

It  raises  questions  such  as  these:  Is 

there  any  real  need  for  a federal  program? 
What  are  the  facts  on  permanent  and  total 
disability?  Won’t  this  duplicate  or  over- 
lap existing  programs  of  assistance  and 
rehabilitation?  What  effect  will  cash 
handouts  have  on  a patient’s  incentive  to 
be  rehabilitated?  Won’t  this  extend  fed- 
eral control  over  physicians  ?^ — ^and,  final- 
ly— How  will  this  affect  the  future  of 
medical  practice?  Will  this  lead,  step  by 
step,  to  the  lowering  and  eventual  elimi- 
nation of  the  age-50  eligibility  require- 
ment; then,  cash  benefits  for  the  depend- 
ents of  those  who  are  permanently  and 
totally  disabled;  then,  a temporary  dis- 
ability benefits  program;  then,  cash  bene- 
fits or  direct  government  payments  for 
hospital  or  medical  costs,  and  then,  ulti- 
mately, a full-fledged  system  of  govern- 
ment health  insurance? 

These  are  but  a few  of  the  many  grave 
questions  which  already  have  been  raised 
concerning  this  legislation.  As  physicians, 
we  must  be  concerned  over  the  medical 
aspects  of  the  problem.  As  citizens,  we  al- 
so must  be  concerned  over  the  trends  and 
implications  in  the  never-ending  expan- 
sion of  our  social  security  system.  The 
minority  report  of  the  House  Ways  and 
Means  Committee  expressed  it  this  way: 

“We  do  not  believe  that  our  committee 
has  discharged  its  obligation  to  either  the 
Congress  or  to  the  American  people  by  its 
brief  and  closed-door  consideration  of  this 
vital  legislation.  We  have  sought  to  point 
out  the  grave  social  and  economic  impli- 
cations of  the  bill.  We  have  dwelt  at  some 
length  with  the  staggering  ultimate  costs 
(Continued  on  page  78) 
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The  Jerman  M.  Baker  Memorial  Meeting  of  the  Kentucky 
State  Medical  Association 

Columbia  Auditorium,  Louisville,  Kentucky,  September  26.  28,  1955 
Digest  of  Proceedings  of  the  Regular  Sessions  of  the 

HOUSE  OF  DELEGATES 

Charles  A.  Vance,  M.  D.,  Lexington,  Speaker  of  the  House,  Presiding 


(Continued  from  December  Journal) 

REFERENCE  COMMITTEE  NO.  4 

T.  O.  Meredith,  M.D.,  Chairman 
Reports  on  Miscellaneous  Business 

Committee  to  Study  the  Constitution  and 
By-laws 

This  report  sets  forth  changes  in  the  Con- 
stitution and  By-laws  as  recommended  by  the 
Committee*. 

As  stated  by  the  Chairman  of  the  Com- 
mittee to  Study  the  Constitution  and  By- 
laws, at  the  first  meeting  of  the  House  of 
Delegates  the  amendments  to  the  Consti- 
tution, and  to  the  Articles  of  Incorpora- 
tion, and  the  amendments  to  the  By-laws, 
were  all  presented  to  the  House  of  Dele- 
gates at  its  1954  Annual  Session.  Their  re- 
port was  sent  to  each  county  medical  so- 
ciety two  months  prior  to  the  1955  An- 
nual Meeting. 

We,  therefore,  present  them  at  this  time 
for  adoption. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Committee  to  Study  the 
Constitution  and  By-laws  be  adopted. 

Mr.  Speaker,  therefore,  I move  the  ad- 
option of  all  the  amendments  to  the  Con- 
stitution as  set  forth  in  the  report  for 
adoption. 

Motion  was  seconded  and  carried  that 
the  amendments  to  the  Constitution  be 
adopted. 

The  amendments  to  the  Constitution 
carried  by  a 2/3  vote  of  all  delegates  reg- 
istered at  the  Annual  Session. 

Mr.  Speaker,  therefore,  I move  the  a- 
doption  of  all  the  amendments  to  the  By- 
laws, as  set  forth  in  this  report. 

Motion  was  seconded  and  carried  that 
the  amendments  to  the  By-laws  be  adopt- 
ed. 

The  Amendments  to  the  By-laws  car- 
ried by  a 2/3  vote  of  the  delegates  at  the 
Annual  Session. 


* Ed  Note:  Complete  copy  of  Constitution 
and  By-laws,  as  amended,  appears  in  this  issue 
of  the  Journal  of  the  KSMA. 


Dietetic  Committee 

The  report  contained  information  on  the 
weight  control  program  which  was  carried  on 
in  12  counties. 

This  report  deals  with  weight  control 
projects  in  Kentucky. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Dietetic  Committee  be 
adopted. 

Emergency  Medical  Service  Committee 

The  report  gives  several  recommendations 
as  to  how  the  medical  profession  can  better 
prepare  itself  in  civil  defense  matters. 

This  report  was  read  to  the  House  of 
Delegates  at  its  first  session  and  contains 
several  recommendations  which  we  think 
are  worth  repeating: 

■‘(1)  That  all  doctors  in  the  State  of 
Kentucky  be  issued  a question- 
naire in  regard  to  his  qualifica- 
tions for  the  type  of  work  he  is 
now  practicing,  and  for  any  sec- 
ondary specialty  or  interest. 

“(2)  That  a survey  of  all  schools, 
churches,  and  other  public  build- 
ings should  be  made  in  regard  to 
the  square  feet  of  floor  space, 
cafeteria  facilities,  and  toilet  fa- 
cilities. 

“ (3)  The  blood  type  of  an  individual 
should  be  carried  on  a card  which 
is  uniform  throughout  the  state. 
This  information  may  be  secured 
from  existing  hospital  records,  fu- 
ture blood  typings  in  hospitals, 
and  from  voluntary  blood  typing 
in  approved  facilities.” 

The  Reference  Committee  commends 
the  Committee  on  Emergency  Medical 
Service  for  their  excellent  work. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Committee  on  Emergency 
Medical  Service  be  adopted. 

Report  of  the  Advisory  Commiffee  io 
Selective  Service 

The  Committee  reports  that  it  has  spent  a rel- 
atively quiet  year  principally  due  to  the  re- 
duction of  the  needs  of  the  military  and  the  re- 
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quirements  being  met  to  a large  degree  by  re- 
cent medical  and  dental  graduates. 

This  report  states  that  this  Committee 
has  been  relatively  quiet  this  year  and 
fee''s  that  very  few  lay  doctors  would  now 
be  needed  for  military  service  if:  (1)  bet- 
ter utilization  were  made  of  the  regular 
medical  officers;  (2)  a reduction  were 
made  in  medical  services  provided  non- 
military personnel;  and  (3)  greater  in- 
centive could  be  offered  professional  folk 
for  going  into  military  service.  The  Ad- 
visory Committee  to  Selective  Service 
does  not  favor  the  “Doctor  Draft.” 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  passed  that 
the  report  of  the  Advisory  Committee  to 
Selective  Service  be  adopted. 

Board  of  Directors, 

Kentucky  Physicians  Mutual,  Inc. 

The  report  relates  the  rapid  growth  of  the 
plan,  attributed  in  a large  part  to  the  urgent 
need  and  demand  for  prepaid  medical  care  and 
the  fact  that  the  Blue  Shield  plan  has  provided 
this  at  the  lowest  possible  cost.  Other  items 
discussed  in  the  report  are:  enrollment;  operat- 
ing data;  financial  condition;  actions  taken  by 
the  Board  of  Directors;  Annual  Conference  of 
Blue  Cross  and  Blue  Shield  plans,  and  the  par- 
ticipation of  physicians. 

This  reuort  deals  with  the  splendid 
growth  and  financial  condition  of  the  Ken- 
tucky Physicians  Mutual.  The  contents, 
graphs  and  charts  should  be  very  inter- 
esting to  all  members  of  the  KSMA.  The 
Committee  states,  “To  each  member  of  the 
KSMA  who  has  in  any  way  helped  to  con- 
tribute to  the  growth  and  success  of  the 
Kentuckv  Physicians  Mutual,  Inc.,  the 
Board  of  Directors  wishes  to  express  its 
sincere  gratitude.  It  is  our  hope  that  our 
nlan  may  continue  to  render  ever  increas- 
ing service  to  the  medical  profession  of 
our  state.” 

Mr.  Speaker,  1 move  the  adoption  of  this 
section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Board  of  Directors  of  the 
Kentucky  Physicians  Mutual,  Inc.,  be  a- 
dopted. 

Professional  Relations  Commiftee 

The  Committee  reports  that  it  has  received 
approximately  12  complaints  against  individ- 
ual doctors  and  the  profession  as  a whole. 

This  renort  states  that  this  Committee 
has  been  fairly  active  during  the  year  and 
has  received  anproximately  12  complaints 
against  individual  doctors  and  the  profes- 
sion as  a whole. 

Mr.  Soeaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Professional  Relations 
Committee  be  adopted. 


Rural  Heallh  Committee 

The  report  states  that  three  meetings  of  this 
committee  have  been  held.  The  Fifth  Annual 
Rural  Health  Conference  was  held  in  June  of 
1955  and  was  a success.  The  Chairman  spoke 
at  the  National  Rural  Health  Conference  in 
Wisconsin  this  year,  and  at  that  time  presented 
an  invitation  for  the  Conference  to  meet  in 
Kentucky  in  1957,  and  the  invitation  was  ac- 
cepted. 

This  is  an  excellent  report  and  the  Refer- 
ence Committee  wishes  to  commend  the 
Committee  on  Rural  Health  for  its  excel- 
lent work.  The  Committee  on  Rural  Health 
requests  that  more  and  more  physicians 
will  join  in  this  program  and  increase  its 
activities  in  the  future.  The  program  for 
the  1956  Rural  Health  Conference  has  al- 
ready been  arranged  and  it  is  thought  that 
greater  progress  will  be  made  next  year 
than  any  previous  year.  The  National 
Rural  Health  Conference  will  be  held  in 
Louisville,  Kentucky  in  1957. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Committee  on  Rural 
Health  be  adopted. 

Cancer  Commiftee 

The  Committee  reports  that  no  meeting  was 
held  during  this  associational  year. 

The  Cancer  Committee  did  not  meet; 
therefore,  there  is  no  report. 

Mr.  Speaker.  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Cancer  Committee  be  a- 
dopted. 

Advisory  Committee  on  Mental  Hygiene 
and  Mental  Institutions 

The  report  describes  steps  taken  by  this 
Committee  and  the  Department  of  Mental 
Health  in  improving  our  program  for  mental 
hygiene  and  mental  institutions.  The  Chairman 
will  attend  the  Conference  of  Mental  Health 
Representatives  of  State  Medical  Associations, 
sponsored  by  the  AMA  Council  on  Mental 
Health  in  November. 

This  report  is  a summary  of  the  pro- 
gram of  activities  for  the  year  1954-55, 
and  shows  the  progress  that  has  been 
made  bv  this  Committee  in  improving  our 
mental  hygiene  and  conditions  in  our  men- 
tal institutions. 

We  wish  to  commend  the  excellent 
work  of  the  Commissioner  of  Mental 
Health.  The  Reference  Committee  feels 
that  it  is  an  excellent  report  and  should 
be  read  in  its  entirety  by  every  member 
of  the  House  of  Delegates. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  on 
Mental  Hvgiene  and  Mental  Institutions 
be  adopted. 
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Advisory  Committee  on  Public  Health 

The  report  covered  activities  in  connection 
with  “Immunization  Week,”  sponsored  by  the 
Association,  through  this  Committee,  for  the 
second  consecutive  year.  Plans  for  developing 
a cooperative  accident  prevention  education 
program  were  discussed. 

This  committee  reports  various  activi- 
ties connected  with  “Immunization  Week 
in  Kentucky,”  and  has  requested  that  the 
Association’s  Education  Campaign  Com- 
mittee favorably  consider  permitting  im- 
munization to  be  the  theme  of  its  1956  ex- 
hibits at  the  KEA  meeting  and  the  Ken- 
tucky State  Fair.  They  have  held  several 
meetings  in  connection  with  the  accident 
prevention  program  with  the  State  De- 
partment of  Education  and  feel  that  their 
work  has  been  well  received  and  well 
worthwhile. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  on 
Public  Health  be  adopted. 

Advisory  Commiliee  to  the  Blue  Cross 

It  was  reported  that  the  yearly  meeting  of 
the  Advisory  Committee  had  been  held  and  an 
outline  of  objectives  of  the  organization  and 
problems  confronting  it  was  presented  for  dis- 
cussion. 

The  Committee  held  one  meeting  in 
September,  1954.  Policies  of  the  previous 
3'ear  were  continued. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  to 
the  Blue  Cross  be  adopted. 

Committee  on  Scientific  Exhibits 

The  Committee  reports  that  all  14  exhibit 
spaces  were  filled,  and  that  six  requests  for 
space  from  voluntary  health  organizations  had 
to  be  turned  down. 

The  Committee  regrets  that  it  was  nec- 
essary for  them  to  turn  down  a number 
of  requests  for  space  and  reports  that  they 
did  accept  14  scientific  exhibits,  which 
are  now  on  display  at  the  front  entrance 
to  the  building. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Committee  on  Scientific 
Exhibits  be  adopted. 

McDowell  Home  Commiltee 

The  report  consists  of  a financial  statement 
for  the  year  July  1,  1954  to  June  30,  1955  and 
plans  for  the  acquisition  of  adjoining  property. 

This  report  contains  the  financial  state- 
ment for  the  vear  July  1,  1954  to  June  30, 
1955  showing  that  the  McDowell  Home  is 
in  good  financial  condition  and  has  been 
operated  in  a very  commendable  manner. 
It  also  deals  with  the  acquisition  of  ad- 


joining property  for  the  purpose  of  re- 
storing the  old  pharmacy  building  ad- 
joining the  McDowell  Home,  and  removal 
of  the  undesirable  property  adjoining. 
The  funds  for  this  purpose  are  being  do- 
nated by  the  Manufacturing  Pharmaceuti- 
cal Houses  of  the  United  States  and  we 
wish  to  commend  the  National  Pharmaceu- 
tical Association  for  their  generosity. 

The  report  also  requests  that  the  KSMA 
continue  its  annual  appropriation  of 
81,500.00  for  the  upkeep  and  operation  of 
the  McDowell  Home,  and  they  wish  to 
thank  the  Woman’s  Auxiliary  to  the  Ken- 
tucky State  Medical  Association  for  its 
fine  cooperation  and  the  work  that  it  has 
done. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  McDowell  Home  Commit- 
tee be  adopted. 

Resolution  on  Definitions  and  Policy 
Relating  to  Practices  of  Medicines 

Mr.  Speaker,  we  have  a resolution  on  Defi- 
nitions and  Policy  Relating  to  Practices  of  Med- 
icine, which  reads  as  follows: 

WHEREAS,  the  American  College  of  Sur- 
geons has  seen  fit  to  castigate,  through  the 
medical  and  non-medical  press,  certain  un- 
named members  of  the  medical  profession  be- 
cause of  alleged  “Fee  Splitting”  and  “Ghost 
Surgery”: 

WHEREAS,  the  House  of  Delegates  of  the 
AMA  has,  with  some  reservations,  followed 
the  lead  of  the  American  College  of  Surgeons: 

WHEREAS,  the  KSMA  has  given  seeming 
assent  to  the  contentions  of  the  American  Col- 
lege of  Surgeons: 

WHEREAS,  a number  of  clinics  of  our  coun- 
try, in  which  corporate  medicine  is  practiced, 
reimburse  physicians  of  the  clinic  on  a salary 
basis,  with  dividends  to  stockholders  from  earn- 
ings in  excess  of  salaries  and  expenses: 

WHEREAS,  some  physicians,  particularly 
Pathologists  and  Roentgenologists  are  employ- 
ed by  private  hospitals  on  such  bases  that  the 
employing  hospitals  profit  through  the  profes- 
sional services  of  the  employed  physicians: 

(1)  RESOLVED,  that  the  KSMA  formulate 
definitions  of  “Fee  Splitting”  and  “Ghost  Sur- 
gery.” 

(2)  RESOLVED,  that  the  KSMA  formulate 
simple  understandable  rules  for  the  guidance 
of  its  members,  without  discrimination  toward 
any  individual  or  group  of  individuals. 

(3)  RESOLVED,  that  the  action  of  the 
KSMA  be  transmitted  to  the  AMA  and  to  the 
Kentucky  Chapter  of  the  College  of  Surgeons. 

The  Reference  Committee  recommends 
that  the  President  of  the  KSMA  refer  this 
Resolution  to  the  proper  committee  of  the 
Association  for  its  action. 

Mr.  Sneaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
this  resolution  be  referred  by  the  Presi- 
dent to  the  proper  committee  for  study. 
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Formalion  of  Two  Nominating  Committees  in 
the  Kentucky  State  Medical  Association 

Mr.  Speaker,  iwe  have  a Resolution  on  the 
Formation  of  Two  Nominating  Committees  in 
the  KSMA,  which  reads  as  follows: 

WHEREAS,  it  has  been  found  in  general  elec- 
tions that  the  best  interest  of  government  has 
been  promoted  by  free  choice  of  the  electorate 
between  opposing  candidates  for  office,  and 

WHEREAS,  in  several  instances  in  previous 
years  the  choices  of  the  single  nominating  com- 
mittee did  not  reflect  the  true  choices  of  the 
sections  involved,  and 

WHEREAS,  the  only  redress  which  the  dis- 
senting groups  had  to  bring  their  choice  before 
the  electorate  was  by  open  nomination  from 
the  floor  with  resulting  undesirable  conflicts 
of  personalities,  injuring  of  personal  feelings, 
etc.,  and 

WHEREAS,  such  personal  differences,  etc., 
can  only  result  in  disunity  of  this  Association. 

THEREFORE,  BE  IT  RESOLVED,  that  a 
change  in  the  By-laws  be  made  to  provide  for 
the  formation  of  two  nominating  committees, 
to  be  elected  by  the  House  of  Delegates  in  the 
same  manner  as  the  one  Nominating  Commit- 
tee is  nofw  elected;  and  that  each  of  these  Nom- 
inating Committees  present  a group  of  can- 
didates for  the  several  officers  of  this  Associa- 
tion to  be  presented  to  the  House  of  Delegates 
to  be  voted  upon  In  the  same  fashion  as  is  now 
provided. 

The  Reference  Committee  feels  that 
this  Resolution  for  a change  in  the  Bv- 
laws  is  not  necessary  or  appropriate  at 
this  time  as  there  has  not  been  a sufficient 
length  of  time  for  the  present  procedure 
to  be  thoroughly  tested  and  tried.  The 
Reference  Committee  further  feels  that 
this  change  in  procedure  would  tend  to 
inject  into  the  Association  a brand  of  poli- 
tics which  would  be  undesirable;  there- 
fore, we  recommend  that  this  Resolution 
not  be  adopted. 

Mr.  Speaker,  1 move  that  this  section  of 
the  report  be  adopted. 

Motion  was  seconded  and  carried  that 
this  section  of  the  report  be  adopted. 

Resolution  on  the  Infringement  of  the 
Public  Health  Department  on 
Private  Medical  Enterprise 

Mr.  Speaker,  we  have  a Resolution  on  the  In- 
fringement of  the  Public  Health  Department 
on  Private  Medical  Enterprise,  which  reads: 

At  a meeting  of  the  Henry  County  Medical 
Society  on  Monday,  June  27,  1955,  the  follow- 
ing resolution  was  presented  and  unanimously 
approved: 

it  is  felt  that  the  thoughts  of  the  members  of 
this  Society  coincide,  in  general,  with  the 
thoughts  of  the  great  majority  of  practitioners 
throughout  this  country;  that  is,  that  we  are 
placidly  watching  the  camel  of  state  medicine 
put  his  head  and  shoulders  into  the  tent  of 
private  medical  practice. 

We  refer  specifically  to  two  items  in  our  own 
county: 

Item  1.  The  practice  of  offering  free  immu- 
nization of  any  type  to  the  general  public.  Let 
us  m'ake  it_  clear  in  the  beginning  that  our 
complaint  is  not  an  economic  one.  The  first 
reason  for  oibjection  is  that  this  is  a wedge 
being  driven  into  the  log  of  private  medicine. 


a wedge  which  creates  an  opening  to  make  it 
easier  for  the  next  and  larger  wedge  to  be 
driven  in  place.  The  second  reason,  and  of 
tremendous  importance,  is  that  the  family 
physician  is  not  in  a position  to  know  what 
immunizations  his  patients  have  received  from 
the  Health  Department.  Therefore,  when  the 
patient  presents  himself  for  boosters,  the  phy- 
sician is  at  a loss  as  to  what  to  give.  Let  us 
give  an  example:  A nine  year  old  child  is 
brought  in  with  a puncture  wound  of  the  foot 
received  b,y  stepping  on  a nail  in  the  stable. 
The  physician  inquires  of  the  parents  as  to 
whether  the  patient  has  had  tetanus  immuniza- 
tion; the  answer  is  that  the  child  had  some  shots 
from  the  health  nurse  last  year,  but  they  don’t 
know  what  the  shots  were.  This  frequently  oc- 
curs, and  the  parents  do  not  know.  For  the  safe- 
ty of  the  patient  the  physicians  must  give  a pro- 
phylactic dose  of  tetanus  anti-toxin,  with  the 
attendant  danger  of  horse  serum  sensitivity, 
and  the  disadvantages  of  conferring  only  tem- 
porary immunity.  This  is  just  one  example  of 
many  confusing  problems  that  are  encountered. 

Let  us  state  that  no  person  in  this  county  is 
refused  immunization  because  of  lack  of  funds 
by  any  private  practitioner  in  this  county.  We 
still  do  a majority  of  the  immunizations  for 
the  indigent  patients,  and  the  “able-to-pay” 
patients  go  to  the  Health  Department  for  their 
“shots.” 

It  is  definitely  our  feeling  that  the  giving  of 
immunizations  is  not  in  the  domain  of  the 
Health  Department,  and  that  the  administra- 
tion and  recording  of  immunizations  is  the 
function  of  the  family  physician,  and  that  the 
function  of  the  Health  Department  in  this  in- 
stance, is  purely  educational. 

Item  2.  Pre-school  physical  examinations  by 
Health  Department  Personnel.  Here  again  let 
us  state  that  our  complaint  is  not  an  economic 
one.  The  basic  principle  behind  the  pre-school 
exam  is  a sound  one,  however,  its  application, 
at  present,  in  a majority  of  the  communities 
of  the  state  can  definitely  be  detrimental  to 
the  good  of  the  subject  students.  We  refer  to 
the  practice  of  lining  up  the  student  body,  or 
grades  concerned  in  a school,  looking  in  their 
throat  and  listening  to  their  heart  and  calling 
it  an  examination.  The  parent  is  lulled  into  a 
false  sense  of  security  by  the  record  that  the 
child  is  physically  sound. 

The  purpose  of  the  required  pre-school  exam 
is  to  find  and  correct  physical  defects  or  detect 
disease  in  its  early  stages  and  increase  the 
chances  of  cure.  A careful  physical  examination, 
in  the  privacy  of  the  physician’s  office,  and  with 
the  patient  stripped,  a fluoroscopic  examina- 
tion of  the  chest,  patch  test  for  tuberculosis, 
and  a careful  check  of  the  immunization  status, 
with  the  administration  of  the  needed  vaccines, 
is  the  minimum  with  which  we  should  be 
satisfied  if  we  would  label  it  a pre-school  ex- 
amination. 

We  do  not  feel  that  the  use  of  a senior  med- 
ical student,  employed  by  the  Health  Depart- 
ment, to  conduct  the  pre-school  examination, 
will  in  any  way  meet  the  standard  minimum 
reouirements  set  out  above. 

In  some  of  the  years  past,  the  pre-school  ex- 
amination in  the  required  grades  in  this  coun- 
try have  aporoached  100%.  These  examina- 
tions were  done  in  the  office  of  the  farnily 
phvsician,  indigent  and  “able-to-nay”  alike, 
defects  were  found  and  remedied  when  pos- 
sible. In  these  years  where  100%  participation 
was  approached,  the  credit  goes  entirely  to  the 
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county  educational  personnel  who  demanded 
that  the  examination  be  done  before  the  stu- 
dent could  continue  in  school. 

Here  again,  we  feel  that  the  administration 
of  this  program  is  entirely  the  function  of  the 
Department  of  Education  and  the  private  phy- 
sician, and  that  the  function  of  the  Health  De- 
partment is  Durely  one  of  education. 

The  Reference  Committee  feels  that  this 
is  more  a statement  of  the  views  of  the 
members  of  the  Henry  County  Medical 
Society,  as  well  as  the  views  of  many  of 
the  members  of  the  State  Medical  Asso- 
ciation, but  it  does  not  make  any  specific 
recommendation. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  motion  car- 
ried. 

Mr.  Speaker,  we  have  three  resolutions  con- 
cerning the  acceptance  and  distribution  of  the 
Salk  polio  vaccine,  which  were  considered  as 
a group  by  Reference  Committee  No.  4.  They 
read  as  follows: 

“RESOLVED  that  we  approve  the  action 
taken  by  the  Council  in  accepting  the  present 
allotment  of  polio  vaccine  from  the  Federal 
Government,  but  that  we  vigorously  oppose 
accepting  any  more  polio  vaccine  in  the  future 
except  for  the  medically  indigent.” 

“Be  is  resolved  that  the  Campbell-Kenton 
County  Kentucky  Medical  Society  is  opposed 
to  the  entirely  free  distribution  of  Salk-anti- 
polio  vaccine  as  approved  by  the  Council  of  the 
KSMA  in  advisory  capacity  to  the  Kentucky 
State  Board  of  Health  on  August  25,  1955  and 
on  September  8,  1955. 

“This  is  a socialistic  measure  and  be  it  re- 
solved therefore  that  the  House  of  Delegates 
rescind  the  action  of  the  Council  in  this  matter 
and  distribution  be  made  on  a 30%  indigent 
and  70%  pay  basis.” 

“WHEREAS,  The  intent  of  Congress  in  Pub- 
lic Law  No.  377  is  to  provide  polio  vaccine  for 
the  indigent  in  each  state  and  not  for  all  per- 
sons within  a given  age  group,  and 

“WHEREAS,  The  Law  does  not  provide  for 
a means  test  to  determine  who  is  indigent 
(indigent  considered  to  be  less  than  20%). 
thereby  permitting  Kentucky  to  accept  federal 
money  sufficient  to  purchase  all  the  vaccine 
needed  for  a given  age  group,  and 

“WHEREAS,  In  the  light  of  present  infor- 
rnation  there  is  positive  evidence  that  the  vac- 
cine not  accepted  with  federal  money  can  be 
released  immediately  through  regular  com- 
mercial channels  for  those  who  are  not  indi- 
gent, and  ■'‘1 

“WHEREAS,  In  the  interest  of  the  patient, 
norrnal  and  regular  methods  of  obtaining  and 
administering  the  vaccine  would  result  in  less 
cost  and  more  desirable  service,  and 

“WHEREAS,  It  is  necessarv  for  the  nhysi- 
cians  of  Kentucky  to  act  in  the  best  interests 
of  their  patients,  to  maintain  the  most  satis- 
factory physician-patient  relationship  and  to 
preserve  the  American  Free-Enterprise  Sys- 
tem, therefore 

“BE  IT  RESOLVED,  That  the  House  of  Dele- 
gates of  the  KSMA  advise  the  State  Depart- 
ment of  Health  to  purchase  no  more  than 
Thirty  per  cent  of  the  total  vaccine  allocated 
for  Kentucky  or  the  amount  now  purchased,  if 
greater,  for  indigents,  and 


“BE  IT  FURTHER  RESOLVED,  That  the  re- 
maining amount  of  vaccine  under  the  alloca- 
tion program  be  distributed  at  once  through 
available  commercial  channels.” 

In  a three-hour  session  on  September 
27th,  Reference  Committee  No.  4 heard 
every  phase  of  the  problem  presented 
and  everyone  who  had  anything  to  say  on 
this  subject  was  recognized  and  the  opin- 
ions were  very  diversified,  going  all  the 
way  from  rejecting  entirely  the  vaccine 
to  accepting  it  as  recommended  by  the 
Council.  The  Reference  Committee  in  its 
session  discussed  the  matter  thoroughly 
and  wishes  to  I'ecommend  to  the  House  of 
Delegates: 

That  the  KSMA,  through  its  House  of 
Delegates,  refuse  to  accept  any  funds  al- 
located by  the  Federal  Government  as 
proposed  in  Public  Law  377,  as  passed  by 
the  last  session  of  Congress;  v 

That  the  KSMA  will  furnish  all  the 
vaccine  services  through  their  local  phy- 
sicians and  local  county  medical  societies, 
to  all  indigent  people  in  the  state  of  Ken- 
tucky, without  charge,  and  that  all  other 
people  who  require  immunization  may  re- 
ceive the  'vaccine  from  their  own  private 
physician  at  a cost  not  to  exceed  the  cost 
of  the  vaccine  plus  their  normal  office  fee 
for  administering  same; 

That  all  practicing  physicians  partici- 
pating in  the  immunization  program  con- 
tribute to  a central  fund  from  which  any 
of  these  physicians  may  draw  vaccine 
from  his  allocation  for  his  indigent  pa- 
tients; 

That  when  this  policy  has  been  deter- 
mined, the  vaccine  can  be  released  for  im- 
mediate use  from  all  pharmaceutical 
houses; 

That  the  President  of  the  KSMA  ap- 
point a committee  to  expedite  the  imme- 
diate administration  of  this  program. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  a thorough 
discussion  followed. 

The  Chairman  of  Reference  Committee 
No.  1 was  then  requested  to  re-read  that 
section  of  the  Committee  report  having  to 
do  with  proposed  action  on  the  Salk  Polio 
vaccine  matter. 

The  Chairman  of  Reference  Committee 
No.  4 withdrew  his  motion  that  the  sec- 
tion of  the  report  of  Reference  Commit- 
tee No.  4 relating  to  the  polio  vaccine  dis- 
tribution matter  be  adopted  by  the  House, 
in  order  that  the  recommendation  of 
Reference  Committee  No.  1 might  be 
presented  first  for  a vote.  The  second 
to  the  motion  was  also  withdrawn. 
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At  this  time,  the  Speaker  pointed  out 
that  he  would  rule  that  an  affirmative  ac- 
tion on  the  recommendation  of  Reference 
Committee  No.  1 would  eliminate  action 
on  the  related  subject  as  presented  by 
Reference  Committee  No.  4. 

Mr.  Speaker,  I,  Chairman  of  Reference 
Committee  No.  1,  move  the  adoption  of 
the  report  of  the  Council  with  the  amend- 
ed portion  added  by  the  Reference  Com- 
mittee pertaining  to  the  Salk  Vaccine. 

Motion  was  seconded  and  after  further 
discussion  the  House  of  Delegates  voted 
to  accept  the  report  of  the  Council,  as 
amended  by  Reference  Committee  No.  1. 

It  was  moved  and  seconded  that  this  ac- 
tion be  made  a unanimous  action  by  ac- 
clamation and  the  motion  carried. 

Mr.  Speaker,  I,  Chairman  of  Reference 
Committee  No.  1,  move  that  the  report  oi 
Reference  Committee  No.  1 be  accepted 
as  a whole. 

Motion  was  seconded  and  carried  that 
the  report  of  Reference  Committee  No.  1 
be  accepted. 

REFERENCE  COMMITTEE  NO.  1 
E.  M.  Howard,  M.D.,  Harlan,  Chairman 
Rankin  C.  Blount,  M.D.,  Lexington, 

Vice-Chairman 
Carlos  Fish,  M.D.,  Louisville 
C.  F.  Long,  M.D.,  Elizabethtown 
Wendell  V.  Lyon,  M.D.,  Ashland 
Mr.  Speaker,  I,  Chairman  of  Reference 
Committee  No.  4 move  that  the  report,  as 
amended,  of  Reference  Committee  No.  4 
be  accepted  as  a whole. 

Motion  was  seconded  and  carried  that 
the  report  of  Reference  Committee  No.  4 
as  amended,  be  accepted. 

REFERENCE  COMMITTEE  NO.  4 
T.  O.  Meredith,  M.D.,  Harrodsburg, 

Chairman 

Everett  H.  Baker,  M.D.,  Louisville 
W.  E.  Becknell,  M.D.,  Manchester 
Robert  S.  Dyer,  M.D.,  Louisville 
REFERENCE  COMMITTEE  NO.  5 
Roy  H.  Moore,  M.  D.,  Chairman 
Reports  on  Miscellaneous  Business 
The  Chairman  reported  that  he  had  been  re- 
quested by  members  of  the  delegation  from 
Jefferson  County  to  ask  for  the  floor  in  their 
behalf  for  the  purpose  of  withdrawing  two 
resolutions  which  had  been  presented. 

It  was  moved,  seconded  and  carried 
that  permission  be  granted  the  Jefferson 
County  Medical  Society  delegation  to  pre- 
sent this  matter. 

Advisory  Committee  to  the  Editor 

The  report  dealt  chiefly  with  the  efficient 
functioning  of  the  various  departments  of  the 
Journal,  the  able  leadership  of  these  depart- 
ments, satisfactory  increase  in  advertising  and 
an  expression  of  thanks  from  the  Committee 


to  the  Editor  and  Managing  Editor  for  their 
cooperation  and  assistance. 

This  report  was  studied  by  Reference 
Committee  No.  5 and  approved  as  sub- 
mitted. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  to 
the  Editor  be  adopted. 

Geriatrics  Committee 

This  Committee  recommends  the  following; 

1.  A Kentucky  State  Geriatric  Society  be 
formed  as  a component  part  of  the  A- 
merican  Geriatric  Society. 

2.  Seminars  in  Geriatrics  be  a part  of  the 
Annual  Scientific  Assembly  of  the 
KSMA. 

3.  Teaching  of  courses  in  Geriatrics  be 
promoted  at  the  University  of  Louisville. 

4.  State  Advisory  Committee  be  appointed 
by  the  President  of  the  KSMA  or  the 
State  Geriatric  Society  if  such  is  formed 
to  confer  with  National  Group  to  assist 
industry,  labor,  and  physicians,  private 
and  industrial,  in  the  maintenance  of  the 
health  of  the  older  worker. 

5.  Program  of  lectures  for  social  groups 
and  clubs  for  development  of  hobbies, 
crafts,  entertainment,  and  education  for 
companionship  and  security. 

The  report  of  the  Geriatrics  Committee 
was  studied  by  Reference  Committee  No. 
5 and  is  approved  as  submitted. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Geriatrics  Committee  be 
adopted. 

Insurance  Commiltee 

A resume  of  items  discussed  at  the  May 
meeting  of  the  Committee  were  listed  in  the 
report.  Discussed  at  length  was  the  Associa- 
tion’s responsibility  to  voice  its  opposition  to 
the  man.v  socialistic  bills  before  Congress,  the 
filling  out  of  insurance  forms,  standard  claim 
forms,  abuse  of  hospital  insurance,  and  the 
proposed  amendments  to  the  Social  Security 
Act,  which  will  provide  cash  benefits  to  cer- 
tain Social  Security  beneficiaries  who  are  per- 
manently and  totally  disabled. 

This  report  was  studied  by  Reference 
Committee  No.  5 and  approved  as  sub- 
mitted. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Insurance  Committee  be 
adopted. 

Pharmacy  Committee 

This  Committee  held  no  meetings  during  the 
past  year. 

There  were  no  called  meetings  and  no 
referred  material  for  the  Pharmacy  Com- 
mittee during  the  past  year.  The  report  of 
this  Committee  is  approved  as  submitted. 
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Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Pharmacy  Committee  be 
adopted. 

Commiltee  lo  Sludy  Medical  Examiner  System 

This  Committee  held  no  meetings  during  the 
past  year. 

This  Committee  had  no  meeting  and  the 
report  is  approved  as  submitted. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Committee  to  Study  the 
Medical  Examiner  System  be  adopted. 

Veterans  Committee 

Three  recommendations  were  made  by  this 
Committee:  1.  Adjustments  and  approved  fee 
schedule  for  Veterans  Hometown  Medical  Care 
proposed:  2.  Discussed  and  answered  an  in- 
quiry concerning  hometown  fees;  3.  Talk  and 
slides  on  veterans  care  to  be  given  by  the  field 
secretary  approved.  Other  items  in  the  report 
were:  three  Committee  members  are  scheduled 
to  attend  a liaison  committee  in  Indianapolis, 
September,  1955;  treatment  of  service  connect- 
ed illnesses;  and  an  appeal  from  the  Committee 
that  all  veterans’  physicians  join  the  Ameri- 
can Legion  or  some  other  veterans  organization 
and  take  an  active  part. 

This  renort  was  studied  by  Reference 
Committee  No.  5 and  approved  as  submit- 
ted. 

Mr.  Sneaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  oJ  the  Veterans  Committee  be 
adopted. 

World  Medical  Association  Committee 

The  Committee  encourages  all  physicians  in 
Kentucky  who  can  join  this  organization 
which,  joined  with  the  United  Nations,  makes 
a strong  organization  for  the  advancement  of 
medical  science  throughout  the  world. 

This  Committee  held  no  meeting,  but 
wishes  to  encourage  all  physicians  in 
Kentucky  who  can,  to  join  this  worthwhile 
medical  organization.  The  report  of  this 
Committee  is  approved  as  sul3mitted. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  World  Medical  Associa- 
tion Committee  be  adopted. 

Advisory  Committee  on  Industrial  Medicine 
and  Surgery 

The  Committee  reports  that  the  division  of 
Occupational  Health  of  the  Kentucky  State 
Health  Deoartment  has  increased  its  personnel 
^<nd  now  has  a director;  the  Jefferson  County 
Medical  Society  now  has  an  Industrial  Health 
Committee  functioning  and  that  due  to  an  in- 
crease in  the  industrial  population  in  Ken- 
tucky, there  has  been  an  increase  in  both 


nurses  and  doctors  in  the  field  of  industrial 
health. 

The  report  of  this  Committee  is  approv- 
ed as  submitted. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  on 
Industrial  Medicine  and  Surgery  be  adopt- 
ed. 

Advisory  Committee  on  Tuberculosis 

The  report  contains  three  recommendations 
made  by  the  committee  at  its  July,  1955  meet- 
ing, in  an  effort  to  improve  conditions  in  the 
State  Tuberculosis  Hospitals  in  accordance 
with  the  State  Tuberculosis  Hospital  Commis- 
sion. 

Reference  Committee  No.  5 approves 
the  report  of  the  Advisory  Committee  on 
Tuberculosis. 

Section  1.  The  Committee  recommends 
the  establishment  of  locked  facilities  as 
referred  to  in  Section  1 of  this  report. 

Section  2.  The  Committee  approves  the 
method  of  sterilization  as  recommended 
by  the  Committee  on  Tuberculosis. 

Section  3.  The  Committee  approves  the 
recommendation  that  the  district  hospi- 
tals of  the  State  Tuberculosis  Hospital 
Commission  conduct  yearly  or  semi-year- 
ly medical  seminars  on  diseases  of  the 
chest  for  physicians  in  the  respective  dis- 
tricts. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  on 
Tuberculosis  be  adopted. 

Advisory  Commiltee  to  Woman's  Auxiliary 

The  Committee  held  no  meeting  during  the 
year. 

Reference  Committee  No.  5 approves 
the  report  of  this  Committee  as  submit- 
ted. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  to 
the  Woman’s  Auxiliary  be  adopted. 

Committee  on  Technical  Exhibits 

It  was  reported  that  four  booths  have  been 
added  to  the  exhibits  hall,  making  a total  of 
65  available  for  rental.  Due  to  increasing  cost 
of  maintenance  and  setting  up  of  these  booths, 
rental,  etc.,  the  rental  was  increased,  and  all 
were  promptly  engaged  when  prospectives  were 
written  last  spring. 

The  report  of  this  Committee  is  approv- 
ed as  submitted. 

Mr.  Soeaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
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the  report  of  the  Committee  on  Technical 
Ex/hibits  be  adopted. 

Report  of  the  Rural  Kentucky 
Medical  Scholarship  Fund 

The  total  number  of  loans  that  have  been 
made  or  are  m the  process  of  issuance  is  245, 
lor  a total  sum  of  i(;ia7.896.  It  was  pointed  out 
that  unless  additional  funds  become  available 
from  some  source  before  the  beginning  of  the 
1956-57  school  year,  it  will  be  necessary  to 
sharply  cui'tail  ihe  program.  The  report  con- 
tained additional  information  on  the  financial 
status  of  the  fund  and  pointed  out  that  a total 
of  36  physicians,  who  have  been  assisted  by  the 
fund,  have  entered  practice  in  the  rui'al  areas 
of  our  state. 

Keference  Committee  No.  5 has  carefully 
studied  this  report  and  recommends  its 
approval.  The  Committee  would  like  to 
call  attention  to  the  need  for  funds  for 
this  Committee  to  continue  this  very 
worthy  cause. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  report  of  the  Rural  Kentucky  Medical 
Scholarship  Fund  be  adopted. 

Resolution  on  Importance  of  Administrative 
Continuity  to  Effective  Progress 
In  State  Mental  Hospitals 

Mr.  Speaker,  we  have  a resolution  on  the  Im- 
portance of  Administrative  Continuity  to  Ef- 
fective Progress  in  State  Mental  Hospitals, 
which  reads: 

WHEREAS,  the  public  mental  hospitals 
have  made  tremendous  advances  in  recent 
years  in  this  Commonwealth  with  the  estab- 
lishment of  sound  administrative  policies,  the 
securing  of  qualified  personnel — ^psychiatrists, 
nurses,  attendants — ^in  all  hospitals,  the  inau- 
guration of  realistic  research  and  treatment 
programs  with  establishment  of  psychiatric 
residency  training,  and 

WHEREAS,  foundations  have  been  laid  for 
expansion  of  active  preventive  program  of 
mental  hygiene, 

WHEREAS,  the  public  problem  of  tlje  men- 
tally sick,  combining  administrative  complex- 
ities with  the  technical  application  of  modern 
psychiatry,  renders  a mental  health  px’oblem 
peculiarly  vulnerable  to  the  shifting  winds  of 
political  favor,  and 

WHEREAS,  in  the  past  in  this  Common- 
wealth we  have  seen  such  distastrous  conse- 
quences to  our  state  mental  health  program 
with  changing  administrations,  commissioners, 
and  policy, 

BE  IS  HEREBY  RESOLVED  by  the  dele- 
gates of  the  KSMA  here  assembled  that  the 
considered  and  sound  achievement  of  the 
Department  of  Mental  Health  under  the  com- 
mission of  Frank  M.  Gaines,  M.D.,  be  en- 
thusiastically approved,  and 

BE  IT  FURTHER  RESOLVED  that  the 
House  of  Delegates  endorse  the  continuance  of 
this  aforementioned  program  by  acquainting 
the  candidates  for  Governor  of  this  resolution 
and  urging  their  deliberate  consideration  of 
these  facts. 

Reference  Committee  No.  5 approves 
this  resolution  as  submitted. 

Mr.  Speaker,  I move  the  adoption  of 


this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  resolution  be  adopted. 

Resolution  on  Car  Emblem  for  M.D/s 
of  the  State  of  Kentucky 
Mr.  Speaker,  we  have  a resolution  concern- 
ing the  appointment  of  a committee  to  select 
a distinctive  medical  car  emblem  for  the  M.D.’s 
of  Kentucky  in  order  that  it  might  be  more 
easily  differentiated  from  those  of  other 
groups.  This  resolution  follows: 

RESOLVED,  that  a committee  be  appointed 
to  select  a distinctive  medical  car  emblem  for 
the  M.D.’s  of  Kentucky  in  order  that  it  might 
be  more  easily  differentiated  from  those  of 
other  groups. 

This  Reference  Committee  approves 
this  resolution  and  suggests  to  the  com- 
mittee to  be  appointed  that  the  possibility 
of  “MD.”  incorporated  in  license  tags  be 
investigated  as  a method  of  distinguishing 
physicians  from  other  groups,  and  that 
this  be  on  a voluntary  basis. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  resolution  be  adopted. 

Resolution  on  Medical  Advertising 
Mr.  Speaker,  we  have  a resolution  on  Med- 
ical advertising,  which  reads: 

RESOLVED  that  the  Executive  Committee 
of  the  Boyd  County  Medical  Society,  acting 
for  the  Boyd  County  Medical  Society,  is  of  the 
opinion  that  the  advertisement  of  the  Holzer 
Hospital  and  Clinic  of  Gallipolis,  Ohio  appear- 
ing in  the  Classified  Section  of  the  Ashland, 
Kentucky  telephone  directory  is  not  in  accord- 
ance with  standard  medical  ethics. 

This  Committee  hereby  requests  the  Com- 
mittee on  Medical  Ethics  of  the  KSMA  to  re- 
iterate its  policy  and  confirm  or  deny  its  policy 
in  regard  to  this  matter;  and,  further,  that  this 
opinion  be  disseminated  to  the  Ohio  Medical 
Association,  the  West  Virginia  State  Medical 
Association,  and  such  County  Societies  as  are 
in  the  immediate  vicinity  of  this  Clinic. 

Submitted  herewith  is  the  Ashland,  Ken- 
tucky telephone  directory  /with  reference  to  the 
advertisement  of  the  Holzer  Clinic  and  Hos- 
pital on  page  71,  lower  right  hand  corner. 

Reference  Committee  No.  5 approves 
this  resolution  and  recommends  that  it  be 
referred  to  the  Committee  on  Medical 
Ethics  of  the  KSMA  for  study. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  resolution  be  adopted. 

Resolution  on  Recommending  Increase  of 
Lunacy  Fee  Examination 
Mr.  Speaker,  we  have  a resolution  recom- 
mending an  increase  of  lunacy  fee  examina- 
tions. The  resolution  follows: 

WHEREAS,  the  cost  of  living  has  increased 
since  1930,  and 

WHEREAS,  the  fee  a physician  receives  for 
examining  a person  to  be  committed  to  a 
mental  institution  has  been  and  still  is  $3.00 
and 

WHEREAS,  the  fee  is  not  commensurate 
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with  the  increase  in  cost  of  medical  care; 

BE  IT  THEREFORE  RESOLVED,  that  the 
fee  be  increased  to  $10.00  since  it  requires  an 
examination  of  the  patient  and  a trip  to  the 
court  house  to  sign  the  committment  papers; 
and 

BE  IT  FURTHER  RESOLVED,  that  this  res- 
olution be  presented  to  the  proper  committee 
of  the  legislature  of  Kentucky  so  that  the  laws 
pertaining  to  fees  may  be  changed  to  that  sug- 
gested in  this  resolution. 

Kelerence  Uommittee  No.  5 has  studied 
this  resolution  that  the  fee  be  increased 
from  three  to  10  dollars  and  approves  this 
resolution,  and  that  the  resolution  be 
presented  to  the  proper  committee  of  the 
legislature  of  Kentucky  so  that  the  laws 
pertaining  to  fees  may  be  changed  to  that 
suggested  in  this  resolution. 

Mr.  Speaker,  I move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  resolution  be  adopted. 

Resolulion  on  Joint  Commission  on 
Accreditation  of  Hospitals 

Mr.  Speaker,  we  have  a resolution  concern- 
ing the  Joint  Commission  on  Accreditation  of 
Hospitals,  which  follows: 

WHEREAS,  the  individual  and  private  prac- 
tice of  medicine  has  raised  American  medicine 
to  its  present  high  level  envied  by  all  nations; 

WHEREAS,  any  system  which  deprives  any 
physician,  hospital,  or  groups  of  physicians  or 
hospitals  of  their  initiative  will  result  in  low- 
ered standards  of  medical  care; 

WHEREAS,  any  organization,  or  groups  of 
organizations  which  dictate  standardization  on 
a national  level  without  adequate  considera- 
tion of  varying  local  problems,  results  in  the 
deprivation  of  said  initiative; 

WHEREAS,  the  establishment  of  such  stand- 
ards to  be  met  on  a national  scale,  should  only 
be  arrived  at,  by  the  collective  opinions  of  the 
individual  hospitals  and  physicians  involved; 

WHEREAS,  the  present  standards,  as  pre- 
scribed and  enforced  by  the  Joint  Commission 
on  Accreditation  of  Hospitals,  have  been  ar- 
rived at  by  autocratic  rather  than  by  demo- 
cratic methods; 

W-HEREAS,  this  autocratic  system  does  not 
take  into  consideration  the  local,  economic, 
and  medical  factors  of  each  hospital  which  may 
be  different,  depending  upon  the  type,  size,  de- 
gree of  departmentalization,  and  financial  re- 
sources, etc.; 

WHEREAS,  impractical  standards  for  hos- 
pitals have  already  increased  the  cost  of  hos- 
pital care,  and  will  continue  to  increase  hos- 
pital costs,  with  no  resulting  benefit  to  the 
patient; 

WHEREAS,  the  private  practice  of  medicine 
is  striving  to  lower  hospital  costs  to  patients 
and  to  increase  voluntary  prepaid  hospitaliza- 
tion insurance  at  a premium  which  can  be  af- 
forded by  all  income  groups; 

WHEREAS,  requirements  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  cause  a 
definite  increase  in  all  hospitalization  costs,  by 
demanding  unnecessary  routine  laboratory 
procedures  and  additional  administrative  costs; 

WHEREAS,  the  medical  profession  is  con- 
stantly being  burdened  by  more  and  more 
rules  and  regulations; 


WHEREAS,  these  various  rules  and  regula- 
tions cause  more  and  more  time  to  be  spent  at 
various  and  sundry  unnecessary  meetings; 

WHEREAS,  these  various  meetings  tend  to 
separate  the  medical  profession  into  various 
hospital  groups  to  the  detriment  of  the  unity 
ana  strength  of  county  and  state  medical  so- 
cieties. which  are  the  backbone  of  American 
medicine; 

WHEREAS,  this  disunity,  increased  cost  of 
medical  care,  and  possible  breakdown  of  pre- 
paid voluntary  health  insurance  plans  open 
me  iway  to  regimentation  and  governmental 
control  of  the  practice  of  medicine; 

WHEREAS,  the  inspections  done  in  the  past 
have  frequently  been  made  by  personnel  of 
the  Joint  Commission  on  Accreditation  of  Hos- 
pitals, unfamiliar  with  the  private  practice  of 
medicine; 

WHEREAS,  the  results  of  inspection  have 
obviously  been  discriminatory  in  many  re- 
spects; 

WHEREAS,  many  of  the  griticisms  offered 
by  inspectors  in  individual  instances  have  indi- 
cated obvious  prejudice  and  lack  of  thorough 
understanding  of  the  local  situation; 

WHEREAS,  the  Campbell-Kenton  County 
Medical  Society  of  Kentucky,  feeling  keenly 
its  responsibility  for  the  health  needs  of  the 
people  of  our  community  and  all  communities 
and  ever  alert  and  anxious  to  institute  and  pro- 
mote methods  and  practices  which  will  better 
accomplish  this  purpose; 

WHEREAS,  the  Campbell-Kenton  County 
Medical  Society  of  Kentucky  strongly  feels 
that  the  methods  of  the  Joint  Commission  on 
Accreditation  of  Hospitals  have  failed  to  pro- 
mote these  ideals; 

BE  IT  THEREFORE  RESOLVED,  that  the 
KSMA  go  on  record  as  vigorously  opposing 
the  present  system,  methods  of  operation  and 
standards  of  the  Joint  Commission  on  Accredi- 
tation of  Hospitals; 

BE  IT  FURTHER  RESOLVED  that  the  dele- 
gates from  Kentucky  to  the  AMA  present  this 
resolution  to  the  House  of  Delegates  of  the 
AMA  at  its  next  meeting  and  to  work  vigorous- 
ly for  its  adoption; 

AND  FURTHER  BE  IT  RESOLVED  that 
copies  of  this  resolution  be  sent  to  each  of  the 
members  of  the  special  committee  appointed 
by  the  AMA  to  study  the  problems  of  the  Joint 
Commission  on  Accreditation  of  Hospitals. 

Reference  Committee  No.  5 carefully 
studied  this  resolution  and  approves  it  as 
submitted  and  suggests  that  the  recom- 
mendations of  this  resolution  be  carried 
out. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

Motion  was  seconded  and  carried  that 
this  resolution  be  adopted. 

Resolution  on  Studying  the  Present 
Councilor  Districts  with  Regard  to  a 
More  Equitable  Allocation  of  Councilors 

Mr.  Speaker,  we  have  a resolution  concern- 
ing the  present  councilor  district  set  up  which 
follows: 

WHEREAS,  the  Council  of  the  KSMA  must 
represent  all  physicians  in  the  state  in  their 
deliberations,  and 

WHEREAS,  under  the  present  councilor  dis- 
trict proportionment  a majority  of  the  council 
members  may  represent  a minority  of  the  phy- 
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sicians  in  the  state,  and 

WHEREAS,  it  is  the  desire  and  purpose  of 
the  Constitution  and  By-laws  of  the  state  asso- 
ciation to  provide  for  a council  that  will  ade- 
quately reflect  true  and  representative  opin- 
ions on  an  equitable  basis,  therefore 

BE  IT  RESOLVED,  that  the  House  of  Dele- 
gates to  the  KSMA  ask  for  a special  committee 
to  be  appointed  for  the  purpose  of  studying  the 
present  councilor  districts  regarding  the  selec- 
tion of  councilors  on  a more  equitable  popula- 
tion basis,  and 

BE  IT  FURTHER  RESOLVED,  that  this  com- 
mittee be  instructed  to  report  their  findings 
and  recommend  By-law  changes  to  the  House 
of  Delegates  at  their  meeting  in  1956. 

Reference  Committee  No.  5 approves 
this  resolution  and  recommends  that  it  be 
submitted  to  a special  committee  to  be  ap- 
pointed for  the  purpose  of  studying  the 
present  council  districts  regarding  the  se- 
lection of  councilors  on  a more  equitable 
basis,  and  that  this  committee  be  instruct- 
ed to  report  their  findings  and  recommend 
By-law  changes  to  the  House  of  Delegates 
at  their  meeting  in  1956. 

Mr.  Speaker,  1 move  the  adoption  of  this 
section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  resolution  be  adopted. 

Resolution  on  Opposition  to  the  Policy  of 
the  Joint  Commission  on  Hospital 
Accreditation  Limiting  the  Number 
of  Courtesy  Staff  Memberships  in 
Private  General  Hospitals 

Mr.  Speaker,  we  have  a resolution,  on  oppo- 
sition to  a policy  of  the  Joint  Commission  on 
Accreditation  of  Hospitals,  which  follows: 

WHEREAS,  local  traditions  and  usages  have 
made  good  medical  care  often  contingent  on 
each  physician  having  staff  privileges  in  two 
or  more  hospitals,  and 

WHEREAS,  pressure  is  currently  being  ap- 
plied to  the  Joint  Commission  for  Hospital 
Accreditation  to  cause  local  private  hospitals  to 
limit  the  number  of  physicians  who  may  hold 
courtesy  staff  privileges,  and 

WHEREAS,  this  policy  seems  to  connote  a 
disregard  of  the  patients  choice  in  hospitals 
and  create  a community  problem,  therefore 

BE  IT  RESOLVED,  that  the  House  of  Dele- 
gates of  the  KSMA  express  opposition  to  the 
policy  of  the  Joint  Commission  on  Hospital 
Accreditation  regarding  the  number  of  cour- 
tesy staff  memberships  in  private  general  hos- 
pitals, and 

BE  IT  FURTHER  RESOLVED,  that  the 
Kentucky  delegates  to  the  AMA  be  instructed 
by  this  resolution  to  represent  members  of  the 
KSMA  as  being  opposed  to  this  policy  at  the 
next  meeting  of  the  House  of  Delegates  of  the 
AMA. 

The  Committee  approves  this  resolution 
as  submitted. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  resolution  be  adopted. 


Resolution  on  Discrimination  Against  Certain 
Groups  of  Doctors  of  Medicine  by  Exclusion  of 
Such  Groups  from  Membership 
on  Hospital  Staffs 

Mr.  Speaker,  we  have  a resolution  concern- 
ing discrimination  shown  certain  groups  of 
physicians  of  medicine  by  excluding  them  from 
membership  on  hospital  staffs.  The  resolution 
follows: 

WHEREAS,  there  have  been  instances  re- 
ported in  the  State  of  Kentucky  of  exclusion 
by  hospitals  of  certain  groups  of  practicing 
physicians.  Doctors  of  Medicine,  engaging  in 
one  or  other  of  the  branches  of  medical  prac- 
tice, as  a group,  from  membership  on  the  hos- 
pital staff,  and 

WHEREAS,  such  exclusion  directly  limits 
and  threatens  some  of  the  basic  medical  free- 
doms, such  as  freedom  of  the  choice  of  physi- 
cian, and 

WHEREAS,  such  exclusion  discriminates 
against  the  public  welfare,  by  closing  such  hos- 
pitals to  the  patients  of  the  excluded  group  of 
physicians,  therefore, 

BE  IT  RESOLVED,  that  the  House  of  Dele- 
gates of  the  KSMA  takes  a clear  stand  as  being 
opposed  to  the  exclusion  of  any  group  or  sub- 
division of  licensed  practicing  physicians,  as 
a group,  from  membership  on  the  hospital  staff 
of  any  hospital  in  Kentucky,  whether  such 
group  be  one  of  the  recognized  specialties  or 
suibapecialties  of  medicine,  or  corruposed  of 
physicians  in  the  general  practice  of  medicine, 
and 

BE  IT  FURTHER  RESOLVED,  that  the 
KSMA  is  opposed  to  such  exclusion  either  by 
restrictive  clause  or  clauses  in  the  constitution 
or  by-laws  of  any  such  hospital,  or  by  informal 
agreement  of  the  governing  bbard  or  staff  of 
such  hospitals  with  intent  to  accomplish  such 
exclusion. 

This  resolution  was  carefully  consider- 
ed by  your  Reference  Committee  and 
your  Reference  Committee  approves  the 
resolution  as  submitted.  The  Committee 
does  not  believe  that  anyone  should  be  ex- 
cluded from  hospital  privileges  that  his 
training  and  capabilities  would  entitle 
him  to  regardless  of  his  specialty  or  group 
that  he  belongs  to.  The  committee  inter- 
prets “certain  groups  of  doctors”  to  per- 
tain to  general  practitioners  or  specialists 
of  any  type. 

Mr.  Speaker,  1 move  the  adoption  of 
this  section  of  the  report. 

Motion  was  seconded  and  carried  that 
the  resolution  be  adopted. 

Mr.  Speaker,  1 move  the  adoption  of 
this  report  as  a whole. 

Motion  was  seconded  and  carried  that 
the  report  of  Reference  Committee  No.  b* 
be  adopted. 

REFERENCE  COMMITTEE  NO.  5 

Roy  H.  Moore,  M.D.,  Louisville, 

Chairman 

Glenn  W.  Bryant,  M.D.,  Louisville 

G.  Y.  Graves,  M.D.,  Bowling  Green 

Carl  Pigman,  M.D.,  Whitesburg 
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At  this  time  the  following  were  elected 
to  fill  the  vacant  offices  for  the  coming 
year; 

President-elect  .Richard  R.  Slucher,  M.D., 

Buechel 

Vice-presidents: 


Central  Everett  H.  Baker,  M.D., 

Louisville 

Eastern  ..Nathaniel  L.  Bosworth,  M.D., 

Lexington 

Western  Howell  J.  Davis,  M.D., 

Owensboro 


AMA  Delegate.  . .W.  Vinson  Pierce,  M.D., 

Covington 

Alternate  AMA  Delegate Leon  Hig- 

don, M.D.,  Paducah 
At  this  time  the  delegates  from  the 
counties  in  the  districts  which  were  to 
elect  councilors  and  who  had  held  indivi- 
dual meetings  after  the  first  session  of  the 
House  presented  their  nominations  and 
the  following  councilors  were  elected: 
Second  District.  .Walter  L.  O’Nan,  M.D., 

Henderson 

Fifth  District Carlisle  Morse,  M.D., 

Louisville 

(to  fill  the  unexpired  term  of 
Richard  Slucher,  M.D.) 
Seventh  District.  ...  Branham  B.  Baugh- 
man, M.D.,  Frankfort 
Ninth  District.  ..  .J.  M.  Stevenson,  M.D., 

Brooksville 

Tenth  District.  . J.  Farra  Van  Meter,  M.D., 

Lexington 

Thirteenth  District Charles  B.  John- 

son, M.D.,  Russell 


The  Nominating  Committee  to  serve  at 
the  1955  Annual  Meeting  was  elected  as 
follows: 

W.  B.  Atkinson,  M.D.,  Campbellsville 
Howell  Davis,  M.D.,  Owensboro 
Tom  J.  Gilbert,  M.D.,  Bowling  Green 
John  S.  Harter,  M.D.,  Louisville 
H.  B.  Stone,  M.D.,  Hopkinsville 

Recommendation  of  Members  of  K.S.M.A.  for 
Membership  on  Board  of  Directors  of  the 
Kentucky  Physicians  Mutual,  Inc. 

The  House  of  Delegates  recommends 
that  the  following  names  be  submitted  to 
the  Kentucky  Physicians  Mutual: 
Branham  B.  Baughman,  M.D.,  Frankfort 
A.  L.  Cooper,  M.D.,  Somerset 
Mr.  R.  A.  Dean 
J.  B.  Lukins,  M.D.,  Louisville 
W.  Vinson  Pierce,  M.D.,  Covington 
Charles  B.  Stacy,  M.D.,  Pineville 
Bruce  Underwood,  M.D.,  Louisville 
R.  W.  Robertson,  M.D.,  Paducah 
Warren  Sergent,  M.D.,  Lexington 
John  T.  Bate,  M.D.,  Louisville 
Robertson  Joplin,  M.D.,  Louisville 
W.  K.  Massie,  M.D.,  Lexington 
Mr.  Speaker,  I move  that  these  names 
be  submitted  to  the  Kentucky  Physicians 
Mutual,  Inc. 

Motion  was  seconded  and  carried. 

The  Speaker  announced  that  he  would 
appoint  the  Awards  Committee  at  a later 
date. 

There  being  no  further  business  a mo- 
tion was  made,  seconded  and  carried  that 
the  meeting  adjourn  at  12:00  P.M. 


Jan.,  1956]  The  Journal  of  the  Kentucky  State  Medical  Association 


67 


EDITORIALS 


HERNIA  IN  INFANTS  AND  CHILDREN 


Inguinal  hernia  in  infants  and  children 
is  almost  always  of  the  indirect  type  due 
to  an  unobliterated  processus  vaginalis 
leaving  an  opening  between  the  peritoneal 
cavity  and  the  inguinal  canal.  Many  are 
complete  with  the  sac  going  into  the  scro- 
tum. These  hernias  frequently  become  in- 
carcerated or  strangulated  when  the  in- 
fant coughs,  cries,  vomits  or  strains.  Judg- 
ing by  their  behavior  these  infants  have 
considerable  discomfort  when  intra-ab- 
dominal contents  enter  the  canal  and 
scrotum  even  when  the  hernia  is  still  re- 
ducible. For  many  years  the  orthodox 
treatment  was  to  wait  for  so-called  spon- 
taneous obliteration  of  the  sac  by  the 
wearing  of  a truss  usually  the  yarn  type 
until  the  infant  was  a year  or  more  old. 
Spontaneous  obliteration  rarely  if  ever 
ensued  and  frequent  adjustment  of  the 
truss  was  troublesome  for  the  mother 
with  the  danger  of  the  above  named  com- 
plications always  present.  It  was  also 
thought  that  the  delicate  structures  of  the 
cord  at  an  early  age  would  be  injured  by 
operative  handling  and  that  was  another 
reason  for  delaying  operation.  Subsequent 
experience  has  taught  that 'this  is  not  a 
valid  objection  as  injury  to  the  small 
structures  can  be  avoided  by  careful  gen- 
tle technic. 

As  the  technical  experience  of  surgeons 
increased  with  emergency  operations  for 
incarceration  and  strangulation,  as  anes- 
thesiology improved,  as  after-care  of  the 
wound  to  avoid  soiling  from  urine  became 
better,  surgeons,  family  physicians  and 
pediatricians  recognized  that  the  best 
time  for  operative  repair  was  when  the 
hernia  first  appeared  provided  there  were 
no  positive  contra-indications  such  as  in- 


C)pinions  expressed  in  contributions  to  this  Journal  are 
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fection  and  malnutrition.  Now  we  know 
that  even  though  the  baby  be  but  a few 
weeks  old  the  proper  time  for  operation 
IS  as  soon  as  possible  after  the  diagnosis 
is  made.  The  usual  stay  in  the  hospital  is 
only  24  hours  and  the  baby  rarely  misses 
more  than  one  feeding. 

Another  advance  in  the  treatment  of 
hernia  in  infants  and  children  is  the  recog- 
nition of  the  relationship  of  an  obvious 
left  inguinal  hernia  to  an  occult  hernia 
upon  the  right.  When  a left  inguinal  her- 
nia appears  in  a child  under  four  years  old, 
the  chances  of  the  child  developing  later 
a right  inguinal  hernia  are  so  great  that 
the  surgeon  is  justified  in  operating  upon 
the  right  side  when  the  left  side  is  repair- 
ed. In  nearly  all  patients  under  four  years 
old  when  the  left  side  is  repaired  a defi- 
nite hernial  sac  will  be  found  upon  the 
right  if  search  is  made  for  it.  This  fact 
was  first  brought  to  the  attention  of  the 
medical  profession  by  Orvar  Swenson, 
M.D.,  of  Boston  before  the  American  Aca- 
demy of  Pediatrics  about  two  years  ago. 

In  a personal  communication.  Dr. 
Swenson  writes,  “A  number  of  older  sur- 
geons have  known  this  fact  about  the  rela- 
tionship of  bilateral  hernias  in  regard  to 
whether  the  lesion  appears  first  as  a right 
or  a left  sided  hernia”  but  so  far  as  he 
knows  his  was  the  first  publication  of 
the  facts  determined  from  a study  of  pa- 
tients and  records.  So  many  other  sur- 
geons have  corroborated  Dr.  Swenson’s 
finding  that  now  it  is  accepted  practice  to 
look  for  and  repair  a hernia  upon  the 
right  when  operating  upon  a left  sided 
hernia  in  a young  child.  Many  are  conse- 
quently saved  the  hazard  of  a second 
hernia  and  the  expense  of  the  required 
hospitalization  and  operation. 

Malcolm  Thompson,  M.  D. 

Blaine  Lewis,  M.  D. 
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THE  ACUTE  DUODENAL  ULCER 


Everything  has  a beginning — including 
duodenal  ulcer.  We  are  so  accustomed  to 
the  theme  that  most  ulcers  are  of  long 
duration,  five  to  seven  years,  when  first 
seen,  that  we  tend  to  lose  sight  of  the 
acute  phase  of  the  disease.  Yet,  it  is  the 
new  or  acute  ulcer  which  is  most  respon- 
sive to  good  therapy — most  likely  to 
heal  permanently.  Prophylactic  measures 
against  recurrence  and  chronicity  are,  at 
that  phase,  most  effective. 

The  history  and  symptomatology  of  the 
acute  ulcer  are  usually  less  clear-cut  or 
classical  than  in  its  later,  chronic  phase. 
The  hunger-pain  and  food-relief  pattern 
is  less  clear.  Night  pain  is  less  frequent. 
The  rhythmic  and  periodic  cycle  of  pain 
is  not  yet  well  established.  The  patient 
may  complain  only  of  a vague  belly  ache 
type  of  discomfort  of  a weeks  duration  or 
less.  He  may  be  in  his  teens,  so  young  that 
we  are  not  likely  to  even  suspect  ulcer. 
The  physical  and  nervous  stress  which 
we  so  often  associate  with  the  disease  may 
not  be  at  all  apparent. 

Under  such  circumstances,  we  too  of- 
ten omit  a careful  history  and  examina- 
tion. Some  simple  measures  of  temporary 
therapy  are  suggested,  the  symptoms  im- 
prove or  disappear  and  the  patient  is  lost 
to  further  observation.  He  presents  him- 
self with  the  next  recurrence  to  us  or 
some  other  physician,  too  often  for  a 
repetition  of  the  same  procedure  while 
his  disease  becomes  more  firmly  estab- 
lished and  the  elements  of  chronicity  ap- 
pear. 

When  subjected  to  x-ray  examination 
at  this  early  phase,  the  demonstration  of 
a distinct  crater  is  often  easy.  Adequate 
treatment  over  a sufficient  period  of  time 
is  likely  to  result  in  complete  healing  of 
the  lesion.  The  patient,  aware  of  the  dis- 
ease, is  very  receptive  to  advice  regard- 
ing diet,  medication,  habits  of  living  and 
v/ork,  that  may  spare  him  an  endless  se- 


ries of  recurrences,  chronicity  and  com- 
plications. Our  best  services  in  the  treat- 
ment of  ulcer  are  often  lost  because  we 
fail  to  carry  our  investigations  to  a defi- 
nite diagnosis  in  the  very  early  phase  o*f 
the  disease. 

The  complications  of  acute  ulcer  are 
hemorrhage  and  perforation.  Especially 
during  the  war,  when  so  many  young  men 
were  displaced  from  their  normal  environ- 
ment and  pursuits,  it  was  not  at  all  un- 
usual to  be  confronted  with  a massive 
hemorrhage  or  a perforation  in  a service 
man  twenty  years  old  or  younger.  Nor 
have  such  occurrences  been  rare  since 
then.  These  complications  may  seem  to 
occur  out  of  a clear  sky  without  preceding 
symptoms.  Careful  questioning,  however, 
will  almost  always  reveal  that  at  least  a 
short  period  of  digestive  disturbance  has 
preceded  the  dramatic  event. 

The  perforation  should,  in  our  opinion, 
be  treated  surgically — rarely  so  the  mas- 
sive hemorrhage.  As  in  the  case  of  simple 
ulcer,  the  results  of  treatment,  medical  or 
surgical,  following  these  complications 
offers  a very  good  prognosis.  There  is  a 
growing  belief  that  when  perforation  oc- 
curs, immediate  gastric  resection  is  a 
treatment  of  choice  since  it  will  better  as- 
sure permanent  cure  without  recurrence. 
This  course  would  certainly  seem  inap- 
propriate in  the  case  of  an  acute  ulcer,  es- 
pecially in  a young  individual,  since  with 
good  medical  care  prognosis  is  particular- 
ly good. 

The  acute  ulcer  is  an  interesting  phase 
of  the  disease  and  deserves  special  at- 
tention. We  may  well  regard  it  as  the  most 
important  period — the  time  when  intelli- 
gent care,  guidance  and  prophylaxis  may 
spare  recurrent  grief  and  disability  in  suc- 
ceeding years. 

Sam  a.  Overstreet,  M.  D. 
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Nationally  Known  MD's  to  Speak 
at  Officers  Conference 
March  29,  Lexington 

Nationally  known  medical  leaders  from  both 
coasts  will  be  featured  at  the  sixth  annual 
county  Society  Officers  Conference  to  be  held 
in  Lexington,  Thursday,  March  29,  at  the 
Phoenix  Hotel. 

Among  the  speakers  who  will  participate  in 
the  meeting  are:  Dwight  Murray,  M.D.,  Napa, 
California;  Mr.  William  L.  McGrath,  Cincin- 
nati. Ohio;  and  David  Allman,  M.D.,  Atlantic 
City,  New  Jersey. 

Dr.  Murray,  a 1917 
graduate  of  the  Indiana 
University  School  o f 
Medicine,  is  the  Presi- 
dent-Elect of  the  A- 
merican  Medical  Asso- 
ciation. Long  active  in 
AMA  affairs  he  is  the 
immediate  past  chair- 
man of  the  Board  of 
Trustees.  Dr.  Murray  is 
a general  practitioner. 
Mr.  Me  Grath,  a na- 
tive of  Ohio,  is  in  great  demand  by  medical 
groups  throughout  the  country.  He  is  the  em- 
ployer’s representative 
to  International  Labor 
Organization-  Presi- 
dent of  a heating  firm 
in  Cincinnati,  he  is  di- 
rector of  a trust  com- 
pany, gas  and  electric 
company,  newspaper, 
tile  manufacturing  com- 
pany and  the  National 
Association  of  Manu- 
facturers. 

Dr.  Allman  is  a 1914 
graduate  of  the  Jefferson  Medical  College  in 
Philadelphia.  He  is  chairman  of  the  AMA 
Legislative  Committee  and  a member  of  the 
Board  of  Trustees.  Dr.  Allman  is  a surgeon. 

Gant  Gaither,  M.D.,  KSMA  President,  said 
that  as  the  purpose  of  the  conference  was  to 
strengthen  the  organization  of  local  county 
medical  societies,  and  to  build  a more  effective 
public  service  program,  he  felt  county  and 
state  medical  society  officers  would  find  it  a 
most  profitable  meeting. 

The  February  issue  of  the  Journal  iwill  carry 
complete  details  of  the  program. 


Complacency  is  Greatest  Enemy 
Dr.  Hess  Tells  Physicians 

Complacency  is  the  greatest  enemy  of  the 
medical  profession,  Elmer  Hess,  M.D.,  Erie,  Pa., 
President  of  the  AMA,  told  physicians  at  the 
9th  Annual  Clinical  Meeting  in  Boston  Nov. 
29-Dec.  2. 

Dr.  Hess,  in  a mid-year  report  to  the  House 
of  Delegates,  reminded  the  group  that  with  to- 
day’s problems  and  differences  of  opinions 
between  hospitals  and  radiologists,  patholo- 
gists and  anesthesiologists,  never  to  forget  that 
the  patient’s  welfare  comes  before  anything 
else. 

He  thanked  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  saying  that  the  citizens 
of  this  country,  hospitals  and  physicians  owed 
much  to  this  commission  for  the  service  it  has 
rendered. 

Some  other  features  of  the  Clinical  Meeting 
were  an  “Atoms  for  Peace”  report,  a concert  by 
the  Boston  Symp'iony,  a clinic  on  poliomye- 
litis, and  discussions  on  adolescent  medicine 
and  heart  disease. 


RH  Meeting,  Jan.  19,  to  Feature 
Discussions,  Dramatic  Skit 

“Do  It  Now  With  What  You  Have”  is  the 
theme  of  the  1956  Rural  Health  Conference  to 
be  held  Thursday,  January  19  at  the  Ken- 
tucky Hotel  in  Louisville.  Registration  will  be 
held  at  9:00  a.m.,  and  the  meeting  will  adjourn 
at  3:55  p.m. 

Gant  Gaither,  M.D.,  President  of  the  KSMA, 
urged  all  Kentucky  physicians  living  in  rural 
areas  to  attend  the  meeting  and  bring  with 
them  leaders  from  their  communities  interest- 
ed in  the  betterment  of  rural  health. 

Leonard  E.  Read,  President  of  the  Founda- 
tion for  Economic  Education,  will  be  the 
principal  luncheon  speaker.  A panel  of  distin- 
guished heart  specialists  will  discuss  “Your 
Heart.” 

Other  program  features  will  be  a discussion 
entitled  “Using  Our  Present  Medical  Care  and 
Health  Resources.”  A farmer,  a 4-H  girl,  an 
FFA  boy,  a physician,  a home  demonstration 
agent  and  a mother  will  participate  in  this 
discussion.  The  Kentucky  Farm  Press  and 
Radio  Association  will  present  a dramatic 
skit. 

“Every  Kentuckian  is  invited  to  attend  the 


Mr.  McGrath 
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meeting,”  said  Wyatt  Norvell,  M.D.,  Chairman 
of  the  Kentucky  Rural  Health  Council,  “but 
especially  do  we  urge  all  persons  who  have 
special  interest  in  matters  affecting  Kentucky 
Rural  Health  to  attend.” 

Presiding  officers  at  the  conference,  which  is 
sponsored  by  the  Kentucky  Rural  Health 
Council,  will  be:  Frank  J.  Welch,  PhD.,  Dean 
of  the  UK  College  of  Agriculture  and  Home 
Economics;  Burl  S.  St.  Clair,  President  of  the 
Kentucky  Farm  Bureau  Federation;  and  Dr. 
Norvell. 


Pennsylvania  Physician  Named 
AMA's  GP  of  the  Year 

E.  Roger  Samuel,  M.D.,  Mt.  Carmel,  Pa.,  “a 
typical  American  family  doctor,”  was  named 
the  General  Practitioner  of  the  year  at  the 
opening  session  of  the  AMA  House  of  Dele- 
gates. 

Dr.  Samuel,  66,  has  been  a general  practition- 
er for  35  years.  He  is  active  in  charitable,  civic 
and  medical  organization  work.  He  was  chosen 
by  an  unidentified  AMA  committee  from  can- 
didates nominated  by  state  medical  associa- 
tions. 

Joseph  I.  Greeniwell,  M.D.,  retired  New 
Haven  physician,  was  the  recipient  of  the 
AMA’s  1954  citation. 


Two  Specially  Groups  Added 
lo  1956  Annual  Meeting 

Plans  to  include  two  new  groups  in  the 
Specialty  Group  Sessions  at  the  1956  Annual 
Meeting,  September  18-20,  were  discussed  at 
the  meeting  of  the  Committee  on  Scientific 
Assembly  Nov.  17,  at  the  Brown  Hotel  in 
Louisville. 

These  two,  the  Radiology  Group  and  the 
Orthopedic  Society,  will  hold  simultaneous 
meetings  with  the  nine  other  specialty  groups 
Wednesday  afternoon,  September  19.  The 
meeting  places  will  be  the  same  as  in  1955 — 
First  Christian  Church  and  the  Episcopal 
Church. 

Gant  Gaither,  M.D.,  Chairman  of  the  Com- 
mittee, announced  the  ’56  Annual  Meeting 
would  be  held  in  Columbia  Auditorium.  He  said 
color  television  would  not  be  available  for  the 
meeting,  but  that  there  would  be  two  hours 
of  scientific  movies  each  morning. 

The  nine  specialty  groups  besides  the  above 
mentioned  two  are:  Kentucky  Society  of  Anes- 
thesiologists; Kentucky  Chapter,  American 
College  of  Chest  Physicians;  K'  \tucky  Eye, 
Ear,  Nose  and  'Throat  Society;  Kentucky  Chap- 


ter, American  Academy  of  General  Practice; 
Kentucky  Obstetrical  and  Gynecologic  So- 
ciety; Kentucky  Chapter,  American  Acad- 
emy of  Pediatrics;  Kentucky  Chapter,  Ameri- 
can College  of  Physicians;  Kentucky  Psychi- 
atric Association;  and  American  College  of 
Surgeons. 


11  Kentucky  Surgeons  Inducted 
As  New  Fellows  of  ACS 

Eleven  Kentucky  physicians  were  inducted 
as  fellows  of  the  American  College  of  Surgeons 
at  the  cap-and-gown  ceremonies  at  the  close 
of  the  ACS  Clinical  Congress  in  Chicago,  No- 
vember 5. 

The  inductees  were:  Drs.  Kurt  Ackerman, 
David  W.  Griffin,  Oscar  J.  Hayes,  and  Harold 
E.  Kleinert  of  Louisville;  James  K.  Conlan, 
Harlan;  Ernest  A.  Golia,  Jenkins;  T.  Rothrock 
Miller  and  Kearns  R.  Thompson,  Jr.  of  Lex- 
ington; George  H.  Widener,  Paducah;  Russell 
H.  Davis,  Pikeville  and  Maj.  Ralph  G.  Thomas, 
Leitchfield. 

Fellowship  in  the  ACS,  which  was  founded 
in  1913,  is  based  on  advanced  training  in  sur- 
gery and  “evidence  of  good  moral  character 
and  ethical  practice.” 


Post-Graduate  Medical  Education 
Discussed  by  Committee 

Long  range  plans  for  an  effective  program 
of  post  graduate  medical  education  for  Ken- 
tucky’s physicians  were  discussed  in  detail  on 
December  1 in  Louisville  at  a meeting  of  the 
KSMA  Committee  on  Medical  Education. 

Proposed  plans,  according  to  Garnett  Sween- 
ey, M.D.,  Liberty,  chairman  of  the  committee, 
call  for  the  organization  of  the  program  by 
the  KSMA  with  the  active  support  of  the 
University  of  Louisville  and  the  Kentucky 
Chapter  of  the  American  Academy  of  General 
Practice. 

Tentative  agreement  provides  for  the  de- 
velopment of  a trial  operation  of  the  plan  in 
a given  locality.  The  plan  is  based  somewhat 
on  the  “Kansas  Plan.”  The  University  will 
furnish  the  program  and  the  medical  groups 
will  stage  and  promote  it. 

“The  enthusiasm,  the  unanimity  of  opinion, 
and  the  desire  on  the  part  of  all  present  at  the 
meeting  to  develop  a workable,  effective  post 
graduate  program,  one  that  will  carry  into 
every  section  and  ’ e within  reach  of  every 
KSMA  member,  was  most  heartening,”  Dr. 
Sweeney  said.  It  was  pointed  out  that  the 
plans  will  take  time  for  development,  but  it 
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was  felt  with  patience  and  continued  coopera- 
tion, the  program  will  become  highly  success- 
ful. 

Participating  in  the  planning  were  Charles 
G.  Bryant,  M.  D.,  Louisville,  Chairman  of  the 
Kentucky  Chapter  of  the  American  Academy 
of  General  Practice  and  Howe  Eller,  M.  D., 
Louisville,  Director  of  postgraduate  refresher 
training  at  the  University  of  Louisville  School 
of  Medicine. 

Other  members  of  the  Committee  on  Medical 
Education  are:  Harry  Andrews,  M.  D.,  Louis- 
ville; Herbert  Clay,  M.  D.,  Louisville;  Allen 
Cornish,  M.  D.,  Lexington;  Joseph  Hamilton, 
M.  D.,  Louisville;  Robert  Lich,  Jr.,  M.  D., 
Louisville;  John  C.  Quertermous,  M.  D.,  Mur- 
ray; and  Leslie  H.  Winans,  M.  D.,  Ashland. 


Dr.  Pierce  Re-elecled  President 
of  Blue  Shield  Organization 

W.  Vinson  Pierce,  M.  D.,  Covington,  has  been 
re-elected  president  of  the  Kentucky  Physi- 
cians Mutual  Inc.,  the  Blue  Shield  Medical 
Care  plan.  Newly  elected  first  and  second  vice 
presidents  are  Coleman  C.  Johnston,  M.D.,  Lex- 
ington and  William  H.  Cartmell,  M.  D.,  Mays- 
ville,  respectively. 

Re-elected  were  Branham  B.  Baughman,  M. 
D.,  Frankfort,  treasurer;  Raymond  F.  Dixon, 
Louisville,  secretary  and  assistant  treasurer; 
D.  Lane  Tynes,  Louisville,  executive  director. 

Stanley  Simmons,  Louisville,  was  re-elected 
medical  consultant  and  W.  K.  Massie,  Jr., 
Frankfort,  was  chosen  a new  director  of  the 
group. 


J.  Duffy  Hancock,  M.D.,  representing  Blue 
Cross-Blue  Shield,  presents  a picture,  "Skill- 
ed Hands"  to  J.  Murray  Kinsman,  M.D.,  Dean 
of  the  University  of  Louisville  School  of  Medi- 
cine. The  picture  will  be  hung  in  the  annex 
to  the  Amphitheater  of  General  Hospital. 


HR  7225,  OASI  Are  Big  Topics 
As  AMA's  Delegates  Meet 

HR  7225,  OASI,  Coverage  of  Physicians,  Re- 
port on  Medical  Practices,  Guides  for  Griev- 
ance Committees,  and  Medical  Ethics  were 
the  main  topics  of  discussion  by  the  AMA 
House  of  Delegates  at  the  9th  Clinical  Meeting 
in  Boston,  Nov.  29-Dec.  2. 

The  following  actions  were  taken; 

HR  7225:  The  House  voted  to  ui’ge  and  sup- 
port the  creation  of  a commission  to  study  the 
economic,  social  and  political  impact  of  So- 
cial Security,  and  that  the  facts  got  from  the 
study  be  a basis  for  objective  non-political  im- 
provements to  the  Social  Security  Act. 

OASI  Coverage  of  Physicians:  The  House 

recommended  that  State  Societies  poll  theii' 
members  on  the  inclusion  of  physicians  in  the 
Old  Age  and  Survivors  Insurance  provision  of 
the  Social  Security  Act  and  send  the  results  of 
the  poll  to  the  AMA  office  immediately. 

Report  of  Medical  Practices:  The  House  vot- 
ed to  implement  the  findings  and  recommenda- 
tions of  the  Committee  on  Medical  Practices, 
which  studied  the  basic  causes  leading  to  cer- 
tain unethical  practices  and  unfavorable  pub- 
licity. One  of  the  points  included  in  the  reso- 
lution was:  “The  Continuing  Committee  on 
Medical  Practice  be  created  to  conduct  a study 
of  the  value  of  diagnostic,  medical  and  surgical 
service  and  to  report  its  findings  to  the  House.” 

Guides  for  Grievance  Committees:  The 

House  approved  the  report  of  the  Committee  to 
Recommend  Guides  for  Grievance  or  Media- 
tion Committees. 

The  Reference  Committee  on  Miscellaneous 
Business  made  the  following  recommendations 
which  were  adopted  by  the  House. 

“Your  reference  committee  desires  to  sup- 
port the  recommendation  that  a brochure  be 
published  promptly  which  will  outline  the 
recommendations  regarding  the  activities  of 
Grievance  Committees  and  that  this  brochure 
be  given  wide  distribution.” 

The  purpose  of  the  guides  is  “to  promote 
general  uniformity  of  organization  and  func- 
tion of  grievance  committees — and  better  un- 
derstanding of  their  purposes — without  inter- 
ferring  with  the  inherent  autonomy  of  consti- 
tuent medical  associations.” 

Medical  Ethics:  A proposed  revision  of  the 
“Principles  of  Medical  Ethics  and  Precepts 
of  Manners  of  the  AMA,”  was  submitted  to  the 
House  by  the  Council  on  Constitution  and  By- 
laws. The  House  approved  a plan  requiring 
that  all  changes  be  considered  over  a period 
between  sessions  of  the  House  before  final 
adoption. 
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The  House  of  Delegates  performei  the  fol- 
lowing miscellaneous  actions.  1.  Recommended 
that  the  Board  of  Trustees  give  consideration 
to  an  increase  in  dues  for  AMA  members.  2. 
Adopted  a resolution  on  the  practice  of  path- 
ology declaring  opposition  to  “the  division  of 
any  branch  of  medical  practice  into  so-called 
technical  and  professional  services.”  3.  Recom- 
mended that  further  purchase  and  distribution 
of  Salk  polio  vaccine  be  carried  on  by  the 
presently  available  commercial  avenues  used 
for  other  immunizing  agents,  and  that  all  vac- 
cines, once  proven,  should  enter  the  usual 
channels  of  distribution.  4.  Approved  a recom- 
mendation that  the  SJAB  be  separated  from 
the  AMA.  5.  Approved  Minneapolis  as  the  lo- 
cation for  the  1958  Clinical  Meeting  and  Chi- 
cago for  the  1960  Annual  Meeting. 


13  Kenlucky  Physicians  Attend 
Clinical  Meeting  in  Boston 

Both  of  KSMA’s  delegates  to  the  AMA, 
Clark  Bailey,  M.  D.,  Harlan  and  Bruce  Un- 
derwood, M.  D.,  Louisville,  were  present  at 
the  AMA’s  1955  meeting  of  the  House  of  Dele- 
gates at  the  Clinical  Meeting  in  Boston,  Nov. 
29-Dec.2. 

According  to  the  AMA  Daily  Bulletin,  other 
Kentucky,  physicians  who  attended  the  meeting 
were:  Mary  C.  Long,  M.  D.,  and  Edward  War- 
rick, Jr.,  M.  D.,  Louisville;  Paul  A.  Bryan,  M. 
D.,  and  John  Pepper,  M.  D.,  Ashland;  W. 
Vinson  Pierce,  M.  D.,  and  R.  H.  Cofield,  M.  D.; 
Covington. 

G.  Y.  Graves,  M.  D.,  Bowling  Green;  Merle 
M.  Mahr,  M.  D.,  Madisonville;  Herbert  White, 
M.  D.,  Lexington;  David  McL.  Greeley,  M.  D., 
Harlan;  Charles  L.  Roach,  M.  D.,  Lackey. 


Gant  Gaither,  M.D.,  Announces 
Senior  Day  Committee 

Gant  Gaither,  M.  D.,  Hopkinsville,  President 
of  the  KSMA,  has  appointed  the  committee  to 
set  up  the  program  for  the  second  annual 
Senior  Day  to  be  held  in  Louisville  April  16. 
The  purpose  of  the  Senior  Day  program  is  to 
help  bridge  the  gap  between  academic  medi- 
cine and  the  practice  of  medicine. 

Richard  Elliott,  M.  D.,  Lexington,  has  been 
named  chairman  of  the  committee.  Dr.  Elliott 
is  chairman  of  the  KSMA  Committee  on  Public 
Information  and  Service. 

Other  members  of  the  committee  are.  Irvin 
Abell,  M.  D.,  Louisville,  1956  President  of  the 
Jefferson  County  Medical  Society;  W.  O.  John- 
son, M.  D.,  Louisville,  KSMA  Representative  to 


the  Student  AMA  Council  (U  of  L Chapter); 
J.  Murray  Kinsman,  M.D.,  Louisville,  Dean, 
University  of  Louisville  Medical  School;  and 
Karl  Winter,  M.  D.,  Louisville,  Chairman  of  the 
KSMA  Medical  School  Advisory  Committee. 


54  Kentucky  Physicians  Attend 
SMA  Meeting  in  Houston 

Fifty  four  Kentucky  physicians  attended  the 
59th  Session  of  the  Southern  Medical  Associa- 
tion Annual  Meeting  November  14-17  in  Hous- 
ton, Texas. 

Clayton  McCarty,  M.  D.,  Louisville,  KSMA’s 
councilor  to  SMA,  and  newly  elected  Vice 
Chairman  to  the  Council,  acted  as  moderator 
of  a Geriatrics  Symposium.  The  symposium, 
a new  feature  of  the  annual  meeting,  was  held 
in  the  Shamrock  Hotel. 

Two  Kentucky  physicians  were  named  sec- 
tion officers  for  1956.  They  are:  Jesshill  Love, 
M.  D.,  Louisville,  Radiology  and  Robert  Mon- 
roe, M.  D.,  Louisville,  Obstetrics. 

According  to  the  SMA  Daily  Bulletin  the  fol- 
lowing Kentucky  physicians  attended  th  i meet- 
ing: 

(ieorge  Sunders  Benton,  William  A.  Johnson,  Rex  O. 
Moiris,  (iradie  Rowntree.  Marjorie  Rowntree,  R.  J.  Al- 
berliasky.  Ed  T.  Arnn,  L.  Douglas  Atherton,  John  P.  Bell, 
Wesley  G.  Farnsley.  Louis  M.  Foltz,  William  Hagan,  John 
S.  Harter,  Douglas  M.  Haynes,  J.  Kenneth  Hutcherson, 
Robert  Lieh.  Jesshill  Love,  Marvin  A.  Lucas,  Arthur  Clay* 
ton  Mc:Carty.  Oscar  ().  Miller.  Robert  F.  Monroe,  William 
Rav  Moore.  Charles  T.  Moran,  ('arlisle  Morse.  Paul  S. 
Osborne.  Sam  A.  Overstreet.  George  H.  Ray,  Henry  G. 
Saain.  ('arroll  L.  Witten,  Oscar  Block.  Lawrence  A.  Davis, 
Rav  Remmers,  and  Parnell  Rollings,  all  of  Louisville. 

Howell  Davis.  O.  Harlan  Wilson.  Owenslwro ; M.  M. 
Hall.  Lavman  S.  Hall,  iC  amnbellsville : Rex  Hayes,  Glasgow; 
C.  M.  Hei.sel,  William  R.  Miner,  A.  J.  Schwertman,  Cov- 
ington; Ralph  Lynn,  P^lkton ; Ora  ^lason,  Murray;  R.  D. 
Sanders,  Williamsbrg ; David  Jones,  Fulton;  A.  D.  Steely, 
Bardstown:  Douglas  E.  Scott.  Jack  Webb,  Carl  M.  Friesen, 
William  Massie.  Franklin  Moosnick.  Lexington;  M.  C. 
Spradlin.  Somerset;  D.  L.  Vaughn.  Henderson;  and  Nelson 
Widmer.  Lebanon. 


Glasgow  MD  Named  President 
of  Sixth  District  Group 

Russell  Starr,  M.  D.,  Glasgow,  was  elected 
president  of  the  Sixth  Councilor  District  at  a 
meeting  in  Franklin  Nov.  8.  Dr.  Starr  succeeds 
Frank  Moore,  M.  D.,  Bowling  Green. 

Lillard  Beasly,  M.  D.,  Franklin,  was  elected 
vice  president  and  Harold  Keen,  M.  D.,  Bowl- 
ing Green,  was  re-elected  treasurer  of  the  so- 
ciety. L.  O.  Toomey,  M.  D.,  Bowling  Green,  is 
the  councilor  from  the  Sixth  District. 

Barton  McSwain,  M.  D.,  Nashville,  Tennes- 
see, and  Robert  McKinley,  M.  D.^  Glasgow, 
presented  the  scientific  program  for  the  even- 
ing. Dr.  McSwain  discussed,  “Carcinomas  of 
the  Colon  and  Rectum”  and  Dr.  McKinley 
gave  a talk  on  “'Practical  Application  of  In- 
travenous Therapy.” 
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Dr.  Rust,  Newport,  Is  Chairman 
of  New  KSMA  Committee 

-Richard  Rust,  M.  D.,  Newport,  has  been 
named  chairman  of  the  KSMA  Committee  to 
Study  Committee  and  Organizational  Struc- 
ture. The  appointment  was  made  by  Charles 
Vance,  M.  D.,  Lexington,  speaker  of  the  House 
of  Delegates. 

The  committee  was  formed  as  a result  of  the 
adoption  of  a recommendation  made  by  Clyde 

C.  Sparks,  M.  D.,  Ashland,  1955  KSMA  presi- 
dent, in  his  President’s  Address  at  the  ’55  An- 
nual Meeting.  The  recommendation  stated:  “A 
special  committee  of  this  House  be  appointed 
to  study  our  committee,  and  any  other  organi- 
zational structure  problem  it  may  consider 
proper  and  report  at  the  1956  annual  session.” 

Other  members  of  the  Committee  appointed 
by  Dr.  Vance  are:  E.  H.  Baker,  M.  D.,  Louis- 
ville; Ward  Bushart,  M.  D.,  Fulton;  Cooley 
Combs,  M.  D.,  Hazard;  Richard  G.  Elliott,  M. 

D. ,  Lexington;  Joseph  Kurre,  M.D.,  Owensboro; 
Wyatt  Norvell,  M.  D.,  New  Castle;  Robert  Rob- 
ertson, M.  D.,  Paducah,  Clyde  C.  Sparks,  M. 
D.,  Ashland;  and  Ernest  C.  Strode,  M.  D.,  Lex- 
ington. 


UMW  Hospital  in  Middlesboro 
Opened  in  Late  November 

The  first  of  the  chain  of  ten  hospitals  built 
by  the  Miners  Hospital  Association  for  bene- 
ficiaries of  the  UMW  Welfare  and  Retirement 
Fund,  opened  at  Middlesboro  late  in  November. 
Ky.  Miners  Memorial  Hospital  is  the  name 
given  the  new  hospital  with  a capacity  of  80 
beds  and  16  bassinets. 

Other  hospitals  being  built  by  the  associa- 
tion in  Kentucky  will  vary  in  size  from  50  to 
200  beds  and  will  be  in  operation  in  Harlan, 
Hazard,  Pikeville,  McDowell,  and  Whitesburg. 

One  of  the  newest  institutions  will  be  built 
in  Wise,  Virginia.  West  Virginia  will  have 
three — at  Williamson,  Man,  and  Beokley. 


October  Conference  Postponed, 
Re-scheduled  for  Spring 

The  fourth  conference  on  Medical  Care  in 
the  Bituminous  Coal  Mine  Area  which  had 
been  scheduled  for  October  1,  at  Charleston, 
W.  Va.,  will  be  held  next  spring.  The  October 
Conference  was  postponed  because  of  the 
death  of  Carl  M.  Peterson,  M.  D.,  Secretary  of 
the  AMA’s  Council  on  Industrial  Health. 

The  five  state  conference  is  sponsored  by  the 
Committee  on  Medical  Care  for  Industrial 


Workers  of  the  AMA.  Clark  Bailey,  M.  D.,  Har- 
lan, is  a member  of  the  committee. 

States  included  in  the  five  states  are  Ten- 
nessee, Kentucky,  Virginia,  West  Virginia  and 
Pennsylvania. 


Cardiovascular  Disease  Symposium 
Scheduled  For  January  20 

The  second  annual  Symposium  on  Cardio- 
vascular Diseases,  will  be  held  January  20, 
1956  in  the  Louisville  General  Hospital  Am- 
phitheatre. The  meeting  is  sponsored  by  the 
Louisville  Heart  Association,  Inc. 

Featured  on  the  program  will  be  a panel 
discussion.  “Long  Term  Management  of  Cor- 
onary Artery  Disease,”  and  two  guest  lecturers, 
Irving  S.  Wright,  M.  D.,  New  York  City,  and 
Julian  Johnson,  M.  D.,  Philadelphia. 

According  to  John  H.  Llewellyn,  M.  D., 
president  of  the  association,  the  symposium 
is  open  to  physicians,  interns,  residents,  med- 
ical students,  nurses,  technicians  and  other 
hospital  personnel. 


Downtown  Hospital  Site  Favored 
According  to  Physician  Poll 

A poll  of  the  Jefferson  County  Medical  So- 
ciety November  21  revealed  that  its  members 
favored  building  a new  Methodist  Evangelical 
Hospital  on  the  Louisville  Medical  Center  lo- 
cation rather  than  on  the  Claggett  estate  at 
Emerson  and  Dundee. 

Six  hundred  post  card  questionnaires  were 
sent  to  the  society  members.  Of  this  number, 
456  (76'A  ) were  returned.  The  result  of  the 
poll  according  to  Harry  Lehman,  Executive 
Secretary  of  the  Jefferson  County  Medical  So- 
ciety, was:  For  the  Medical  Center,  225;  for  the 
Claggett  Estate,  206;  no  preference,  25. 

Of  the  twenty  five  physicians  who  showed 
no  preference  it  was  stated  many  felt  that  the 
site  of  the  proposed  hospital  was  not  the  con- 
cern of  the  Jefferson  County  Medical  Society. 


Guy  Aud,  M.D.,  Honored  by  ACS 

Guy  Aud,  M.D.,  Louisville,  past  president  of 
the  KSMA,  has  been  elected  an  Honorary  Life 
Member  of  the  Board  of  Directors  of  the  Ameri- 
can Cancer  Society.  Dr.  Aud  is  a former  di- 
rector and  president  of  the  Society. 

Other  Honorary  members  are:  General  Wil- 
liam J.  Donovan;  Eric  A.  Johnston,  C.  C.  Nes- 
selrode, M.D.,  Mrs.  Anna  M.  Rosenberg;  Alfred 
P.  Sloan,  Jr.;  and  James  V.  Stuart. 
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MD's  Have  New  Member  Dinner 

Forty  six  physicians  attended  the  Jefferson 
County  Medical  Society’s  New  Member  In- 
doctrination Dinner  Dec.  1,  at  the  Big  Springs 
Golf  Club  in  Louisville.  The  dinner  was  spon- 
sored by  the  Public  Relations  Committee. 

According  to  Stanley  Simmons,  M.D.,  Louis- 
ville, Chairman  of  the  Public  Relations  Com- 
mittee, the  following  persons  participated  in  a 
panel  discussion  moderated  by  Carroll  Witten, 
M.D.,  Louisville;  Gradie  R.  Rowntree,  M.D., 
President;  Harry  A.  Lehman,  Executive  Sec- 
retary; Carlisle  Morse,  M.D.,  State  Councilor; 
J.  Randolph  Buskirk,  M.D.,  Member  of  the 
Public  Relations  Committee;  Dr.  Simmons;  and 
Robert  Clarke,  feature  writer  of  the  Louisville 
Courier  Journal. 


50  MD's  Attend  Muldraugh  Meet 

Approximately  50  physicians  attended  the 
Muldraugh  Hill  Medical  Society  Meeting  at 
St.  Anthony’s  Hospital  in  Louisville,  Dec.  8, 
according  to  Joseph  C.  Ray,  M.D.,  Louisville, 
secretary  of  the  society. 

The  following  physicians  participated  in  the 
program:  Lanier  Lukins,  M.D.,  P.  M.  Crawford, 
M.D.,  Pat  Cummings,  M.D.,  A.  M.  Isaacs,  M.D., 
Joseph  Armstrong,  M.D.,  Lester  Reed,  M.D., 
Gordon  Smiley,  M.D.,  .'"ohn  M.  English,  M.  D., 
all  of  Louisville;  Capt.  Murrey  E.  Finn,  MC., 
Fort  Knox;  R.  Burke  Casper,  M.D.,  Branden- 
burg; and  Maj.  Albert  J.  Davis,  Jr.,  M.  C. 


L ducatcrs  Congress  Planned  in  Feb. 

More  than  500  medical  educators,  officers 
and  members  of  state  licensing  boards  are  ex- 
pected to  attend  the  52nd  Annual  Congress  on 
Medical  Education  and  Licensure  which  will 
be  held  February  II-I4  at  the  Palmer  House 
in  Chicago. 

Saturday’s  program, (Feb.  11),  will  give  special 
attention  to  current  problems  in  residency; 
and  Monday's  program  (Feb.  13)  will  deal  with 
trends  in  specialization,  problems  relating  to 
clinical  faculty  appointments  and  the  private 
practice  of  medicine,  and  new  approaches  in 
medical  education. 


Dr,  Quill  Heads  RR  Surgeons 

Laurence  M.  Quill,  M.D.,  Newport  physician, 
has  been  elected  President  of  the  Association 
of  Surgeons  of  the  Chesapeake  and  Ohio  Rail- 
road. 

A native  of  Ohio,  Dr.  Quill  is  a ’35  graduate 
of  the  University  of  Cincinnati  College  of 
Medicine. 


GP's  to  Meet  March  19-22 

The  eighth  annual  American  Academy  of 
General  Practice  Scientific  Assembly  will  be 
held  March  19-22  in  the  Washington  D.  C. 
Armory. 

Twenty  six  speakers  will  participate  in  the 
four  day  scientific  meeting,  and  Surgeon  Gen- 
eral Leonard  Scheele  will  deliver  an  address 
to  the  group.  Other  attractions  will  be  60  sci- 
entific and  250  technical  exhibits.  Two  live 
clinics,  a symposium  on  obstetrics  and  special 
tours  through  the  National  Institutes  of  Health, 
Bethesda,  Md.  are  on  the  agenda. 


Heahh  Congress  Begins  Jan.  23 

Elmer  Hess,  M.D.,  President  of  the  AMA,  and 
Benson  Ford,  Vice  President  of  the  Ford  Motor 
Company,  will  be  the  principal  speakers  at  the 
16th  Annual  Congress  on  Industrial  Health  Jan. 
23-24  at  the  Sheraton-Cadillac  Hotel  in  Detroit. 

The  Congress  is  sponsored  by  the  Council  on 
Industrial  Health,  AMA;  Wayne  County  Medi- 
cal Society;  Michigan  State  Medical  Society; 
Michigan  Industrial  Medical  Association;  De- 
troit Industrial  Physician’s  Club;  and  the  De- 
troit Society  for  Surgery  of  Trauma. 


WA  Members  Atlend  CD  Meeting 

Mrs.  R.  Ward  Dushart,  Fulton,  President  of 
the  Woman’s  Auxiliary  to  the  KSMA,  and  Mrs. 
J.  A.  Outland,  Murray,  member  of  the  Civil 
Defense  Committee  of  the  WA,  participated  in 
the  Nov.  15  meeting  of  Civil  Defense  for  Ken- 
tucky Women  at  the  University  of  Kentucky. 
They  took  part  in  the  program  on  Home  Nurs- 
ing. 

A paper  entitled  “Radioactive  Fallout  and  Its 
Problems”  was  presented  by  Theodore  L.  Ad- 
ams, M.D.,  chairman  of  the  KSMA  Emergency 
Medical  Service  Committee. 


Hagan  Fund  to  go  to  Collins  Field 

A memorial  fund  in  honor  of  the  late  James 
E.  Hagan,  M.D.,  Hazard,  has  been  turned  over, 
by  his  wife,  to  the  improvement  program  at 
Collins  (Athletic)  Field  in  Hazard.  Dr.  Hagan 
died  October  23,  1955. 

The  $300  fund  is  the  result  of  contributions 
by  friends  of  Dr.  Hagan,  following  his  death, 
when  his  wife  asked  that  any  tribute  to  her 
husband  be  in  the  form  of  pledges  which  could 
be  given  to  a worthy  cause. 
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PRO-BANTHINE®  FOR  ANTICHOLINERGIC  ACTION 


A Combined  Neuro-Effector 
and  Ganglion  Inhibitor 

Pro-Banthlne  consistently  controls  gastrointestinal 
hypermotility  and  spasm  and  the  attendant  symptoms. 


Pro-Banthine  is  an  improved  anticholinergic 
compound.  Its  unique  pharmacologic  proper- 
ties are  a decided  advance  in  the  control  of  the 
most  common  symptoms  of  smooth  muscle  spasm 
in  all  segments  of  the  gastrointestinal  tract. 

By  controlling  excess  motility  of  the  gastroin- 
testinal tract,  Pro-Banthine  has  found  wide  use^ 
in  the  treatment  of  peptic  ulcer,  functional  diar- 
rheas, regional  enteritis  and  ulcerative  colitis.  It 


is  also  valuable  in  the  treatment  of  pylorospasm 
and  spasm  of  the  sphincter  of  Oddi, 

Roback  and  BeaP  found  that  Pro-Banthine 
orally  was  an  “inhibitor  of  spontaneous  and  his- 
tamine-stimulated gastric  secretion”  which  “re- 
sulted in  marked  and  prolonged  inhibition  of  the 
motility  of  the  stomach,  jejunum,  and  colon. . . .” 
Therapy  with  Pro-Banthine  is  remarkably  free 
from  reactions  associated  with  parasympathetic 
inhibition.  Dryness  of  the  mouth  and  blurred 
vision  are  much  less  common  with  Pro-Banthine 
than  with  other  potent  anticholinergic  agents. 

In  Roback  and  Beal's^  series  “Side  effects  were 
almost  entirely  absent  in  single  doses  of  30  or 
40  mg. , . .” 

Pro-Banthine  (/3-diisopropylaminoethyl  xan- 
thene-9-carboxylate  methobromide,  brand  of 
propantheline  bromide)  is  available  in  three  dos- 
age forms ; sugar-coated  tablets  of  1 5 mg. ; sugar- 
coated  tablets  of  15  mg.  of  Pro-Banthine  with  15 
mg.  of  phenobarbital,  for  use  when  anxiety  and 
tension  are  complicating  factors;  ampuls  of  30 
mg.,  for  more  rapid  effects  and  in  instances  when 
oral  medication  is  impractical  or  impossible. 

For  the  average  patient  one  tablet  of  Pro- 
Banthine  (15  mg.)  with  each  meal  and  two  tablets 
(30  mg.)  at  bedtime  will  be  adequate.  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  Schwartz  T.  R.;  Lehman,  E.;  Ostrove,  R.,  and  Scibel,  J.  M.: 
Gastroenterology  25.416  (Nov.)  1953. 

2.  Roback,  R.  A.,  and  Beal,  J.  M.:  Gastroenterology  25:24 
(Sept.)  1953. 


C//n/co/  irtai  packoges  of  Pro-Banthlne  and  the  new  booklet,  "Cose 
Hisfor/es  of  Anf»cho/inerg/c  Action,"  are  available  on  request  to . , . 


P.  O.  Box  5110-6-13 
Chicago  80,  1 1 linols 
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Radiologists  Develop  TB  Program 

A new  five  point  program  aimed  at  guiding 
mass  chest  x-rays  screening  programs  for  the 
detection  of  pulmonary  tuberculosis  has  been 
announced  by  the  American  College  of  Radio- 
logy. This  Association  is  composed  of  physi- 
cians who  specialize  in  the  use  of  x-rays,  radium 
and  other  radioactive  substances  for  diagnosis 
and  treatment  of  disease. 

Three  of  the  points  brought  out  by  the  asso- 
ciation in  their  program  are:  (1.)  Prior  arrange- 
ments for  prompt  follow-up  medical  examina- 
tion and  definitive  diagnosis  of  all  persons  re- 
ported to  have  abnormal  pulmonary  x-ray 
shadows.  (2.)  Prior  arrangements  for  adequate 
medical  care  and  hospitalization  of  all  persons 
found  as  a result  of  the  survey  to  be  in  need  of 
such.  (3.)  Prior  arrangements  for  adequacy  of 
roentgen  examination  and  interpretation. 


Atlanta  Meet  Begins  February  20 

The  annual  meeting  of  the  Atlanta  Graduate 
Medical  Assembly  will  be  held  at  the  Atlanta 
Biltmore  Hotel,  February  20-22,  1956.  Top  spec- 
ialists in  all  fields  of  medicine  will  participate 


in  the  meeting,  according  to  Mark  Dougherty, 
M D.,  chairman  of  the  Publicity  Committee. 


New  KSMA  Members 

Thirteen  new  members  have  been  added  to 
the  KSMA  membership  roster.  They  are: 
Harry  James  Batts,  M.D.,  Louisville 
Lotte  Bernstein,  M.D.,  Louisville 
Clarence  K.  Dixon,  M.D.,  Louisville 
Harvey  C.  Hardegree,  M.D.,  Louisville 
Douglas  M.  Haynes,  M.D.,  Louisville 
Rebecca  H.  Hechter,  M.D.,  Louisville 
Rex  R.  Johnson,  M.D.,  Owenton 
G.  George  Maier,  M.D.,  Louisville 
Ernest  R.  Seitz,  M.D.,  Louisville 
William  W.  Spalding,  M.D.,  Louisville 
John  L.  Vogel,  M.D.,  Louisville 
Jay  W.  Wilson,  M.  D.,  Jeffersontown 
John  L.  Wolford,  M.D.,  Louisville 


Former  surgeon  general  of  Ihe  Navy.  Ross  T, 

Mclntire,  M.D.,  recently  wrote  in  the  Journal 
of  the  International  College  of  Surgeons  that 
in  an  atomic  or  guided  missile  war,  blood  and 
its  derivatives  will  be  the  surgeon’s  greatest 
aids. 


One  of  the  oldest  private  hospitals 
in  the  United  States  operated  for 
the  care  and  treatment  of  nervous 
and  mental  patients. 

Modernly  equipped  to  provide  the 
use  of  oil  accepted  methods  of  treat- 
ment. Constant  medical  supervision 
with  registered  nurses  in  charge. 
Ample  classification  facilities. 


Conveniently  located,  twenty  nine 
acres  of  beautiful  grounds  assure 
complete  privacy. 

MEMBER  OF:  American  Hospital  As- 
sociation, Ohio  Hospital  Association, 
Central  Psychiatric  Hospital  Assoc. 
APPROVED  BY:  American  College  of 
Surgeons,  Council  of  Hospitals. 
LICENSED  BY  State  of  Ohio. 

D.  A.  JOHNSTON,  M.D. . . Mexico/  Director 
W,  N.  WRIGHT,  M.D.  Resident  Psychiatrist 
HENRY  GRUENER,  M.D.  Resident  Physician 
ELLIOTT  OTTE Business  Administratar 


CifMdiiiurti  24,  Ohio 


Rest  Cottage,  beautifully  furnished,  is 
a separate  department  devoted  to 
the  core  of  certain  psycho-neuroses, 
rest,  and  convalescent  cases. 


Tetracyn 

Tetracycline  is  notable  among  broad-spectrum  antibiotics 
for  its  solubility  and  stability.  And,  clinical  trials  have  established 
that  tetracycline  is  an  efficient  antibiotic  against 
those  diseases  due  to  susceptible  microorganisms. 


Tetracyn  is  available  In  a variety  of  oral, 
parenteral  and  topical  dosage  forms  for  the 
^ treatment  of  a wide  range  of  susceptible  infections. 
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SOCIAL  SECURITY— BIG  ISSUE  IN  '56 

(Continued  from  page  55) 

of  this  developing  program,  because  we 
do  not  believe  that  either  the  Congress  or 
the  public  has  any  conception  of  its  mag- 
nitude.” 

Our  social  security  system  now  has 
reached  the  point  where  any  further 
changes  may  have  a profound  influence 
on  the  nation’s  economic,  social  and  poli- 
tical future.  The  time  has  come  to  face 
up  to  the  question  of  just  what  social  se- 
curity should  accomplish  and  just  where 
it  should  stop.  The  Association  strongly 
urges  that  the  social  security  issue  be 
taken  out  of  the  arena  of  vote-catching 
politics;  that  there  be  an  objective, 
thorough  study  of  social  security  in  all  its 
present  and  future  aspects,  and  that  the 
facts  and  realities  emerging  from  such  a 
studv  be  used  as  the  basis  for  a sound 
national  decision  on  this  vital  issue.  It  es- 
pecially protests  precipitate  action  on  the 
complex  Question  of  disability  without 
thorough  investigation  of  alternative  me- 
chanisms. 

In  our  opinion,  that  is  a reasonable,  re- 
sponsible policy  that  deserves  the  moral 
and  intellectual  support  of  every  physi- 
cian. 


News  Items 

Charles  Fisher,  M.D..  a 1953  graduate  of  the 
University  of  Louisville  School  of  Medicine, 
has  begun  practice  in  Madisonville.  Dr.  Fisher, 
who  interned  at  General  Hospital  in  Louisville, 
recently  moved  to  Madisonville  from  Flemings- 
burg. 


A.  Stark  Walkoff,  M.D.,  has  recently  opened 
offices  in  Louisville  for  the  practice  jf  obstet- 
rics and  gynecology.  Dr.  Walkoff,  a ’50  grad- 
uate of  the  Hahnemann  Medical  College  in 
Philadelphia,  interned  at  Philadelphia  General 
Hospital.  He  served  residencies  at  the  Hahne- 
mann Hospital  in  Philadelphia  and  the  Louis- 
ville General  Hospital. 


Samuel  Scheen.  M.D..  formerly  of  Clover- 
port,  is  taking  a residency  in  dermatology  at 
the  General  Hospital  in  Cincinnati.  Dr.  Scheen 
is  a ’53  graduate  of  the  University  of  Louis- 
ville School  of  Medicine.  He  took  his  intern- 
ship at  the  St.  Joseph  Hospital  in  Louisville. 


Jerry  McKenney,  M.D.,  ’54  graduate  of  the 
University  of  Louisville  School  of  Medicine, 
has  moved  from  Lexington  to  Marion  in  Crit- 
tenden County.  Dr.  McKenney  recently  com- 
pleted his  internship  at  the  Good  Samaritan 
Hospital  in  Lexington. 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

(The  Pioneer  Postgraduate  Medical  Institution  in  America) 


EAR,  NOSE  and  THROAT 


PRACTICAL  ELECTROCARDIOGRAPHY 


EYE, 

A three  months  combined  full  time  refresher  course 
consisting  of  attendance  at  clinics,  witnessing  opera* 
tions,  lect/ures,  demonstrations  of  cases  and  cadaver 
demonstrations:  ojierative  eve,  ear,  nose  and 

throat  on  tlie  cadaver;  clinical  and  cadaver 
demonstrations  in  bronchoscopy,  lar.vngeal  surgery 
and  surgery  for  facial  palsy;  refraction;  radiology; 
patliology.  bacteriology  and  embryology;  physiology; 
neuroanatomy;  anesthesiology;  jiliysical  medicine;  al- 
lergy, as  applied  to  clinical  practice.  Examination  of 
patients  preoperatively  and  follow-up  postoperatively 
in  the  wards  and  clinics.  Attendance  at  dejiartinent- 
al  and  general  conferences. 

For  Information  about  these  and  THE  DEAN, 
other  courses  AddressS> 


A two  weeks  part  time  elementary  course  for  the  prac- 
titioner based  upon  an  understanding  of  electropliysi- 
ologic  jirinciples.  Standard.  unipolar  and  precordial 
electrocardiography  of  the  normal  heart.  Bundle  branch 
block,  ventricular  hypertrophy,  and  myocardial  iniarc* 
tion  considered  from  iclinical  as  well  as  electrocardio- 
graphic viewi)oints.  Dia^gnosis  of  arrhythmias  of  clinical 
significance  will  lie  einjihasized.  Attendance  at,  and  par- 
ti* ipation  in.  sessions  of  actual  reading  of  routine  hos- 
pital electrocardiograms. 


345  WEST  50th  St.,  New  York  19,  N.  Y- 


f THE 

,K  E E L E Y 

Treating  alcoholism  and  other  problems  of  addiction 

^INSTITUTE 

REGISTERED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION - 
MEMBER  AMERICAN  HOSPITAL  ASSOCIATION. 

OWlOHT,  ILLINOIS 
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^Trademark  for  the  Upjohn  brand  of  prednisolone  (delta-l-hydrocortisone) 


tlncnt  jf^aru^raplti 


Two  speech  therapists  and  a student  occu- 
pational therapist  have  ibeen  granted  scholar- 
ships by  the  National  Society  for  Crippled 
Children  and  Adults  and  Kappa  Delta  Phi,  na- 
tional sorority.  The  grants  are  in  support  of 
two  different  projects  co-sponsored  by  the  two 
groups:  the  Speech  Correction  Fund  program 
and  a project  which  assists  occupational  and 
physical  therapy  students  to  finish  their  train- 
ing. Funds  recently  appropriated  by  the  soror- 
ity will  continue  the  scholarship  program  dur- 
ing the  coming  year. 


ducted  in  1956.  Oral  conferences  will  be  held 
on  January  23,  April  16,  August  6,  and  October 
22.  The  written  examinations  will  be  held  on 
January  30-31,  April  23-24,  July  23-24  and  Oc- 
tober 29-30.  Both  the  oral  and  written  exami- 
nations will  be  given  at  the  Cook  County  Hos- 
pital and  Cook  County  Graduate  School  of 
Medicine,  Chicago. 


Physicians  and  their  wives  are  invited  to  at- 
tend the  sectional  meeting  of  the  International 
College  of  Surgeons  to  be  held  at  the  Green- 
brier Hotel  at  White  Sulphur  Springs,  West 
Virginia,  February  12-15,  1956. 


The  American  College  of  Surgeons  will  hold 

a four  day  Sectional  Meeting  in  Philadelphia, 
Pa.,  February  13-16.  Sessions  in  general  sur- 
gery and  the  specialties,  hospital  clinics,  sur- 
gical Forum  research  reports,  cine  clinic  films, 
technical  exhibits,  and  hospital  field  trips  will 
be  included  in  the  program. 


Four  oral  and  four  written  examinations  for 

Fellows  in  the  United  States  Section  of  the  In- 
ternational College  of  Surgeons  will  be  con- 


The Fourth  Postgraduate  Course  on  Diabetes 

and  Basic  Metabolic  Problems  sponsored  by  the 
ADA,  will  be  given  at  the  new  Statler  Hilton 
Hotel  in  Dallas,  Texas,  Jan.  25-26-27.  The 
course,  open  to  members  of  the  medical  pro- 
fession, is  $40  for  ADA  members  and  $75  for 
nonmembers. 


The  1955  Annual  Meeting  of  the  American 

Academy  of  Allergy  will  be  held  February  6-8 
at  the  Chase  Hotel  in  St.  Louis,  Missouri.  There 
is  no  registration  fee  for  any  of  the  sessions. 
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NEW  CASTLE  SANITARIUM 

Telephone  362  1 
NEW  CASTLE,  KY. 

For  the  care  of 

CHRONIC,  CONVALESCENT  AND  GERIATRIC 
PATIENTS 

Member  of  the  American  Hospital  Association 
Member  of  the  American  Assn,  of  Nursing  Homes 
Licensed  and  Approved  by  the  State  of  Kentucky 

SPECIAL  DIETS  PREPARED  — ELECTRO-THERAPY 
TREATMENTS  AVAILABLE 

PRIVATE  PHYSICIAN  AVAILABLE  AT  ALL  HOURS 
24-HOUR  EFFICIENT  AND  CHEERFUL  NURSING  CARE 

REASONABLE  RATES 

New  Selectemp  Moduloted  Steam  Heat  With  Filtered  Air 
For  Maximum  Comfort  ond  Sofety 
Protected  Throughout  With  Automatic  Fire  Detection 
ond  Alarm  System 

IRA  O.  WALLACE,  Administrator 




Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  ore  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

• NOW  AVAILABLE!  Mens  confluctive  snoes.  N.u.r.u.  speci- 
fications. For  surqeons  and  ooeralinq  room  personnel. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contoct  your  local  FOOT-SO-PORT 
Shoe  Agency . Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wts. 


COUNTY  SOCIETY  REPORTS 

JESSAMINE 

The  Jessamine  County  Medical  Society  met 
November  2,  to  elect  officers  for  the  coming 
year.  M.  C.  Pentz,  M.D.,  was  elected  president 
and  J.  S.  Williams,  M.D.,  was  elected  secretary 
of  the  society. 

J.  S.  Williams,  M.D.,  Secretary 


PIKE 

The  Pike  County  Medical  Society  met  Octo- 
ber 18  in  Pikeville.  Twenty  five  members  at- 
tended. 

A motion  that  Pike  County  agree  to  take 
care  of  all  private  patient  immuniz  .tion  records 
and  furnish  the  Health  Department  with  neces- 
sary records  was  made  and  seconded. 

Carl  Scott,  M.D.,  Lexington,  gave  a talk  on 
erythroblastosis. 

G.  N.  Combs,  M.D.,  Secretary-Treasurer 


SCOTT 

Robert  Kinnaird,  M.D.,  Lexington,  was  the 
guest  speaker  at  the  monthly  meeting  of  the 
Scott  County  Medical  Society  Nov.  3.  He  spoke 
on  Carcinoma  of  the  Prostate. 

A motion  that  the  dentists  and  pharmacists 
be  invited  to  meet  with  the  society  once  a year 
was  made,  seconded  and  adopted.  The  Jan- 
uary meeting  was  designated  as  the  meeting 
time. 

H.  V.  Johnson,  M.D.,  Secretary 


SCOTT 

J.  Campbell  Cantrill,  M.D.,  was  elected  presi- 
dent of  the  Scott  County  Medical  Society  at 
their  December  meeting  in  Georgetown. 

Other  officers  elected  for  1956  were:  C.  R. 
Lewis,  M.D.,  Vice  President;  H.  G.  Wells,  M.D., 
Delegate;  F.  W.  Wilt,  M.D.,  Alternate;  W.  S. 
Allphin,  M.D.,  Censor,  3 years;  H.  V.  Johnson, 
M.D.,  Secretary  and  Treasurer. 

The  society  voted  to  protest,  to  the  council- 
lor and  the  Kentucky  State  Medical  Associa- 
tion, against  the  purchase  of  polio  vaccine  after 
February  1956. 

H.  V.  Johnson,  M.D.,  Secretary 


SHELBY-OLDHAM 

The  October  meeting  of  the  Shelby-Oldham 
County  Medical  Society  was  held  at  the  Stone 
Inn  in  Simpsonville.  Twenty  members  attended 
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the  meeting. 

The  society  named  a nominating  committee 
and  a committee  on  resolution  on  the  death 
of  Lister  Collins,  M.D.,  Mount  Eden.  Dr.  Col- 
lins died  October  25,  1955. 

A film  “Cancer  of  the  Mouth,”  was  shown. 
The  next  meeting  of  this  society  will  be  held 
November  18,  at  the  Stone  Inn.  L.  T.  Kurland, 
M.D.,  Bethesda,  Md.,  will  talk  on  Multiple 
Sclerosis. 

C.  C.  Risk,  M.D.,  Secretary. 


M^fMoriam 

G.  DARWIN  CALLIHAN,  M.  D. 
Preslonsburg 
1880  - 1955 

Dr.  Callihan,  76,  a bachelor  physician  who 
began  practice  50  years  ago,  died  Oct.  23. 

He  was  graduated  from  the  Eclectic  Medical 
School  in  1904.  A native  of  Prestonsburg,  Dr. 
Callihan  was  the  son  of  a physician,  and  a 
brother  of  the  late  William  R.  Callihan,  M.D. 


D.  RANDOLPH  SKAGGS.  M.  D. 
Ashland 
1871-1955 

Dr.  Skaggs,  84,  died  in  Ashland  November  3. 

A 1907  graduate  of  the  Hospital  College  of 
Medicine,  Dr.  Skaggs  had  practiced  in  the 
mountains  of  Magoffin,  Breathitt,  Knott  and 
Wolfe  counties  since  his  graduation.  He  re- 
tired eight  years  ago. 


CLARENCE  F.  HALEY.  M.  D. 
Brooksville 
1887  - 1955 

Dr.  Haley,  68,  died  at  his  home  in  Brooks- 
ville, Oct.  10,  of  a heart  attack. 

Dr.  Haley,  a 1919  graduate  of  the  University 
of  Louisville  Medical  School,  had  practiced 
medicine  in  Bracken  Cjunty  since  his  grad- 
uation. 

He  was  a charter  member  of  the  Brooksville 
Lions  Club,  a member  of  the  Masonic  Lodge 
and  of  the  Brooksville  Christian  Church,  sec- 
retary of  the  Bracken  County  Medical  Society. 
Dr.  Haley  was  a member  of  the  courtesy  medi- 
cal staff  at  Hayswood  Hospital  and  a member 
of  the  KSMA  and  the  AMA. 


J.  J.  MARSHALL.  M.  D. 

Crittenden 

1876-1955 

Dr.  Marshall  died  at  St.  Elizabeth  Hospital 
at  the  age  of  79.  He  had  been  in  the  hospital 
for  the  past  month. 

A graduate  of  the  Louisville  Medical  School, 
Dr.  Marshall  confined  most  of  his  practice  to 
the  Crittenden  community.  In  1946  he  resigned 
from  practice. 

He  was  a member  of  the  Crittenden  Chris- 
tian Church  and  of  the  Crittenden  Lodge  of 
Free  and  Accepted  Masons. 


WANTED:  Registered  physical 
therapist,  by  Kentucky  Rehabili- 
tation Center  at  the  University  of 
Kentucky,  Lexington,  Kentucky. 
Contact  Medical  Director  at  Ken- 
tucky Rehabilitation  Center,  Inc., 
at  the  University  of  Kentucky  or 
call  Lexington  2-2200,  Ext.  2401 
for  appointment. 


LOUISVILLE  Office: 
Calvin  BImer,  Rep., 
Telephone  Clay  3636 


32 


The  Journal  of  the  Kentucky  State  Medical  Association  [Jan.,  1956 


1956  CONSTITUTION  AND  BY-LAWS  OF  THE  KENTUCKY 
STATE  MEDICAL  ASSOCIATION 


Article  I. 

CONSTITUTION 

Name  of  the  Association 

Article  II. 

Purpose  of  the  Association. 

Article  III. 

Component  Societies 

Article  IV. 

Composition  of  the  Association 

Article  V. 

House  of  Delegates 

Article  VI. 

Sections  and  District  Societies 

Article  VII 

Sessions  and  Meetings 

Article  VIII. 

Officers 

Article  IX. 

Funds  and  Expenses 

Article  X. 

Referendum 

Article  XI 

The  Seal 

Article  XII. 

Amendments 

Article  XHI. 

Meaning  of  Term  “County  So- 

Chapter I. 

cieties” 

BY-LAWS 

Membership 

Chapter  II. 

Annual  and  Special  Sessions  of 

Chapter  III. 

the  Association 
General  Meeting 

Chapter  IV. 

House  of  Delegates 

Chapter  V. 

Election  of  Officers 

Chapter  VI. 

Duties  of  Officers 

Chapter  VII. 

The  Council 

Chapter  VHI 

Committees 

Chapter  IX. 

Assessments  and  Expenditures 

Chapter  X. 

Rules  of  Conduct 

Chapter  XI 

Rules  of  Order 

Chapter  XII. 

County  Societies 

Chapter  XHI. 

Amendments 

CONSTITUTION 

Article  I.  Name  of  the  Association 

The  name  and  title  of  this  organization  shall 
ibe  the  Kentucky  State  Medical  Association. 

Article  II.  Purpose  of  the  Association 
The  purpose  of  the  Ass  iciation  shall  be  to 
federate  and  bring  into  compact  organization 
the  entire  medical  profession  of  the  State  of 
Kentucky  and  to  unite  with  similar  associations 
in  other  states  to  form  the  American  Medical 
Association,  with  a view  to  the  extension  of 
medical  knowledge,  and  the  advancement  of 
medical  science  and  charity,  to  the  elevation 
of  the  standard  of  medical  education  and  to 
the  enactment  and  enforcement  of  just  medical 
laws;  the  promotion  of  friendly  intercourse  a- 
mong  physicians  and  to  the  guarding  and  foster- 
ing of  their  material  interest;  to  protect  the 
members  thereof  against  unjust  assaults  upon 
their  professional  care,  skill  or  integrity;  and 
to  the  enlightenment  and  direction  of  public 
opinion  in  regard  to  the  great  problem  of  state 
medicine  so  that  the  profession  shall  become 
more  capable  and  honoi’able  within  itself  and 


more  useful  to  the  public  in  the  prevention 
and  cure  of  disease  and  in  prolonging  and  add- 
ing comfort  to  life. 

Article  III.  Component  Societies 

Component  societies  shall  consist  of  those 
medical  societies  which  hold  charters  from  this 
Association. 

Article  IV.  Composition  of  the  Association 

The  Association  shall  consist  of  the  members 
of  the  component  societies,  and  the  House  of 
Delegates  shall  have  authority  to  adopt  By- 
laws regulating  the  admission  and  classifica- 
tion of  menjbers  as  deemed  advisable. 

Article  V.  House  of  Delegates 

Section  I.  The  House  of  Delegates  shall  be 
the  legislative  and  business  body  of  the  As- 
sociation and  shall  have  the  poiwer,  by  a two- 
thirds  vote  of  all  the  delegates  present  at  that 
session  to  adopt  By-laws  to  carry  out  the  pro- 
visions of  this  Constitution. 

Section  2.  Delegates  shall  be  members  of  and 
elected  by  component  societies  in  accordance 
with  the  By-Laws.  Officers  of  the  Association 
and  Delegates  to  the  American  Medical  Asso- 
ciation and  the  five  immediate  Past-Presidents 
shall  be  ex-officio  members  of  the  House  of 
Delegates  and  entitled  to  vote. 

Section  3.  The  Speaker  or  Vice-Speaker  shall 
preside  during  the  meetings  of  the  House  of 
Delegates.  The  Presiding  Officer  shall  not  be 
entitled  to  a vote  except  in  the  event  of  a tie 
vote: 

Section  4.  The  House  of  Delegates  shall  be  the 
final  judge  as  to  the  qualification  of  its  mem- 
bers. 

Article  VI.  Sections  and  District  Societies 

The  House  of  Delegates  may  provide  for  a 
division  of  the  scientific  work  of  the  Associa- 
tion into  appropriate  Sections  and  for  the  or- 
ganization of  such  Councilor  District  Societies 
as  will  promote  the  best  interest  of  the  profes- 
sion, such  societies  to  be  composed  exclusively 
of  members  of  component  societies. 

Article  VII.  Sessions  and  Meetings 

The  Association  shall  hold  an  annual  session 
and  such  special  sessions  as  may  be  desirable 
in  accordance  with  the  By-Laws  of  the  Asso- 
ciation. 

Article  VIII.  Officers 

Section  I.  The  Officers  of  this  Association 
shall  be  a Presiden*^,  a President-Elect,  three 
Vice-Presidents,  a Secretary,  a Treasurer,  a 
Speaker  and  Vice-Speaker  of  the  House  of 
Delegates,  and  a Councilor  from  each  Councilor 
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District  that  may  be  established  and  such  other 
Officers  as  provided  for  in  the  By-Laws. 

Section  2.  The  Officers  of  the  Association 
shall  serve  for  the  term  of  office  and  subject  to 
provisions  as  specified  in  the  By-Laws. 

Section  3.  All  officers  shall  serve  until  their 
successors  have  been  elected  and  installed. 

Section  4.  The  Officers  of  the  Association 
shall  be  elected  by  the  House  of  Delegates  at 
the  annual  session  of  the  Association  and  shall 
take  office  on  the  last  day  of  the  annual  meet- 
ing. 

Article  IX.  Funds  and  Expenses 

Funds  for  meeting  the  expenses  of  the  As- 
sociation shall  be  arranged  for  by  the  House 
of  Delegates  by  an  equal  per  capita  assessment 
upon  each  county  (component)  society  to  be 
fixed  by  the  House  of  Delegates  by  voluntary 
contribution  and  from  other  sources  of  revenue. 
Funds  may  be  appropriated  by  the  House  of 
Delegates  to  defray  the  expenses  of  the  Annual 
Session,  for  publication  and  for  such  other  pur- 
poses as  will  promote  the  welfare  of  the  As- 
sociation and  profession. 

Article  X.  Referendum 

The  General  Meeting  of  the  Association  may, 
by  a two-thirds  vote,  order  a general  referen- 
dum upon  any  question  pending  before  the 
House  of  Delegates,  and  the  House  of  Delegates 
may,  by  a similar  vote  of  its  own  members  or 
after  a like  vote  of  the  General  Meeting,  sub- 
mit any  such  question  to  the  membership  of  the 
Association  for  a final  vote;  and  if  the  persons 
voting  shall  comprise  a majority  of  all  the 
members,  a majority  of  such  vote  shall  deter- 
mine the  question  and  be  binding  upon  the 
House  of  Delegates. 

Article  XI.  The  Seal 

The  Association  shall  have  a common  Seal 
with  power  to  break,  change  or  renew  the  same 
at  pleasure. 

Article  XII.  Amendments 

The  House  of  Delegates  may  amend  any  ar- 
ticle of  this  Constitution  by  a two-thirds  vote  of 
the  delegates  registered  at  the  Annual  Session, 
provided  that  such  amendment  shall  have  been 
presented  in  open  meeting  at  the  previous  An- 
nual Session,  and  that  it  shall  have  been  sent 
officially  to  each  component  county  society  at 
least  two  months  before  the  session  at  which 
final  action  is  to  be  taken. 

Article  XIII.  Meaning  of  Term  "County 
Societies’' 

Anywhere  in  the  Constitution,  Articles  of 
Incorporation,  or  By-Laiws  in  which  the  term 
county  society,  or  county  societies;  component 
county  society  or  component  medical  society 
appears,  it  shall  be  construed  to  mean  com- 
ponent society. 


BY-LAWS 

Chapter  I.  Membership 

Section  I.  A member  of  this  Association  must 
be  a member  of  one  of  the  component  societies 
and  when  certified  to  the  Secretary  of  the  As- 
sociation as  a member  of  a component  society, 
properly  classified  as  to  type  of  membership, 
and  when  the  dues  pertaining  to  his  member- 
ship classification  have  been  received  by  the 
Secretai'y  of  the  Association  the  name  of  the 
member  shall  be  included  in  the  official  roster 
of  the  Association  and  the  member  shall  be  en- 
titled to  all  the  privileges  of  his  class  member- 
ship. 

Section  2,  Active  Members.  Active  mem- 
bers shall  comprise  the  active  members  of  the 
component  medical  societies.  To  be  eligible 
for  active  membership  in  any  component  coun- 
ty society  the  applicant  must  be: 

A.  A doctor  of  medicine  who  is  licensed  to 
practice  medicine  in  the  State  of  Kentucky 
and  who  is  of  good  moral  and  professional 
standing. 

B.  A medical  officer  of  the  United  States 
Army,  Navy,  Air  Force,  Veterans  Administra- 
tion, Public  Health  Service,  or  other  govern- 
mental service  while  on  duty  in  the  State. 

C.  Any  doctor  of  medicine  engaged  in  scien- 
tific or  professional  pursuits  whose  principles 
and  ethics  are  consonant  with  those  of  the 
State  Association. 

Seclion  3.  Associate  Members.  Associate 
members  shall  consist  of  associate  members  of 
the  component  medical  societies  who  are  not 
eligible  for  active  membership  and  who  are 
qualified  under  one  or  more  of  the  following 
groups: 

A.  An  intern,  resident  or  teaching  fellow  who 
is  a Doctor  of  Medicine  but  who  is  not  licensed 
to  practice  medicine  in  the  state. 

B.  A person  who  is  not  a Doctor  of  Medicine 
but  who  is  engaged  in  scientific,  professional 
or  other  pursuits,  whose  principles  and  ethics 
are  consonant  with  those  of  the  Association. 

C.  A Doctor  of  Medicine  residing  and  prac- 
ticing outside  the  area  covered  by  the  com- 
ponent society  and  who  is  an  active  member 
in  good  standing  in  his  own  component  society. 

Associate  members  shall  not  have  the  right 
to  vote  nor  to  hold  office.  The  Council  shall, 
fiom  time  to  time,  determine  the  amount  of 
dues  to  be  charged.  Associate  members  shall 
receive  the  Journal  and  the  publications  of  the 
Association. 

Seclion  4.  Emeritus  Members.  Component 
societies  may  elect  as  a Member-Emeritus  any 
Doctor  of  Medicine  who  has  retired  from  ac- 
tive practice  and  (who  has  previously  maintain- 
ed active  membership  in  good  standing  in  his 
society.  Emeritus  members  shall  not  have  the 
right  to  vote  nor  to  hold  office  and  shall  not 
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pay  dues.  They  shall  receive  the  Journal  and 
other  publications  of  the  Association. 

Section  5.  Student  Members.  Any  student 
in  an  accredited  medical  school  in  Kentucky 
or  any  resident  of  Kentucky  who  is  a student 
in  any  accredited  medical  school  in  the  United 
States  shall  be  eligible  for  student  membership. 
Student  members  shall  not  have  the  right  to 
vote  nor  hold  office.  They  may  apply  directly 
to  the  State  Association  for  membership  and 
be  assigned  to  the  county  society  of  their  choice. 
The  Council  shall  determine,  from  time  to 
time,  the  amount  of  dues  to  be  charged.  Stu- 
dent members  shall  receive  the  Journal  of  the 
Association.  The  membership  year  for  student 
members  shall  run  from  September  1 to  August 
31  of  each  year. 

Section  6.  Honorary  Members.  Any  physician 
possessed  of  scientific  attainments  who  is  a 
member  of  a constituent  State  Medical  Asso- 
ciation and  who  has  participated  in  the  pro- 
gram of  the  Scientific  Session  and  who  is  not 
a citizen  of  Kentucky  may  by  unanimous  vote 
of  the  House  of  Delegates  be  elected  to  honor- 
ary membership.  Honorary  members  shall  be 
entitled  to  the  privilege  on  the  floor  in  all 
scientific  sessions. 

Section  7.  Guests  of  Honor.  Any  distinguish- 
ed physician  not  a resident  of  this  State  may 
become  a guest  of  honor  during  any  annual 
session  upon  invitation  of  the  Association  or 
its  Council  and  shall  be  accorded  the  privilege 
of  participating  in  all  of  the  scientific  work  of 
that  session. 

Section  8.  The  name  of  a physician  upon  the 
properly  certified  roster  of  members  or  list  of 
delegates,  of  a chartered  county  society  which 
has  paid  its  annual  assessment,  shall  be  prima 
facie  evidence  of  his  right  to  register  at  the 
Annual  Session  in  the  respective  bodies  of  this 
Association. 

Section  9.  No  persons  who  are  under  sentence 
of  suspension  or  expulsion  from  any  component 
society  of  this  Association,  or  whose  name  has 
been  dropped  from  its  rolls  of  membership, 
shall  be  entitled  to  any  of  the  rights  or  bene- 
fits of  this  association,  nor  its  proceedings  un- 
til such  time  as  he  has  been  relieved  of  such 
liability. 

Section  10.  Each  •"ember  in  attendance  at 
the  Annual  Session  shall  enter  his  name  on  the 
registration  book  indicating  the  comoonent  so- 
ciety of  which  he  is  a member.  When  his  right 
to  membership  has  been  verified  bv  reference 
to  the  roster  of  the  society,  he  shall  receive  a 
badge  which  shall  be  evidence  of  his  right  to 
all  the  privileges  of  membership  at  that  session. 
No  member  or  delegate  shall  take  part  in  any 
of  the  proceedings  of  an  annual  session  until 
he  has  complied  with  the  provision  of  this  sec- 
tion. 


Chapter  II.  Annual  and  Special  Sessions  of 
The  Association 

The  Association  shall  hold  an  Annual  Ses- 
sion and  such  special  session  at  such  times  and 
places  as  may  be  determined  by  the  House  of 
Delegates.  All  sessions  shall  be  limited  to  the 
scientific,  educational,  legislative,  economic 
and  business  activities  of  the  Association.  Such 
special  sessions  shall  be  held  in  accordance 
with  the  provisions  of  Chapter  IV,  Section  I of 
the  By-Laws. 

Chapter  III.  General  Meeting 

The  General  Meeting  shall  include  all  regis- 
tered active  members,  associate  n.embers  and 
guests.  Associate  members  and  guests  shall  not 
have  the  right  to  vote  on  pending  questions, 
but  shall  have  equal  rights  with  active  mem- 
bers to  participate  in  the  proceedings  and  dis- 
cussions. Each  General  Meeting  shall  be  presid- 
ed over  by  the  President  or  in  his  absence  or 
disability  or  upon  his  request,  by  one  of  the 
Vice-iPresidents.  Before  it,  at  such  time  and 
place  as  may  have  been  arranged,  shall  be  de- 
livered the  annual  address  of  the  President, 
and  the  entire  time  of  the  sessions  as  far  as 
may  be,  shall  be  devoted  to  papers  and  dis- 
cussions relating  to  scientific  medicine. 

Chapter  IV.  House  of  Delegates 

Section  I.  The  House  of  Delegates  shall  meet 
annually  at  the  time  and  place  of  the  Annual 
Session  of  the  Association  and  shall  so  fix  its 
hours  of  meeting  as  not  to  conflict  with  the 
first  General  Meeting  of  the  Association,  or  with 
the  meeting  held  for  the  address  of  the  Presi- 
dent so  as  to  give  delegates  an  opportunity 
to  attend  the  other  scientific  proceedings  and 
discussions  so  far  as  is  consistent  with  their 
duties.  But  if  the  business  interest  of  the  as- 
sociation and  profession  require,  it  may  meet  in 
advance  or  remain  in  session  after  the  final  ad- 
journment of  the  General  Meeting.  The  House 
of  Delegates  may  be  called  into  special  session 
by  the  President  with  the  approval  of  the 
Council  and  a special  session  of  the  House  of 
Delegates  shall  be  called  by  the  President  on  a 
written  request  of  the  delegates  representing 
fifty  or  more  component  county  societies.  When 
such  special  session  is  called,  the  Secretary 
shall  mail  a notice  of  the  time  and  place  and 
purpose  of  such  meeting  to  the  last  known  ad- 
dr°ss  of  each  member  of  the  House  of  Delegates 
at  least  ten  days  before  such  special  session. 

Section  2.  In  the  event  there  is  no  duly 
authorized  delegate  in  attendance  at  the  regu- 
lar meeting  of  the  House  of  Delegates  the 
President  shall  consult  any  duly  elected  officer 
of  the  component  society  who  is  in  attendance 
and  with  the  approval  of  the  Credentials  Com- 
mittee may  appoint  any  active  member  of  the 
component  society  in  attendance  at  the  meet- 


Jan.,  1956]  The  Journal  of  the  Kentucky  State  Medical  Association 


85 


ing  as  the  delegate.  In  the  event  there  is  no 
duly  elected  officer  of  the  component  society 
in  attendance,  the  President  may  make  the 
said  appointment  with  the  approval  of  the  Cre- 
dentials Committee.  All  appointments  made 
shall  also  be  with  the  approval  of  the  House 
of  Delegates. 

Section  3.  A majority  of  the  registered  del- 
egates shall  constitute  a quorum  and  all  of  the 
meetings  of  the  House  of  Delegates  shall  be 
open  to  members  of  the  Association.  The 
House  of  Delegates  shall  have  the  right  to  go 
into  executive  session  whenever  such  action 
is  indicated  in  the  judgment  of  the  House  of 
Delegates,  except  that  active  members  of  the 
Association  shall  have  the  right  to  attend  all 
executive  sessions. 

Section  4.  Each  Resolution  introduced  into 
the  House  of  Delegates  shall  be  in  writing  and 
presented  to  the  Secretary.  Immediately  after 
the  Delegate  has  introduced  the  Resolution,  it 
shall  be  referred  to  the  proper  Reference  Com- 
mittee before  action  thereon  is  taken. 

Section  5.  No  new  business  shall  be  intro- 
duced in  the  last  meeting  of  the  House  of  Dele- 
gates without  unanimous  consent  of  the  Dele- 
gates except  when  presented  by  the  Council. 
AH  new  business  so  presented  shall  require 
three-fourths  affirmative  vote  for  adoption. 

Section  6.  It  shall,  through  its  officers.  Ad- 
visory Council,  and  otherwise,  give  diligent  at- 
tention to  and  foster  the  scientific  work  and 
spirit  of  the  Association,  and  shall  constantly 
study  and  strive  to  make  each  Annual  Session 
a stepping  stone  to  further  ones  of  higher  in- 
terest. 

Section  7.  It  shall  consider  and  advise  as  to 
material  interest  of  the  profession,  and  of  the 
public  in  those  important  matters  wherein  it 
is  dependent  upon  the  profession,  and  shall  use 
its  influence  to  secure  and  enforce  all  proper 
medical  and  public  health  legislation,  and  to 
diffuse  popular  information  in  rel  tion  thereto. 

Section  8.  It  shall  make  careful  inquiry  into 
the  condition  of  the  profession  of  each  county 
in  the  State,  and  shall  have  authority  to  adopt 
such  methods  as  may  be  deemed  most  efficient 
for  building  up  and  increasing  the  interest  in 
such  county  societies  as  already  exist  and  for 
organizing  the  profession  in  counties  where 
societies  do  not  exist.  It  shall  especially  and 
systematically  endeavor  to  promote  friendly  in- 
tercourse bet’  /een  physicians  of  the  same  local- 
ity and  shall  continue  these  efforts  until  every 
physician  in  every  county  of  the  State  who  can 
be  made  reputable,  has  been  brought  under 
medical  society  influence. 

Section  9.  It  shall  encourag°  postgraduate 
work  in  medical  centers  as  well  as  home  study 
and  research  and  shall  endeavor  to  have  the  re- 


sults of  the  same  utilized  and  intelligently  dis- 
cussed in  the  county  societies. 

Section  10.  It  shall  elect  representatives  to 
the  House  of  Delegates  of  the  American  Medi- 
cal Association  in  accordance  with  the  Consti- 
tution and  By-Laws  of  that  body. 

Section  11.  It  shall  upon  application  provide 
and  issue  charters  to  county  societies  organized 
to  conform  to  the  spirit  of  the  Constitution  and 
By-Laws. 

Section  12.  In  sparsely  settled  sections  two 
or  more  County  Societies  may  join  for  scien- 
tific programs,  the  election  of  officers,  and 
such  other  matters  as  they  may  deem  advisable. 
The  County  Society  thus  combined  shall  not 
lose  any  of  its  privileges  and  representation. 
The  active  members  of  each  County  Society 
shall  annually  elect  at  least  a Secretary  and  a 
Delegate  for  the  transaction  of  its  business 
with  the  State  Association. 

Section  13.  The  state  shall  be  divided  into 
the  following  councilor  districts: 

No.  1 — Ballard,  Calloway,  Carlisle,  Fulton, 
Graves,  Hickman,  Livingston,  McCracken  and 
Marshall. 

No.  2 — iDaviess,  Hancock,  Henderson,  Mc- 
Lean, Ohio,  Union  and  Webster. 

No.  3 — ^Caldwell,  Christian,  Crittenden,  Hop- 
kins, Lyon,  Muhlenberg,  Todd  and  Trigg. 

No.  4 — Breckinridge,  Bullitt,  Grayson,  Green. 
Hardin,  Hart,  Larue,  Marion,  Meade,  Nelson, 
Spencer,  Taylor  and  Washington. 

No.  5 — Jefferson. 

No.  6 — Adair,  Allen,  Barren,  Butler  Cumber- 
land, Edmonson,  Logan,  Metcalf,  Monroe, 
Simpson  and  Warren. 

No.  7 — Anderson,  Carroll,  Franklin,  Gallatin, 
Grant,  Henry,  Oldham,  Owen,  Shelb,y  and  Trim- 
ble. 

No.  8 — Boone,  Campbell  and  Kenton. 

No.  9 — Bath,  Bourbon,  Bracken,  Fleming, 
Harrison,  Mason,  Nicholas,  Pendleton,  Scott  and 
Robertson. 

No.  10 — Fayette,  Jessamine  and  Woodford. 

No.  11 — ^Clark,  Estill,  Jackson,  Lee,  Madison, 
Menifee,  Montgomery,  Owsley,  Powell  and 
Wolfe. 

No.  12 — Boyle,  Casey,  Clinton,  Garrard,  Lin- 
coln, McCreary,  Mercer,  Pulaski,  Rockcastle, 
Russell  and  Wayne. 

No.  13 — ^Boyd,  Carter,.  Elliott,  Greenup,  Law- 
rence, Lewis,  Morgan  and  Rowan. 

No.  14 — Breathitt,  Floyd,  Johnson,  Knott, 
Letcher,  Magoffin,  Martin,  Perry  and  Pike. 

No.  15 — [Bell,  Clay,  Harlan,  Knox,  Laurel, 
Leslie  and  Whitley. 

Councilor  district  meetings  may  be  held  as 
desired,  and  District  Medical  Associations  may 
be  organized  as  desired  according  to  the  dis- 
tricts outlined  above. 

Section  14.  It  shall  have  authority  to  appoint 
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committees  for  special  purposes  from  among 
members  of  the  Association  who  are  not  mem- 
bers of  the  House  of  Delegates  and  such  com- 
mittees may  report  to  the  House  of  Delegates 
in  person,  and  may  participate  in  the  debate 
thereon. 

Section  15.  It  shall  approve  all  memorials 
and  resolutions  issued  in  the  name  of  the  As- 
sociation before  the  same  shall  become  effec- 
tive. 

Section  16.  A digest  of  proceedings  of  the 
House  of  Delegates  shall  be  published  in  the 
Journal  of  the  Association. 

Chapter  V.  Election  of  Officers 

Section  1.  The  President-Elect  and  the  Vice- 
Presidents  shall  be  elected  for  a term  of  one 
year.  The  Speaker  and  Vice-Speaker  of  the 
House  of  Delegates  shall  be  elected  for  a term 
of  three  years.  The  Secretary  and  Treasurer 
shall  be  elected  for  a term  of  five  years.  The 
Councilors  shall  be  elected  for  a term  of  three 
years  and  shall  toe  limited  to  serving  for  not 
more  than  two  consecutive  terms,  'i'he  terms 
shall  be  so  arranged  that  one-third  of  the  terms 
expire  each  year,  insofar  as  possible.  No  mem- 
ber shall  be  eligible  for  the  office  of  President, 
President-Elect,  Vice-President,  Speaker  or 
Vice-Speaker  of  the  House  of  Delegates,  or 
Councilor  who  has  not  been  an  active  member 
of  the  Association  for  at  least  five  years. 

Section  2.  All  elections  shall  be  by  secret 
ballot,  and  a majority  of  the  votes  cast  shall  be 
necessary  to  elect,  provided,  however,  that  when 
there  are  more  than  two  nominees  the  nominee 
receiving  the  least  number  of  votes  on  the  first 
ballot  shall  be  dropi>ed  and  the  balloting  con- 
tinue until  an  election  occurs  m like  manner. 

Section  3.  Any  member  known  to  have  di- 
rectly or  indirectly  solicited  votes  for,  or  sought 
any  office  within  the  gift  of  this  Association 
shall  be  ineligible  for  any  office  for  two  years. 

Section  4.  The  election  of  officers  shall  be 
held  during  the  closing  session  at  the  regular 
annual  meeting  of  the  House  of  Delegates. 

Section  5.  During  the  last  session  of  the  House 
of  Delegates  the  Speaker  of  the  House  of 
Delegates  shall  submit  to  the  members  of  the 
House  of  Delegates  a list  of  ten  names  from 
which,  by  ballot,  the  House  of  Delegates  shall 
select  five  members  to  serve  as  the  nominating 
committee  for  the  next  year.  The  five  names 
receiving  the  most  votes  shall  form  the  com- 
mittee. The  Committee  shall  select  one  of  its 
members  as  chairman  at  an  organization  meet- 
ing held  during  the  County  Society  Officers’ 
Conference,  or  at  some  other  appropriate  place 
designated  by  the  Council  at  least  four  months 
before  the  Annual  Meeting.  The  Committee,  in 
addition  to  such  other  sessions  as  it  may  choose 
to  hold,  will  schedule  an  open  meeting  im- 


mediately after  the  close  of  the  first  session  of 
the  House  of  Delegates  at  each  Annual  Meet- 
ing. This  open  session  shall  be  held  in  the 
same  meeting  hall,  shall  receive  broad  pub- 
licity, and  those  who  have  business  to  discuss 
with  the  Committee  shall  have  a hearing.  Fol- 
lowing this  meeting,  the  Committee  shall  an- 
nounce its  final  recommendations  at  the  be- 
ginning of  the  second  scientific  session  the  fol- 
lowing day,  the  Committee  submitting  one  or 
more  names  for  each  officer  to  be  eDcted.  The 
House  of  Delegates  will  vote  on  the  nominees 
at  its  second  session.  Additional  nominations 
may  be  made  from  the  floor  by  submitting  the 
nominations  without  discussion  or  comment. 

Section  6.  The  Delegates  from  the  counties 
in  each  Councilor  District  shall  form  the  Nomi- 
nating Committee  for  the  purpose  of  nominat- 
ing a Councilor  for  the  Councilor  District  con- 
cerned. This  committee  shall  hold  a meeting 
open  to  all  active  members  of  Councilor  Dis- 
trict concerned  who  are  in  attendance  at  the 
meeting  for  the  purpose  of  discussing  the  nom- 
ination for  the  Councilor  to  serve  the  Dis- 
trict. Additional  nominations  may  be  made 
from  the  floor  by  any  memiber  of  the  House 
of  Delegates  when  the  Nominating  Committee 
makes  its  report  to  the  House  of  Delegates. 

Chapter  VI.  Duties  of  Officers 

Section  1.  The  President  shall  preside  at  all 
general  meetings  of  the  Association  and  shall 
appoint  all  committees  not  otherwise  provided 
for.  He  shall  deliver  an  annual  address  at  such 
time  as  may  be  arranged  and  shall  perform 
such  other  duties  as  custom  and  parliamentary 
usage  may  require.  He  shall  be  the  real  head 
of  the  profession  of  the  State  during  his  term 
of  office  and  so  far  as  practicable,  shall  visit 
by  appointment,  the  various  sections  of  the 
State  and  assist  the  Councilors  in  building  up 
the  county  societies  and  in  making  their  work 
more  practical  and  I’seful. 

Section  2.  The  President-Elect  shall  be  a 
member  of  the  Commiteee  on  Scientific  As- 
sembly. He  shall  become  President  of  the  As- 
sociation at  the  next  annual  meeting  of  the 
Scientific  Session  following  his  election  as 
President-Elect.  He  shall  assist  the  President 
in  visitation  of  county  and  other  meetings  and 
shall  be  ex-officio  a member  of  the  House  of 
Delegates  with  the  right  to  vote.  In  event  of 
death,  resignation,  or  if  he  becomes  perma- 
nently disqualified,  his  successor  shall  be  elect- 
ed by  the  House  of  Delegates  and  shall  be  in- 
stalled as  President  of  the  Association  at  the 
next  annual  meeting  of  the  Scientific  Session 
of  the  Association. 

Section  3.  The  Vice-Presidents  shall  assist 
the  President  in  the  discharge  of  his  duties. 
In  the  event  of  his  death,  resignation  or  re- 
moval, the  Council  shall  elect  one  of  the  Vice- 
Presidents  to  succeed  him. 
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Section  4.  The  Speaker  cf  the  House  of  Dele- 
gates of  the  Association  shall  preside  at  all 
meetings  of  the  House  of  Delegates.  He  shall 
appoint  all  committees  for  the  House  of  Dele- 
gates with  the  approval  of  the  House  of  Dele- 
gates. He  shall  be  an  ex-officio  member  of  all 
said  committees.  He  shall  perform  such  other 
duties  as  custom  and  parliamentary  usage  may 
require. 

Section  5.  The  Vice-Speake^'  shall  assume 
the  duties  of  the  Speaker  in  his  absence,  and 
shall  assist  the  Speaker  in  the  performance  of 
his  duties.  In  the  event  of  the  death,  resigna- 
tion or  removal  of  the  Speaker,  the  Vice- 
Speaker  shall  automatically  become  Speaker 
of  the  House  of  Delegates. 

Section  6.  The  Treasurer  shall  give  bond  for 
the  trust  imposed  in  him  whenever  the  House 
of  Delegates  shall  deem  it  lequisite.  He  shall 
demand  and  receive  all  funds  due  the  Associa- 
tion, together  with  the  bequests  and  donations. 
He  shall,  under  the  direction  of  the  House  of 
Delegates,  sell  or  lease  any  real  estate  belong- 
ing to  the  Association  and  execute  the  neces- 
sary papers  and  shall  in  general  subject  to 
such  direction  have  the  care  and  management 
of  the  fiscal  affairs  of  the  Association.  All 
vouchers  of  the  Association  shall  be  signed 
by  the  Secretary  or  his  Executive  Secretary 
and  shall  be  counter-signed  by  the  Treasurer 
of  the  Association.  Under  unusual  circum- 
stances, when  one  or  more  of  the  above  named 
officials  are  not  readily  available,  the  Presi- 
dent of  the  Association  or  the  Chairman  of 
the  Council  is  authorized  to  sign  the  vouchers, 
provided  that  in  any  event  all  vouchers  of  the 
Association  shall  bear  a signature  and  a coun- 
ter-signature. All  five  officials  shall  be  re- 
quired to  give  bond  in  an  amount  to  be  de- 
termined by  the  Council.  The  Treasurer  shall 
subject  his  accounts  to  an  annual  audit  under 
the  direction  of  the  Council.  He  shall  render 
an  annual  account  of  his  doings  and  the  state 
of  all  Association  funds. 

Section  7.  The  Secretary,  acting  with  the 
Committee  on  Scientific  Assembly,  shall  pre- 
pare and  issue  the  program  for  and  attend  all 
meetings  of  the  Association  and  of  the  House 
of  Delegates  and  he  shall  keep  minutes  of  their 
respective  proceedings  in  separata  record 
books.  He  shall  charge  upon  his  books  the 
assessments  against  each  component  county 
society  at  the  end  of  the  fiscal  year;  he  shall 
collect  and  make  proper  credits  for  the  same 
and  perform  such  other  duties  as  may  be  as- 
signed him.  He  shall  be  custodian  of  all  record 
books  and  papers  belonging  to  the  Treasurer, 
and  shall  keep  account  of  and  promptly  turn 
over  to  the  Treasurer  all  funds  of  the  Associa- 
tion which  may  come  into  his  hands.  He  shall 
provide  for  the  registration  of  the  rricmbers 


and  delegates  at  the  Annual  Session.  He  shall 
keep  a card  index  register  of  all  practitioners 
of  the  State  by  counties,  noting  on  each  his 
status  in  relation  to  his  county  society  and 
upon  request  shall  transmit  a copy  of  this  list 
to  the  American  Medical  Association  for  pub- 
lication. In  so  far  as  it  is  in  his  power  he 
shall  use  the  printed  matter,  correspondence 
and  influence  of  his  office  to  aid  the  Councilors 
m the  organization  and  improvement  of  the 
county  societies  and  in  extension  of  the  power 
and  usefulness  of  this  Association.  He  shall 
conduct  the  official  correspondence,  notify 
members  of  meetings,  officers  of  their  election, 
and  committees  of  their  appointments  and  du- 
ties. He  shall  be  editor  of  the  Kentucky  Medical 
Journal.  He  shall  employ  such  assistants  as 
may  be  ordered  by  the  Council  or  the  House  of 
Delegates.  He  shall  annually  make  a report  of 
his  doings  to  the  House  of  Delegates. 

In  order  that  the  Secretary  may  be  enabled 
to  give  that  amount  of  his  time  to  his  duties 
which  will  permit  of  his  becoming  proficient, 
it  is  desirable  that  he  shall  receive  some  com- 
pensation. The  amount  of  his  salary  shall  be 
fixed  by  the  House  of  Delegates. 

Chapter  VII.  The  Council 

Section  I.  The  Council  shall  be  the  executive 
body  of  the  House  of  Delegates  and  between 
sessions  of  the  House  of  Delegates  shall  exer- 
cise the  powers  conferred  on  the  House  of 
Delegates  by  the  Constitution  and  By-Laws. 
The  Council  shall  consist  of  the  duly  elected 
councilors.  The  President,  the  President-elect, 
the  three  Vice-presidents,  the  immediate  Past- 
president,  the  Speaker  of  the  House  of  Dele- 
gates, the  Secretary,  the  Treasurer  and  the 
Delegates  to  the  American  Medical  Association 
shall  be  ex-officio  members  of  the  Council 
with  the  right  to  vote.  The  Executive  Commit- 
tee of  the  Council  shall  consist  of  the  President, 
the  President-elect  and  the  Secretary  of  the 
Association,  together  with  the  Chairman  of  the 
Council,  Vice-chairman  of  the  Council  and 
two  additional  councilors  to  be  elected  annual- 
ly by  the  Council. 

Section  2.  The  Council  shall  hold  daily  meet- 
ings during  the  annual  session  of  the  Associa- 
tion and  at  such  other  times  as  necessity  may 
require,  subject  to  the  call  of  the  Chairman  or 
on  petition  of  three  councilors.  It  shall  meet 
on  the  last  day  of  the  Annual  Session  of  the 
Association  for  reorganization  and  for  the  out- 
lining of  the  work  for  the  ensuing  year.  At 
this  meeting  it  shall  elect  a chairman  and  sec- 
retary, and  it  shall  keep  a permanent  record 
of  its  proceedings.  It  shall,  through  its  Chair- 
man, make  an  annual  report  to  the  House  of 
Delegates  at  such  time  as  may  be  provided 
which  report  shall  include  an  audit  of  the  ac- 
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count  of  the  Secretary  and  Treasurer  and  other 
agents  of  this  Association  and  shall  also  specify 
the  character  and  cost  of  all  the  publications 
of  the  Association  during  the  year,  and  the 
amounts  of  all  other  property  belonging  to  the 
Association,  or  under  its  conti'ol,  with  such  sug- 
gestions as  it  may  deem  necessary.  In  the 
event  of  a vacancy  in  any  office  the  Council 
may  fill  the  same  until  the  annual  election. 

Section  3.  Each  Councilor  shall  be  organizer, 
peacemaker  and  censor  for  his  district.  He  shall 
visit  each  county  in  his  district  at  least  once  a 
year  for  the  purpose  of  organizing  component 
societies  where  none  exist,  for  inquiring  into 
the  condition  of  the  profession  and  for  im- 
proving and  increasing  the  zeal  of  the  county 
societies  and  their  members.  The  necessary 
traveling  expenses  incurred  by  Councilor  in 
me  line  of  his  duties  herein  imposed  may  be 
ailowed  by  the  House  of  Delegates  upon  a 
pmp^r  Itemized  statement,  but  this  shall  not 
uj  construed  to  include  his  expense  in  attend- 
-1;-  tne  Annual  Session  of  the  Association. 

ioociion  4.  Collectively  the  Council  shall  be 
me  jooard  of  Censors  of  the  Association.  It 
..nan  consider  all  questions  involving  the  right 
anti  scanding  or  members,  whether  in  relation 
to  otner  members,  ti  the  component  societies 
or  to  this  Association.  All  questions  of  an  ethi- 
cal nature  brought  before  the  House  of  Dele- 
fjates  of  tne  General  Meeting  shall  be  referred 
to  the  Council  without  discussion.  It  shall 
hear  and  decide  all  questions  of  discipline  af- 
fecting the  conduct  of  members  or  a county 
society  upon  which  appeal  is  taken  from  the 
uecision  oi  an  individual  Councilor.  Its  de- 
^^iion  in  all  such  cases  shall  be  final. 

Section  5.  The  Council  shall  have  the  right 
to  communicate  the  views  of  the  profession 
anu  of  tne  Association  in  regard  to  health,  sani- 
tation and  other  important  matters  to  the  pub- 
lic and  the  lay  press.  Such  communications 
snail  be  signed  by  the  President  of  the  Associa- 
tion and  the  Chairman  of  the  Council  as  such. 

Saciion  6.  The  Council  shall  provide  for  and 
superintend  the  publication  and  distribution  of 
all  proceedings,  transactions  and  memoirs  of 
the  Association  and  shall  have  authority  to  ap- 
point such  assistants  to  the  editors  as  it  deems 
necessary.  It  shall  manage  and  conduct  the 
Kentucky  Medical  Journal,  which  is  the  organ 
of  the  Association,  and  all  money  received  by 
the  Journal,  the  Councilor  or  any  officer  of  the 
Association,  shall  be  paid  to  the  Treasurer  of 
the  Association  on  the  first  of  each  month. 

Section  7.  All  reports  on  scientific  subjects 
and  all  scientific  discussions  and  papers  read 
before  the  Association  shall  be  referred  to  the 
Kentucky  Medical  Journal  for  publication.  The 
editor,  with  the  consent  of  the  Councilor  for 
the  District  in  which  he  resides,  may  curtail 


or  abstract  papers  or  discussions,  and  the  Coun- 
cil may  return  any  paper  to  its  author  which 
it  may  not  consider  suitable  for  publication. 

Section  8.  All  commercial  exhibits  during 
tne  Annual  Session  shall  be  within  the  control 
and  direction  of  the  Council. 

Section  9.  In  the  event  the  office  of  one  of 
the  District  Councilors  is  vacated  between  the 
meetings  of  the  House  of  Delegates,  the  Presi- 
dent of  the  Association  may  call  a meeting  of 
tne  delegates  of  record  in  the  Headquarters 
Cffice  from  the  counties  of  that  district  for  the 
purpose  of  submitting  one  or  more  nominees  as 
candidates  to  fill  the  office  until  the  next  meet- 
ing of  the  House  of  Delegates.  The  name  or 
names  of  the  nominee  or  nominees  shall  be 
submitted  to  the  Council,  which  will  elect  a 
Councilor  from  them  to  serve  until  the  next 
meeting  of  the  House  of  Delegates. 

S’clicn  10.  A Medico-Legal  Administrator 
shall  be  appointed  to  serve  for  a term  of  three 
years  by  the  Council  of  the  Association.  The 
Executive  Committee  of  the  Council  shall  act 
m an  advisory  capacity  to  the  Administrator. 
The  Association,  through  the  Administrator, 
shall  provide  its  members  in  good  standing  a 
defense  against  unjust  professional  liability 
suits  upon  request  by  a member  physician  in- 
volved. The  Administrator,  acting  under  the 
general  direction  of  the  Executive  Committee, 
shall  select  and  fix  the  compensation  for  an 
attorney  who  shall  act  as  the  general  counsel 
in  these  matters  and,  if  required,  select  addi- 
tional counsel. 

Chapter  VIII.  Committees 

Section  1.  The  Standing  Committees  shall  be 
as  follo'ws; 

A Committee  on  Arrangements 

A Committee  on  Scientific  Assembly 

A Committee  on  Public  Information  and 
Service 

A Committee  on  Medical  Service 

A Co.mmittee  to  Study  Constitution  and  By- 
Laws 

A Legislative  Committee 
and  such  other  committees  as  may  be  neces- 
sary. The  Headquarters  Office  at  620  South 
Third  Street,  Louisville  2,  Kentucky,  shall  be 
the  headquarters  for  all  committees  and  activ- 
ities of  the  Association  except  as  may  be 
specifically  authorized  by  the  Executive  Com- 
mittee. Committees  shall  be  appointed  by  the 
President  of  the  Association  in  conference  with 
the  Secretary  unless  otherwise  specified.  The 
President,  Secretary  and  General  Manager, 
and  Executive  Secretary  shall  be  ex-officio 
members  of  all  committees  serving  without 
power  to  vote  except  as  otherwise  specified. 

Section  2.  The  Committee  on  Arrangements 
shall  consist  of  as  many  members  and  subcom- 
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mittees  as  are  appointed  by  the  President  of 
the  Association.  No  County  medical  society  as 
such  shall  serve  as  the  host  society.  The  Chair- 
man shall  report  an  outline  of  the  arrange- 
ments to  the  Secretary  for  publication  in  the 
program  and  shall  make  such  announcements 
u'om  time  to  time  as  may  be  desired.  All  ex- 
penses of  the  Committee  on  Arrangements 
shall  be  paid  out  of  the  Funds  of  the  Associa- 
tion that  are  made  available  for  that  purpose. 

Section  3.  The  Committee  on  Scientific  As- 
sembly shall  consist  of  five  members.  The 
rresiaent  of  the  Association  shall  be  a member 
and  Cnairman  of  the  Committee.  The  Presi- 
aent-Elect  shall  be  a member  of  the  Commit- 
tee. The  President  of  the  Association  shall  ap- 
point one  member  for  a three-year  term.  The 
Committee  shall  determine  the  character  and 
scope  of  the  scientific  proceedings  of  the  Asso- 
ciation, subject  to  the  provisions  or  the  instruc- 
tions of  the  House  of  Delegates  or  of  the  Asso- 
ciaiiOn  or  to  the  provisions  of  the  Constitution 
and  By-Laws.  Thirty  days  previous  to  each  an- 
nual session  it  shall  prepare  and  issue  a pro- 
gram announcing  the  order  in  which  papers, 
uiscusSiOns  and  other  business  shall  be  present- 
ed which  shall  be  adhered  to  by  the  Associa- 
tion as  nearly  as  practicable. 

Section  4.  A Committee  on  Public  Informa- 
tion and  Service  shall  be  appointed  by  the 
Council  of  the  Association  whose  members 
shall  serve  at  the  discretion  of  the  Council. 
The  Council  will  annually  designate  its  chair- 
man. It  shall  be  the  duty  of  this  committee  to 
keep  in  active  touch  with  public  opinion.  It 
shall  keep  the  public  informed  of  such  develop- 
ments that  will  constitute  a service  to  the  pub- 
lic. It  shall  promote  such  immediate  and  long- 
range  educational  programs,  both  to  the  public 
and  within  the  profession,  as  are  deemed  in 
the  best  interest  of  both.  Its  work  shall  be  done 
with  dignity  becoming  a great  profession  and 
that  wisdom  which  makes  effective  its  work 
and  influence. 

Section  5.  The  Committee  on  Medical  Service 
shall  be  appointed  by  the  Council  whose  mem- 
bers shall  serve  at  the  pleasure  of  the  Council. 
The  Council  shall  annually  designate  the  chair- 
man of  the  committee.  It  shall  be  concerned 
with  and  resiponsible  for  all  matters  of  Medi- 
cal Education  and  Medical  Economics  which 
shall  be  within  the  province  of  the  State  Medi- 
cal Association.  It  shall  continually  strive  to 
serve  as  a liaison  between  the  public  and  the 
Medical  Association  in  those  matters. 

Section  6.  The  Committee  to  Study  the  Con- 
stitution and  Dy-Laiws  shall  make  a constant 
study  of  the  Constitution  and  By-Laws.  The 
committee  shall  annually  make  a recommenda- 
tion concerning  changes  which  it  feels  should 
be  made  in  order  to  keep  the  Constitution  and 


By-Laws  in  line  with  changing  conditions  and 
circumstances. 

Section  7.  The  Legislative  Committee  shall 
be  appointed  annually  by  the  Council  of  the 
Association  whose  members  shall  serve  at  the 
pleasure  of  the  Council.  The  Council  shall  each 
year  designate  the  chairman  of  the  committee. 
Under  the  direction  of  the  Council,  it  shall 
represent  the  Association  in  securing  and  en- 
forcing legislation  in  the  interest  of  public 
health  and  the  science  of  medicine. 

Chapter  IX.  Assessments  and  Expenditures 

Section  I.  The  assessment  of  thirty  five  dol- 
lars per  capita  on  the  membership  of  the  com- 
ponent societies  is  hereby  made  the  annual 
dues  of  this  Association.  The  Secretary  of  each 
county  society  shall  forward  its  assessment  to- 
gether with  its  roster  of  all  officers  and  mem- 
bers, list  of  delegates,  and  list  of  non-affiliated 
physicians  of  the  county  to  the  Secretary  of 
this  Association  on  the  first  day  of  January  in 
each  year. 

Section  2.  Any  county  society  which  fails  to 
pay  its  assessments,  or  make  the  report  re- 
quired, on  or  before  the  first  day  of  April  in 
each  year,  shall  be  held  as  suspended  and  none 
of  its  members  or  delegates  shall  be  permitted 
to  participate  in  any  of  the  business  or  pro- 
ceedings of  the  Association  or  of  the  House  of 
Delegates  until  such  requirements  have  been 
met. 

Section  3.  All  motions  and  resolutions  ap- 
propriating money  shall  specify  a definite 
amount  or  so  much  thereof  as  may  be  necessary 
for  the  purpose,  and  must  have  the  prior  ap- 
proval of  the  Council  before  they  can  become 
effective. 

Chapter  X.  Rules  of  Conduct 

The  principles  set  forth  in  the  Principles  of 
Ethics  of  the  American  Medical  Association 
shall  govern  the  conduct  of  members  in  their 
relation  to  each  other  and  to  the  public. 

Chapter  XL  Rules  of  Order 

The  deliberations  of  this  Association  shall  be 
governed  by  parliamentary  usage  as  contained 
in  Robert’s  Rules  of  Order,  unless  otherwise 
determined  by  a vote  of  its  respective  bodies. 

Chapter  XII.  County  Societies 

Section  1.  All  county  societies  now  in  af- 
filiation (with  the  State  Association  or  those 
that  may  hereafter  be  organized  in  this  State, 
which  have  adopted  principles  of  organization 
not  in  conflict  with  this  Constitution  and  By- 
Laws  shall  upon  application  to  the  House  of 
Delegates,  receive  a charter  from  and  become 
a component  part  of  this  Association. 

Section  2.  As  rapidly  as  can  be  done  after 
the  adoption  of  this  Constitution  and  By-Laws, 
a medical  society  shall  be  organized  in  every 
county  in  the  state  in  which  no  component 
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society  exists,  and  charters  shall  be  issued 
thereto. 

Section  3.  Charters  shall  be  issued  only  upon 
approval  of  the  House  of  Delegates  and  shall 
be  signed  by  the  President  and  Secretary  of 
this  Association.  The  House  of  Delegates  shall 
have  authority  to  revoke  the  charter  of  any 
component  county  society  whose  actions  are 
in  conflict  with  the  letter  or  spirit  of  this  Con- 
stitution and  By-Laws. 

Section  4.  Only  one  component  society  shall 
be  chartered  in  any  county  except  that  the 
House  of  Delegates  may  issue  a charter  to  one 
state-wide  society  of  worthy  Negro  physicians 
iwho  are  not  members  of  any  county  society. 
Membership  in  the  component  society  thus 
created  shall  entitle  the  members  thereof  to  all 
the  rights  and  benefits  of  membership  in  the 
Kentucky  State  Medical  Association.  When 
more  than  one  county  society  exists  friendly 
overtures  and  concessions  shall  be  made  with 
the  aid  of  the  Councilor  of  the  District  if  neces- 
sary and  all  of  the  members  brought  into  one 
organization.  In  case  of  failure  to  unite,  an 
appeal  may  be  made  to  the  Council,  which  shall 
decide  what  action  shall  be  taken. 

Section  5.  Each  county  society  shall  judge  of 
the  qualifications  of  its  own  members,  but  as 
such  societies  are  the  only  portals  to  this  As- 
sociation, every  reputable  and  legally  regis- 
tered physician  who  is  practicing,  or  who  will 
agree  to  practice  nonsectarian  medicine  shall 
be  entitled  to  membership.  Before  a charter 
is  issued  to  any  county  society,  full  and  ample 
notice  and  opportunity  shall  be  given  to  every 
physician  in  the  county  to  become  a member. 
All  active  members  of  the  component  county 
societies  shall  be  active  members  of  the  Ken- 
tucky State  Medical  Association. 

Section  6.  Any  physician  who  may  feel  ag- 
grieved by  the  action  of  the  society  of  the 
county  in  refusing  him  membership,  or  !n  sus- 
pending or  expelling  him,  shall  have  the  right 
to  appeal  to  the  Council,  which  upon  a ma- 
jority vote  may  permit  him  to  become  a mem- 
ber of  an  adjacent  county  society. 

Section  7.  In  hearing  appeals,  the  Council 
may  admit  oral  or  written  evidence  as  in  its 
judgment  will  best  and  most  fairly  present  the 
facts,  but  in  case  of  every  appeal,  both  as  a 
Board  and  as  individual  councilors  in  district 
and  county  work,  effort  at  conciliation  and 
compromise  shall  precede  all  such  hearings. 

Section  8.  When  a member  in  good  standing 
in  a component  society  moves  to  another  coun- 
ty in  the  State,  his  name,  upon  request,  shall 
be  transferred  without  cost  to  the  roster  of  the 
county  society  into  whose  jurisdiction  he 
moves. 

Section  9.  A physician  livnng  in  or  near  a 
county  line  may  hold  membership  in  that  coun- 


ty most  convenient  for  him  to  attend,  on  per- 
mission of  the  county  in  whose  jurisdiction  he 
resides. 

Section  10.  Each  county  society  shall  have 
general  direction  of  the  affairs  of  the  pro- 
lession  in  the  county,  and  its  influence  shall 
be  constantly  exerted  for  bettering  the  sci- 
entific, moral  and  material  conditions  of  every 
physician  in  the  county,  and  systematic  efforts 
shall  be  made  by  each  member,  and  by  the 
society  as  a whole,  to  increase  the  membership 
until  it  embraces  every  qualified  physician  in 
the  county. 

Section  11.  Frequent  meetings  shall  be  en- 
couraged, and  the  most  attractive  programs 
arranged  that  are  possible.  The  younger  mem- 
bers snail  be  especially  encouraged  to  do  post- 
graduate and  original  research  work,  and  to 
give  the  society  the  first  benefit  of  such  la- 
bors. Official  position  and  other  references 
shall  be  unstintingly  given  to  such  members. 

Section  12.  At  the  time  of  the  annual  elec- 
tion of  officers  each  component  society  shall 
elect  a delegate  or  delegates  to  represent  it  in 
the  House  of  Delegates  of  the  Association.  The 
term  of  a delegate  is  from  the  beginning  of  the 
annual  meeting  of  the  House  to  which  he  was 
elected  to  serve  to  the  beginning  of  the  next 
annual  meeting,  but  it  may  be  for  one  or  more 
years  at  the  discretion  of  the  county  society. 
Each  component  society  may  be  represented 
by  one  delegate  for  each  25  members  in  good 
standing  or  major  fraction  thereof.  Provided, 
however,  that  each  component  society  shall  be 
entitled  to  at  least  one  delegate  regardless  of 
the  number  of  members  it  may  have  and  the 
secretary  of  the  society  shall  send  a list  of  such 
delegates  to  the  secretary  of  this  Association 
not  later  than  45  days  before  the  next  annual 
session.  It  shall  be  the  obligation  of  the  county 
medical  society  which  elects  delegates  to  serve 
more  than  one  year  to  provide  the  KSMA 
Headquarters  Office  with  a complete  certified 
list  of  delegates  to  represent  that  county  for 
that  particular  year. 

Section  13.  The  Secretary  of  each  county 
society  shall  keep  a roster  of  its  members  and 
a list  of  non-affiliated  registered  physicians 
of  the  county,  in  which  shall  be  shown  the 
full  name,  address,  college  and  date  of  gradu- 
ation, date  of  license  to  practice  in  this  State, 
and  such  other  information  as  may  be  deemed 
necessary.  He  shall  furnish  an  official  report 
containing  such  information,  upon  blanks  sup- 
plied him  for  the  purpose,  to  the  Secretary  of 
this  Association,  on  the  first  day  of  January 
of  each  year,  or  as  soon  thereafter  as  possible, 
and  at  the  same  time  the  dues  accruing  from 
the  annual  assessment  are  sent  in.  In  keep- 

(Continued  on  page  92) 


Jan.,  1956]  The  Journal  of  the  Kentucky  State  Medical  Association 


91 


Physicians  Supplies  Since  1882 


One  of  the  three  high  quality  lines  made  by  Hamilton 
Manufacturing.  Quality  equipment  costs  less  in  the  long 
run.  Reasonable  terms  available. 

624  S.  Third  St.  CLay  8855  Louisville.  Ky. 
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CITY  VIEW  SANITARIUM 

For  the  diagnosis  and  treatment  of  mental  and  nervous 
disorders,  alcoholism  and  drug  addictions 

Established  in  1907  by  the  late  John  W.  Stevens,  M.  D. 

52  acres  near  city.  Separate  buildings  for  men  and  women 

Two  full  time  psychiatrists 

Electric  shock  and  insulin  therapy  in  selected  cases 

Occupational  therapy 

Physiotherapy  department 

Adequate  laboratory  facilities 

NASHVILLE  : TENNESSEE 
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CONSTITUTION  AND  BY-LAWS 

(Continued  from  page  90) 

ing  such  roster  the  Secretary  shall  note  any 
change  in  the  personnel  of  the  profession  by 
death  or  by  removal  to  or  from  the  county, 
and  in  making  his  annual  report  he  shall  be 
certain  to  account  for  every  physician  who  has 
lived  in  the  county  during  the  year. 

Section  14.  The  secretary  of  each  county 
society  shall  report  to  the  Kentucky  Medical 
Journal  full  minutes  of  each  meeting  and  for- 
ward to  it  all  scientific  papers  and  discussions 
which  the  society  shall  consider  worthy  of 


publication. 

Section  15.  County  societies  may  invite  Den- 
tists, Pharmacists,  Funeral  Directors,  or  other 
professional  persons  to  become  Associate  Mem- 
bers of  the  County  Society  but  such  Associate 
Members  shall  not  have  any  privileges  or  rep- 
resentations in  the  State  Association. 

Chapter  XIII.  Amendments 

These  By-Laws  may  be  amended  by  any  An- 
nual Session  by  a two-thirds  vote  of  all  the 
delegates  present  at  that  session,  after  the 
amendment  has  been  laid  on  the  table  for  one 
day. 


WANTED;  A young  M.D.  for  a County  Seat  town  with  only  one  M.D. 
who  would  certainly  welcome  another.  Several  surrounding  towns  of 
500-800  population  without  M.D.’s.  A 36  bed  County  Hospital  will  be 
completed  in  June  or  early  July.  For  more  information  on  this  excellent 
opportunity  and  a rent-free  office  consisting  of  6 rooms,  2 halls  & bath 
in  a modern  Drug  Store  Bldg,  on  Main  St.  Contact  Hayward  Spinks, 
Owner  Everley’s  Drug  Store.  Phone  273,  Box  346,  Hartford,  Ky. 


* Tailored  to  your  needs  by  a qualified,  long-established  organiza- 

tion 

• Your  opportunity  to  gain  peace  of  mind  from  office  and  business 

worries 

/iiMidlcUM 

• Our  services  cover: 

Tax  Returns 

Bookkeeping  and  Monthly  Reports 

Servicing  Delinquent  Accounts — No  Commission 

Instructing  Office  Personnel 

Fee  Analysis  and  Comparative  Statistics 

Public  Relations 

Setting  Up  New  Practices  and  Partnerships 
Reviewing  Plans  for  Retirement,  Investments  and  Insur- 
ance 

PROFESSIONAL 

BUSINESS 

MANAGEMENT 

1 

1 

i 

No  charge  for  initial  survey  and  no  obligation  to  engage  our  serv- 
ices thereafter.  Survey  and  subsequent  contacts  made  only  at  your 
request.  Service  on  month-to-month  basis  at  reasonable  cost. 

FOR  DOCTORS 
ONLY 

1 

CLAYTON  L.  SCROGGINS  ASSOCIATES 

(MEDICAL  - DENTAL  MANAGEMENT) 

Clayton  L.  Scroggins 

lohn  R.  Losick  141  West  McMillan  Street 

Richard  D.  Shelley  Cincinnati  19,  Ohio 

Alvin  S.  Haines  WOodhurn  1-1010 

J would  like  to  know  more  about  PBM. 

All  Services 

Name  

Address  . 

Completely 

Confidential 

Telephone 
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Trasenline- 


integrated  relief  . . . 

mild  sedation 

C I B A visceral  spasmolysis 

Summit,  N.J.  mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


2/222SK 


MEDICAL  HORIZONS  TV 


Monday  RM. 

Sponsored  by  CIBA 


Relax  the  best  WeUj 

...  pause  fot  Coke 
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With  ‘‘Premarin,”  relief 
of  menopausal  distress  is 
prompt  and  the  “sense  of  well- 
imparted  is  highly  gratifying 
to  the  patient. 

''Premarin”(|)  — Conjugated  Estrogens  (equine) 


RADILJIVI 

(Including  Radium  Aipplicators) 

For  All  Medical  Purposes 

Est.  1919 

Quincy  X-Ray  & Radium 

(Owned  and  Directed  by  a Physician- 
Radiologist) 

HAROLD  SWANBERG.  B.S.,  M.D..  Director 
W.  C.  U.  Bldg.  Quincy,  Illinois 


WAYSIDE  HOSPITAL 

168  North  Broadway 
Lexington,  Kentucky 

A private  psychiatric  hospital  for  men,  offering  modern  diagnostic  and 
treatment  procedures,  a luxurious  club-like  atmosphere,  and  a cordial  hos- 
pitality. 

Approved  By  American  Medical  Association 


STAFF 

H.  Halbert  Leet,  M.  D.  John  H.  Rompf,  M.  D. 

Carl  Wiesel,  M.  D.  Irving  A.  Gail,  M.  D. 

Edward  L.  Houchin,  Administrator 

Phone:  2-2050 


SECLUSION  MATERNITY 

FAIRMOUNT 

HOSPITAL 

FOR 

UNMARRIED 
GIRLS 
Est.  1909 

Private  sanitarium 
U'n'tr  for  Inforitmtion  with  certified  obstet- 
rician in  charge.  All 
adoptions  arrang- 
MRS.  EVA  THOMPSON  ed  through  juvenile 

court.  Early  entrance 
a (1  vised. 

4911  East  27th  St.  ,-easonable.  In 

certain  cases  work 
Kansas  City,  Mo.  ei'en  to  reduce  ex- 
penses. 
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^ NASAL  CONGESTION 
[ MAKES  YOUNGSTERS 


MISERABLE 


VeMOifud 
(J/{jddAZ*l 

Prompt  and 
Prolonged  Decongestion 
Sinus  Drainage  and  Aeration 

NO  STING  • NO  SEDATION  • NO  EXCITATION 

Plastic  Unbreakable  Squeeze  Bottle 
Leakproof,  Delivers  a Fine  Mist 

Also  well  suited  for  adults  who  prefer  a mild  spray. 


LABORATORIES  . NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT. 


Neo«Synephrine  (brand  of  phenylephrine)  and  Zephiran  (brand  of  benzalkonium, 
08  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off. 
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TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES.  AND  ALCOHOLISM 


Members  of  Ihe  American  Hospital  Association  and  National  Association 
of  Private  Psychiatric  Hospitals 


Fivo  mociern  buildings,  separate  for  men  and  women. 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy.  Fdectrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therayiy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 
J.  F.  HALLER,  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal supervision.  Open  to  memhers  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE,  M.  D.,  Neuropsychiatrist 
Medical  Director 

T.  J.  SMITH,  M.  D.,  Associate 


MEDICAL-DENTAL  BUSINESS  BUREAU,  INC. 

227  HEYBURN  BUILDING  — P.  O.  BOX  1465  WAbash  6725 

334  W.  BROADWAY 
LOUISVILLE,  KENTUCKY 

Gentlemen,  I am  interested  in  talking  with  you  about  the  sulbjects  checked  below. 

See  me  at  (address) on  (date) at  (hour) 


Doctor 

( ) Practice  Survey  and  Recommendafions 

( ) Financial  Records  and  Reports 

{ ) Professional  Management  Service 

( ) Long-Term  Financial  Planning 

( ) Tax  Returns 

( ) Other: 


OCULISTS’  PRESCRIPTIONS  EXCLUSIVELY 

MUTH  OPTICAL  COMPANY 

Prescription  Opticians 

We  maintain  our  own  manufacturing  and  grinding  laboratory 
665  S.  4th  Brown  Hotel  Building  Louisville  2 


( ) Centralized  Bookkeeping 

(Statements  to  Patients) 

( ) Pre-Collection  Program 

( ) Partnership  Formation 

( ) Sale  of  Practice 

( ) Collections 


TELEPHONE  6 6181 

Equipped  for  Surgerp 

A PRIVATE  HOSPITAL  FOR  THE  TREATMENT  OF 

ELECTROENCEPHALOGRAPH— CLINICAL  LABORA- 

PATIENTS  SUFFERING  FROM  MENTAL  ILLNESS. 
ALCOHOLISM  AND  DRUG  ADDICTION. 

TORY  — EKG  AND  BMR  EQUIPMENT  — STEREO- 
SCOPIC X-RAY  - HYDROTHERAPY 

On  The  Kratzville 

Road 

SEPARATE  BUILDINGS  FOR  DISTURBED  AND 

Albert  J.  Crevello,  M.  D. 

EVANSVILLE, 

IND. 

CONVALESCENT  PATIENTS. 

Diplomate,  AmericaD  Board  of  Psychiatry  & Necrology,  Inc' 

MEDICAL  DIRECTOR 
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the  drug  of  choice 

...  as  a tranquilizing  (ataractic*)  agent 
in  anxiety  and  tension  states 
...  in  hypertension 

\ RAUDIXIN 


Squibb  Whole  Root  Rauwolfia 


As  a tranquilizing  agent  in  office  practice, 
Raudixin  produces  a calming  effect,  usually 
free  of  lethargy  and  hangover  and  without  the 
loss  of  alertness  often  associated  with  barbi- 
turate sedation.  It  does  not  significantly  lower 
the  blood  pressure  of  normotensive  patients. 


In  hypertension,  Raudixin  produces  a 
gradual,  sustained  lowering  of  blood  pres- 
sure. In  addition,  its  mild  bradycardic  effect 
helps  reduce  the  work  load  of  the  heart. 


• Less  likely  to  produce  depression 

• Less  likely  to  produce  Parkinson-like  symptoms 

• Causes  no  liver  dysfunction 

• No  serial  blood  counts  necessary  during  maintenance  therapy 


• Raudixin  is  not  habit-foi'ming;  the  hazard 
of  overdosage  is  virtually  absent.  Tolerance 
and  cumulation  have  not  been  reported. 

• Raudixin  supplies  the  total  activity  of  the 
whole  rauwolfia  root,  accurately  standard- 
ized by  a rigorous  series  of  test  methods. 
The  total  activity  of  Raudixin  is  not  ac- 
counted for  by  its  reserpine  content  alone. 

Supply:  50  mg.  and  100  mg.  tablets,  bottles 
of  100  and  1000. 

^Ataractic,  from  ataraxia : calmness  untroubled  by  mental  or  emotional 
excitation.  (Use  of  term  suggested  by  Dr.  Howard  Fating  at  a recent 
meeting  of  the  American  Psychiatric  Association.) 
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the  most  complete 
optical  scRvice 
in  Kentucky 


ANNUAL  CLINICAL  CONFERENCE 
Chicago  Medical  Society 
February  28,  29,  March  I and  2,  1956 
Palmer  House,  Chicago 

DAILY  HALF-HOUR  LECTURES  BY  OUTSTANDING  TEACHERS  AND 
SPEAKERS  on  subjects  of  interest  to  both  general  practitioner 

and  specialist 

PANELS  ON  TIMELY  TOPICS  TEACHING  DEMONSTRATIONS 

SCIENTIFIC  EXHIBITS  worthy  of  real  study  and  helpful  and  time-saving 
TECHNICAL  EXHIBITS. 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFER- 
ENCE should  be  a MUST  on  the  calendar  of  every  physician.  Plan  now  to 
attend  and  make  your  reservation  at  the  Palmer  House. 
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BUYERS'  GUIDE 

Journal  of  fhe  Kenlucky  State  Medical 
Association,  January,  1956 


Abbott  Laboratories  10,  11 

American  Meat  Institute 20 

Ames  Company,  Inc 103 

Ayerst  Laboratories  94 

Bayer  Company,  (Division  of 

Sterling  Drug  Co.) 102 

Brayton  Pharmaceutical  Company 19 

Brown  & Williamson  Tobacco  Co 6 

Burroughs  Wellcome  & Company 23 

Chicago  Medical  Society 98 

Ciba  Pharmaceutical  Company 93 

Cincinnati  Sanitarium  76 

City  View  Sanitarium  91 

Clearview  Sanitarium  96 

The  Coca-Cola  Company  93 

Crocker-Fels  Company  91 

Fairmount  Hospital  94 

Foot-So-Port  Shoe  Company 80 

The  Keeley  Institute  78 

Ky.  Rehabilitation  Center,  Inc 81 

Chas.  B.  Knox  Gelatine  Company 101 

Lakeside  Laboratories  13 

Lederle  Laboratories 16,  17 

Eli  Lilly  & Company  26 

W.  R.  Long  (Insurance  Co.) 14 

Medical  Dental  Business  Bureau 96 

Mead  Johnson  & Company 104 

Medical  Protective  Company  81 

Mid-South  Post  Graduate  Medical 

Assembly  100 

Muth  Optical  Company  96 

New  Castle  Sanitarium  80 

N.  Y.  Polyclinic  Med.  Sch.  & Hosp 78 

Parke,  Pavis  & Company  2,  3 

Chas.  Pfizer  & Company 7,  22,  77 

Physicians  Casualty  Association 99 

Pleasant  Grove  Hospital  96 

Quincy  X-Ray  & Radium  Laboratories.  .94 

Sobering  Corporation 5,  24,  25 

Clayton  L.  Scroggins  92 

G.  D.  Searle  & Company 75 

Sharp  & Dohme,  Inc 9 

Smith,  Kline  & French  Laboratories.  . . .21 

Southern  Optical  Company  98 

E.  R.  Squibb  & Sons 97 

Upjohn  Company 15,  79 

Want  Ad  (Howard  Spinks) 92 

Wayside  Hospital  94 

Winthrop  Laboratories,  Inc 95 


WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  e.xpenses  for  you  and  all 
your  eligible  dependents. 


PHYSICIANS  CASUALTY 

.AND':;': 

HEALTH  ASSOCIATIONS 
, OMAHA  2,  Nil^iSRASKA 
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MAKE  YOUR  PLANS 
Mid-South  Postgraduate  Medical  Assembly 
Hotel  Peabody  in  Memphis,  Tennessee 
February  14, 15, 16, 17,  1956 

Dr.  William  Perrin  Nicholson,  Jr.,  SURGERY,  of  Atlanta,  Georgia 

Dr.  Rudolf  J.  Noer,  SURGERY,  of  Louisville,  Kentucky 

Dr.  Frank  Glenn,  SURGERY,  New  York,  New  York 

Dr.  Kenneth  Pickrell,  SURGERY,  Durham,  North  Carolina 

Dr.  Henry  G.  Schwartz,  NEUROSURGERY,  St.  Louis,  Missouri 

Dr.  Arthur  Grollman,  MEDICINE,  Dallas,  Texas 

Dr.  T.  S.  Danowski,  MEDICINE,  Pittsburgh,  Pennsylvania 

Dr.  Albert  Segaloff,  MEDICINE,  New  Orleans,  Louisiana 

Dr.  B.  Y.  Glassberg,  MEDICINE,  St.  Louis,  Missouri 

Dr.  C.  P.  Rhoads,  PATHOLOGY,  New  York,  New  York 

Dr.  George  L.  Sackett,  X-RAY,  Cleveland,  Ohio 

Dr.  Warren  E.  Wheeler,  PEDIATRICS,  Columbus,  Ohio 

Dr.  Harry  Bakwin,  PEDIATRICS,  New  York,  New  York 

Dr.  John  C.  Ullery,  OBSTETRICS  AND  GYNECOLOGY,  Columbus,  Ohio 

Dr.  Edward  D.  Allen,  OBSTETRICS  AND  GYNECOLOGY,  Chicago  Illinois 

Dr.  Alson  E.  Bralej^  OPHTHALMOLOGY,  Iowa  City,  Iowa 

Dr.  David  E.  S.  Wishart,  ENT,  Toronto,  Canada 

Dr.  William  M.  Coppridge,  UROLOGY,  Durham,  North  Carolina 

Dr.  William  H.  Bickel,  ORTHOPAEDIC  SURGERY,  Rochester,  Minnesota 

MAKE  RESERVATIONS  DIRECT  WITH  HOTEL  PEABODY 
Dr.  Thurman  Crawford,  Secretary 

869  Madison  Avenue 
MEMPHIS,  TENNESSEE 
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Adefjuate  nutrition  during  illness  and  ronvalesrenre  is 
essential  for  recovery  whetlier  the  patient  is  niaiiagied  in 
the  hospital  or  at  home.  In  the  latter  case,  physicians 
often  must  devote  much  time  to  instructing  those  re- 
sponsible for  caring  for  the  sick  in  good  nutritional 
practices. 

“Meal  Planning  for  the  Sick  and  Conv'alescent  ” has 
been  designed  to  relieve  you  of  the  need  for  repeating 
over  and  over  again  essential  dietary  facts.  This  new 
Knox  booklet  presents  in  layman’s  language  the  latest 
nutritional  applications  ot  proteins,  vitamins  and  min- 
erals, gives  practical  hints  on  serving  food  to  adults 
and  children,  suggests  ways  to  stimulate  appetite  and 
describes  diets  from  clear  liquid  to  full  convalescent. 
Best  of  all  it  offers  the  homemaker  for  the  first  time 
detailed  daily  suggested  menus  for  each  type  of  diet. 


plus  I f pages  of  tested  nourishing  recipes. 

If  you  would  like  copies  of  this  new  timesaving  Knox 
booklet  for  your  practice,  use  the  coupon  helow. 


I Chas.  H.  vnox  Gelatine  Coinpanv,  Inc. 

• Professional  Service  Departineiii  SJ-13 
J Jolinslown,  N.  Y. 

* Please  semi  me copies  of  the  new  Knox 

J “Sick  and  Convalescent”  booklet. 

I YOUR  NAME  AND  ADDRESS 
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How 


’friends  ... 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
15c*  Bottle  of  24  tablets  (2H  grs.  each). 


TFe  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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routine  ^ 

physiologic  ^ I 

support  ^ 

for  your 

aging 

patients 

"therapeutic  bile” 

DECHOLIN 

one  tablet  t.i.d. 

to  improve  liver  function^ 
to  produce  fluid  bile^ 
to  restore  intestinal  function^ 

Clinical  evidence  substantiates 
the  value  of  /ijt/rocholeresis  with 
DechoUn  as  routine  adjunctive 
therapy  in  older  patients. 

(1)  Schwimmer,  D.;  Boyd,  L.  J.,  and 
Rubin,  S.H.:  Bull.  New  York  M.Coll. 

102,  1953,  (2)  Crenshaw,  J.  E: 
Am.  J.  Digest.  Dis.  77;387,  1950. 
(3)  King,  J.  C.;  Am.  J.  Digest.  Dis 
22:102,  1955. 

DechoUn  (dehydrocholic  acid,  Ames) 
and  DechoUn  Sodium  (sodium  dehy- 
drocholate,  Ames). 

AMES  COMPANY,  INC 
W Elkhart,  Indiana 

Ames  Company  of  Canada,  Ltd.,  Toronto 
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Sick  patients 

• need  food  for  therapy 


i 


THAT  MAN  MUST  EAT  to  remain 
well  is  a concept  as  old  as  medicine. 
But  only  recently  has  it  been  estab- 
lished (1)  that  nutritional  needs  are 
increased  in  illness;  (2)  that  food  suffi- 
cient 4o  meet  these  needs  is  well  uti- 
lized, and  (3)  that  therapeutic 
nutrition  prevents  many  of  the  debili- 
tating effects  of  disease  and  injury. 

UnforJipnately,  because  of  the  ano- 
rexia! accompanying  illness,  effective 
nutritional  therapy  requires  added 
care  !o4*the  part  of  the  physician. 
Food  tomes  from  familiar  kitchens 
and  lacks  the  impressive  aura  of  more-  , 
dramatic  therapeutic  agents.  Thus  it 
is  often  difficult  to  convince  the 
patient  t.hat  food,  too,  is  therapeutic 
• — that  although  drugs  may  arrest 
di.se4se  t ^nlj?  food  can  repair  the 
ravages  of  disease. 

Whatever  the  nutritional  problem — 
whether  caused  by  anorexia,  mechan- 
ical difficulty  in  eating  or  limitation  of 
gastric  capacity  or  tolerance — only 
an  assured  food  intake  will  solve  it. 
The  use  of  Sustagen,  a food  formu- 
lated for  therapeutic  nourishment, 
will  overcome  many  difficulties  in  the 
therapeutic  feeding  of  sick  patients. 

A foundation  for  therapy  thus  may 
be  established. 

The  development  of  Sustagen  e.x- 
emplifies  the  continuous  effort  of 
Mead  Johnson  & Company  to  provide 
the  medical  profession  with  products 
basic  to  the  management  of  illness 
and  the  restoration  of  health. 
f 


Sustagen 

Therapeutic  Food  for 
Complete  Nourishment 


Sustagen®  is  the  only  single  food  which 
contains  all  known  nutritional  essentials : 
protein,  carbohydrate,  fat,  vitamins  and 
minerals.  It  may  be  given  by  mouth  or  tube 
as  the  only  source  of  food  or  to  fortify  the 
diet  in  brief  or  prolonged  illness. 


s 


ustagen 


repairs  tissue 
restores  appetite 
overcomes  asthenia 

in 

cirrhosis 
peptic  ulcer 
geriatrics 
infections 
trauma 

chronic  disease 


SYMBOL  OF  SERVICE  IN  MEDICINE 

MEAD  JOHNSON  & COMPANY.  EVANSVILLE  21.  INDIANA.  U.S.A. 


KSMA  ANNUAL  MEETING,  SEPTEMBER  18-20,  1956 
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Qo•Hi^n!U 


SCIENTIFIC  ARTICLES 

CLINICAL  AND  METABOLIC  EFFECTS  OF  PREDNISONE  AND  PREDNISOLONE  IN 
RHEUMATOID  ARTHRITIS.  David  H.  Neusladt,  M.D.,  Robert  McClendon,  M.D. 

F.  Albert  Olash,  M.D.,  and  Maurice  Best  M.D 131 

SEASONAL  ALLERGY,  Maurice  Kaufmann,  M.D.,  and  Lloyd  D.  Mayer,  M.D 137 

SURGICAL  MATURATION  OF  THE  ILEOSTOMY.  Hart  Hagan,  M.D.,  F.A.C.S.,  and  William 

H.  Hagan,  M.D,,  F.A.C.S I44 

CONGENITAL  MUCOSAL  DIAPHRAGM  OF  THE  PYLORIC  ANTRUM,  W.  T.  Swartz,  M.D., 

and  R.  D.  Shepard,  M.D I49 

THE  OPEN  METHOD  OF  BURN  THERAPY,  John  Calvin  Weeter,  M.D I55 

MANAGEMENT  OF  THE  UNCONSCIOUS  PATIENT.  Thomas  M.  Marshall,  M.D 157 

BRUCE  UNDERWOOD— THE  PROGENITOR  OF  PROGRESS 164 

EDITORIALS 

BON  VOYAGE  155 

MEDICAL  STATESMANSHIP  OR  MEDICAL  POLITICS 166 

ORGANIZATION  SECTION 


Society  Officers  Meet  is  March  29 167 

Nominating  Committee  to  Hold  Meeting 169 

Dr.  Troutman  is  Secretary  Pro  tern 169 

Awards  Committee  to  Meet  in  March 170 

AMA  Offers  Choice  of  10  Journals 170 

Chandler  Backs  UK  Medical  School 170 


Radio  Transcription  Series  Planned 170 

14th  District  to  Have  April  Meeting 170 

First  District  to  Meet  in  Paducah 170 

LACMA  Establishes  MD  Loan  Program 171 

WHAS  Honors  Frank  M.  Gaines,  M.  D 171 

Journal  Criticizes  Ike  Questionnaire 171 


REGULAR  DEPARTMENTS 
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YEARS  AGO  when  the  phvMcian  fought  to 
!>ring  a patient  tlirough  a siege  of  pneumonia 
there  was  little  he  could  do  hut  help  conserse 
the  patient's  strength,  make  him  comfortable 
. . and  hope  for  the  best 

In  fact,  the  doctor  sadly  signed  death  cer- 
tificates for  33  out  of  e\er\  KM)  pneumonia 
patients  he  treated  For  those  who  sur\i\ed, 
reco\ery  was  slow  and  expenses  were  liigh 
The  cost  of  an  av  erage  case  w as  about  $ 1 ,(KX), 

O-P.TISM 


including  three  or  four  wtM?ks’  time  lost  away 
from  work 

llappiK,  this  grim  picture  has  changed. 
1‘nder  the  onslaught  of  sulfa  drugs  , . . and 
non  till'  ontihioticfi . . . pneumonia  has  stead- 
il\  lost  ground  Now.  uncomplicated  cases 
clear  up  in  four  to  fixe  days  And  instead  of 
losing  33  out  of  exery  100  cases,  the  doctor 
saxes  all  but  a xery  fexv. 

just  as  striking  as  the  cut  in  deaths  and 


disability  is  the  cut  in  the  cost  of  curing 
pneumonia.  More  and  more  patients  can  now 
be  cared  for  at  home.  As  a result,  the  ax  erage 
case  of  pneumonia  may  cost  no  more  than 
•SUM) . . . including  loss  of  income,  the  doctor’s 
xisits  and  the  “expensixe”  nexx  medicines! 

Today,  more  than  exer  before,  an  inxest- 
ment  in  prompt  and  proper  medical  care 
max  xvell  represent  one  of  the  biggest  bar- 
gains of  your  life. 


Makers  of  medicines  stnee  1866 


There  are  few  subjects  on  which  the  general  public  is  more 
uninformed  (or  perhaps  mwinformed)  than  the  cost  of  modern 
medical  care. 

People  have  always  grumbled  about  medical  bills— and 
they  probably  always  will,  to  some  extent.  The  trouble  is  they 
tend  to  see  medical  expense  as  a part  of  sickness— something 
that  certainly  gives  them  no  pleasure  — rather  than  the  price 
of  enjoying  good  health. 

But  the  real  economics  of  the  situation— what  the  patient 
gets  for  what  he  pays— proves  that  today’s  medical  bill  usually 
turns  out  to  be  one  of  the  really  big  bargains  of  his  life. 

The  latest  Parke-Davis  advertisement,  reproduced  here, 
cites  the  amazing  decline  in  the  cost  of  curing  pneumonia  to 
illustrate  the  remarkable  value  represented  by  your  patient’s 
investment  in  prompt  and  proper  medical  care. 

This  message  will  reach  an  audience  of  millions  of  readers 
in  mass-circulation  magazines  such  as  LIFE  and  the  SATURDAY 
EVENING  POST.  Reprints,  in  small  folder  form,  are  promptly 
available  to  physicians  on  request. 


PARKE,  DAVIS  & COMPANY  Detroit  32,  Michigan 
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Eleventh  District Hugh  Mahaffey,  Richmond 

Twelfth  District Garnett  J.  Sweeney,  Liberty 

Thirteenth  District Charles  B.  Johnson,  Russell 

Fourteenth  District John  Archer,  Prestonsburg 

Fifteenth  District Charles  B.  Stacy,  Pineville 


Term  Expires 

1956 

1956 

1957 

1957 


Term  Expires 

1956 

1958 

1956 

1956 

1957 

1957 

1958 

1957 

1958 

1958 

1957 

1956 

1958 

1956 

1967 


Entered  as  second-class  matter,  Oct.  22,  1906,  at  the  Post  Office  at  Bowling  Green,  Ky.,  under  act  of  Congress,  Mar.  3,  1897. 
.•Vccei)t!ince  for  mailing  at  special  rates  postage  provided  in  Section  1103,  act  of  Oct.  3,  1917,  authorized  May  25,  1920. 
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Ifydrospray 


NASAL- 

SUSPENSION 


(HYDROCOHTONE®  WITH  PROPADRINE®  AND  NEOMYCINI 

Anti-inflammatory — 
Decongestant — Antibacterial 


Topically  applied  hydrocortisone’  in  therapeutic 
concentrations  has  been  shown  to  afford  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic. 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  relief 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  the.se  agents  is  employed  alone. 
INDICATIONS:  Acute  and  chronic  rhinitis,  vaso- 
motor rhinitis,  perennial  rhinitis  and  polyposis. 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup- 
plying 1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base). 


Philadelphia  1,  Pa. 
DIVISION  OF  MERCK  & CO..  Inc. 


REFERENCE:  1.  Silcox.  L.  E..  A.M.A.  Arch.  Otolarvng.  CO:4.11.  On.  HI.', 4 
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• minimizes  sodium  retention  edema 

• dietary  regulation  seldom  necessary 


1 mg.,  2.5  mg.  and  5 mg.  tablets 
2.5  mg.  and  5 mg.  capsules 


»T.  M. 


MC-J-66-I25S 


- 


1 

i 


: rather  than  cortisone 


permits  treatment  of  more  patients 


increased  safety 

• simplified  management 

• up  to  5 times  more  effective 
than  cortisone  or  hydrocortisone, 
milligram  for  milligram 


PREDNISONE 
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During  my  tenure  of  office  I had  not  thought  to  be  required 
to  say  ffood-bye  officially  to  our  very  fine  Secretary  of  the  Ken- 
tucky State  Medical  Association  and  Kentucky  Health  Commis- 
sioner. But  so  it  is. 

When  these  pages  unfold  Bruce  Underwood,  M.  D.,  will  have 
left  us.  He  will  be  at  a new  position  in  Washington,  D.  C.,  with 
the  Department  of  Health,  Education  and  Welfare,  lending  his 
keenly  executive  mind  to  those  problems  of  the  Hill-Burton  sec- 
tion of  USPHS  that  will  be  submitted  to  him. 

We  can  not  blame  him  for  finding  a better  place,  a higher  sal- 
ary and  a more  secure  future.  We  can  only  blame  ourselves  for 
not  giving  him  these  things  that  he  should  have  had  here  in  Ken- 
tucky. This  fault  lies  with  a numerically  small,  very  small  ele- 
ment. ‘Tis  a pity  they  should  have  prevailed. 

The  die  is  cast  and  we  both  go  forward  our  own  ways,  he  to 
new  endeavors  where  his  strong  personal  integrity,  his  forth- 
rightness and  efficiency  must  certainly  find  acclaim;  we  forward 
in  a new  uncharted  course  in  our  state  organization. 

We  have,  of  course,  a wide  field  of  fine  physicians,  especially 
in  Louisville  who  can  supply  us  a part  time  secretary  over  our 
present  executive  secretary,  to  give  us  proper  balance  and  dignity 
in  our  office  and  Journal. 

He  has  a young  life  wide  open  before  him,  full  of  opportunities 
in  public  health  service  to  which  his  life  is  dedicated.  With  him, 
from  his  home  state  of  Kentucky,  go  all  our  good  wishes,  our  faith 
in  him  and  the  certainty  that  he  will  make  us  proud  to  have  had 
him  as  our  friend  and  officer. 


President 


NOW  IN  TWO 

(ho^  14/UM.  fi/itcidt 

^imP 

NEW  • 1 mg..tablet  5 mg.  tablet 


Both  tablets  are  deep-scored  and  of  the 

SAMF  niSTINGTIVf?  -criW<5FR-f5RIF*'’  <%I3:F  ANin  SH APeJ^'^'.  ' 

for  ease  of  handling  and  breaking  by  arthritic  fingers. 


anti-rheumatic/anti-allergic/anti-inflammatory 

supplied:  F*ink  1 mg.  oral  tablets,  bottles  of  100. 

White,  5 mg.  oral  tablets,  bottles  of  20  and  100. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


*brand  of  prednisolone 


in  acne 


eczemas 
dry  skin 

why  not  use  the  most  effective  vitamin  A? 


♦oil  soluble  vitamin  A made  water- 
soluble  with  sorethytan  esters;  pro- 
tected by  U.  S.  Patent  No.  2,417,299. 


vitamin  A 
in  high  dosage 
is  effective 
in  many 

hyperkeratotic  lesions 


aqueous* 

vitamin  A is 
a superior  form 


samples  and  detailed  literature  upon  request 

u.  s.  vitamin  corporation 

(Arlington -Funk  Laboratories,  division) 

250  East  43rd  St.,  New  York  17,  N.Y. 


better  and  more  rapidly  “ 
absorbed  and  utilized, 
better  tolerated . . . 

clinical  evidence  establishes 
(as  shown  in  chart  below)  that 
aqueous  vitamin  A,  as 
available  in  Aquasol  A Capsules, 
provides . . . 

up  to  300%  greater  absorption 
100%  higher  liver  storage 
80%  less  loss  through  fecal  excretion 


as  much  aqueous 
vitamin  A is  needed 


' 

aqueous  vitamin  A** 

ordinary  oily  vitamin  A 

acne 

25,000  to  50,000  units  daily 

up  to  500,000  units  daily 

eczema 

chronic 

25,000  to  50,000  units  daily 

50,000  to  500,000  units  daily 

excessively 
dry  skin 

60,000  to  100,000  units  daily 

100,000  to  300,000  units  daily 

**Aquasbl  A Capsules  (aqueous  natural  vitamin  A)  was  one  of  the  products  used  In  these  studies. 


the  treatment  time  is  required 
for  aqueous  vitamin  A 


aquasol  A capsules 


three  separate  high  potencies  of  natural  vitamin  A per  capsule  . . . 
in  water-soluble  form: 

25,000  U.S.P.  units  50,000  U.S.P.  units  100,000  U.S.P.  units 


bottles  of  100,  500  and  1000  capsules 
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PATHOLOGY:  Edited  by  W.  A.  D.  Anderson. 

M.A.,  M.D..  F.A.C.P.;  Second  Edition,  irS3; 

The  V.  C.  Mosby  Company,  St.  Louis.  1393 

pages,  1241  illustrations  and  10  color  platas; 

$16.00. 

This  book,  written  by  33  experienced,  au- 
thoritative individuals,  is  essentially  a text- 
book of  human  pathology. 

The  scope  of  the  subject  matter  is  huge. 
There  are  numerous  books  on  pathology  of  the 
diseases  of  one  anatomical  system,  or  even  one 
organ,  that  are  comparable  in  size  and  larger 
than  this  volume.  However,  a striking  feature 
is  the  enormous  amount  of  subject  matter  in 
one  book.  This  was  accomplished  by  brevity 
and  fine  print. 

The  time-honored  division  of  the  subject  of 
pathology  into  the  two  viewpoints — general 
pathology  and  special  pathology — is  avoided. 
Hence  the  organization  is  heterogeneous.  Some 
chapters  deal  with  the  diseases  of  an  anatomi- 
cal system;  others  with  an  organ;  others  with 
a disease  entity  involving  several  anatomical 
systems;  and  others  with  fundamental  dis- 
turbances common  to  the  various  tissues  of 
the  body.  These  are  so  few  and  brief  as  to  be 
of  questionable  value. 

The  illustrations  are  excellent  and  informa- 
tive. Only  a negligible  number  are  drawings. 
The  outstanding  features  of  the  volume  are 
the  thorough  presentation  of  disease  entities, 
the  great  amount  of  subject  matter  in  one 
volume,  and  a style  of  writing  that  is  easily 
read.  Each  chapter  is  well  supplied  with  ref- 
erences. In  general  and  comparatively  speak- 
ing the  text  is  excellent. 

A.  J.  Miller,  M.  D. 


A REVIEW  OF  PRESENT-DAY  PSYCHOL- 
OGY— edited  by  A.  A.  Roback;  Philosophical 
Library;  1955;  995  pages;  $15.00. 

The  editor  of  this  volume  has  done  an  out- 
standing job  of  selecting  his  authors  and  choos- 
ing his  topics  so  that  the  reader  is  afforded  a 
sweeping  view  of  the  modern  psychological 
scene.  The  contributors  are  eminently  quali- 
fied for  their  special  fields  and  in  general,  they 
have  succeeded  in  fitting  their  material  to  the 
requirements  of  clarity  and  brevity. 

The  volume  includes  chapters  on  40  different 
topics  which  cover  a wide  range  of  material. 
Such  broad  topics  as  abnormal  psychology  and 


social  psychology  receive  attention.  Highly 
specialized  topics  such  as  the  psychology  of  art 
and  the  psychology  of  religion  are  also  treated. 
In  general  each  author  seems  to  follow  a plan 
in  which  a brief  historical  development  of  the 
topic  is  presented,  followed  by  present  trends, 
and  then  by  predictions  as  to  future  develop- 
ments and  promising  avenues  for  future  inves- 
tigation. 

Not  all  topics  receive  an  equal  degree  of 
adequacy  of  treatment,  and  a few  topics  might 
profitably  be  pursued  elsewhere  with  no  more 
time  and  effort  expended.  In  some  cases,  the 
breadth  of  the  topic  precludes  satisfactory 
coverage  in  the  space  allotted,  and  the  ma- 
terial consists  more  of  enumeration  than  ex- 
position of  the  items  included. 

The  general  reader  might  profitably  read 
this  book  carefully  since  it  encompasses  ma- 
terial within  the  scope  of  the  non-professional. 
For  those  who  have  some  familiarity  with  the 
field  it  will  serve  as  a good  “refresher.”  For 
those  interested  in  pursuing  further  a parti- 
cular topic  it  will  prove  valuable.  For  this  lat- 
ter purpose  the  extensive  bibliographies  at  the 
end  of  each  chapter  provide  ample  leads  for 
more  exhaustive  examination. 

Edmond  F.  Erwin,  Ph.D. 


CANCER  CELLS:  by  E.  V.  Cowdry.  Director. 
Wernse  Cancer  Research  Laboratory  Wash- 
ington Uhiversilv,  St.  Louis;  W.  B.  Saunders 
Company,  Philadelphia  and  London,  1955, 
677  pages.  $16.00. 

This  author  has  long  been  known  to  students 
of  cytology,  histology  and  gerontology  through 
his  authoritative  textbooks  and  numerous  sci- 
entific papers  on  these  and  other  related  sub- 
jects. His  present  book  summarizes  practical- 
ly all  that  is  currently  known  about  cells — 
both  normal  and  malignant. 

It  is  a scholarly,  painstaking,  sometimes 
pedantic,  review  of  well  over  2000  pertinent 
papers  (all  completely  listed  in  the  biblio- 
graphy) organized  and  analyzed  by  an  investi- 
gator with  almost  four  decades  of  experience 
in  the  investigation  of  cells.  It  describes  the  in- 
vestigations of  botanists,  bacteriologists,  proto- 
zoologists, embryologists,  geneticists,  biologists, 
pathologists,  tissue  culture  experts,  biochem- 
ists, cytochemists,  clinicians  and  radiologists  as 

(Continued  on  page  118) 
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New  Study  Shows  Gelatine  / ^ 
Restores  Brittle  Fingernails  to  Normal 


Directions  for  making  the  Krsox  Gelatine  in  every  pa^ka^e 


Brittle,  fragile  or  laminating  fingernails  are  the 
bane  of  many  a woman’s  existence.  Yet  this 
highly  prevalent  and  distressing  condition  often 
has  gone  uncontrolled  for  lack  of  effective  ther- 
apy. Now,  you  can  promise  these  patients  sub- 
stantial relief  in  a large  percentage  of  cases. 

In  a recent  study^  that  confirmed  previous 
work^  Knox  Gelatine  was  used  to  treat  36 
women  with  fragile,  brittle,  laminating  finger- 
nails. The  response  was  most  gratifying.  Except 
for  three  patients  who  discontinued  the  therapy, 
three  diabetics,  and  two  women  who  had  con- 
genital deformities,  the  splitting  ceased  and  all 
other  patients  were  able  to  manicure  their  nails 
to  a full  point  by  the  time  the  study  ended. 

Optimal  dosage  proved  to  be  one  envelope  (7 
grams)  of  Knox  Gelatine  administered  daily  for 


three  months.  Improvement,  however,  was  noted 
after  the  first  month.  If  you  would  like  more 
complete  details  of  this  work,  just  use  the  coupon. 

1.  Kosenberg,  S.  and  Oster,  K,  A.,  “Gelatine  in  the  1 reattnent  of 
Brittle  Nails,”  Conn.  State  Med.  J.  10:1/1-179,  March  1955. 

2.  Tyson,  T.  L.,  /.  Invest.  Dermal.  1'1:323,  May  1950. 


Cha8.  B.  Knox  Gelatine  Company,  Inc.  i 

Professional  Service  Dept.  gJ-14  ! 

Johnstown,  N.  ^ . j 

Please  send  me  a reprint  of  the  article  by  Rosenberg  j 
and  Oster  with  illustrated  color  brochure.  \ 
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SOCIALIZED 

MEDICIME 

May  never  come,  but.  . . Soci'''ized 
Insurance  is  here  to  stay,  and  it 
has  created  a sizable  Estate  Handi- 
cap against  the  physician. 

In  the  case  of  a young  doctor  with 
young  children,  this  economic  pen- 
alty may  be  as  high  as  $4C,G00.00 

But  there  is  a solution,  and  the 
cost  is  no  greater  than  the  Social 
Security  Tax.  Write  nov/  for  com- 
■olete  information 


W.  R.  LONG  & ASSOCIATES 
li534  Bardstown  Road — Louisville,  Ky. 

Without  obligation  to  me  I would  like  to  have 
more  information  about  the  solution  to  the 
Social  Security  problem  of  the  young  doctor. 
I am  in  good  health  and  was 

born  

Month  Day  Year 

Name 

Address 


IN  THE  BOOKS 

(Continued  from  page  116) 

they  pertain  to  the  common  effort  to  elucidate 
the  nature  of  malignancy. 

The  work  is  logically  organized,  beginning 
with  an  explanation  of  the  distinction  between 
malignant  and  benign  tumors  and  mentioning 
Lie  properties  of  malignant  cells.  It  gives  ex- 
amples of  the  distribution  of  malignant  poten- 
tialities in  normal  cells  and  of  known  carci- 
nogens and  the  theories  concerning  their  ac- 
tion. It  goes  on  to  discuss  the  susceptibility  of 
normal  cells  to  carcinogens  and  to  consider  the 
latent  periods  and  factors  modifying  the  pro- 
auction of  cancers.  Fin.*Hy  it  outlines  data  on 
aiagnosis^  prevention  and  trr'atment  and  gives 
a cn.onological  review  of  the  high-hghts  of 
cancer  research,  with  an  estimate  of  iL  present 
tr  nds,  handicaps  and  possibilities.  Each  chap- 
ter is  succinctly  summa*.zeu. 

An  appendix  is  provided  which  supplies 
some  references  which  will  enable  workers  to 
proceed  with  their  stuuies  armed  with  the  best 
available  information. 

ihe  physician  or  in  cji.L^ator  who  has  been 
particularly  interested  in  cancer  will  find  that 
he  is  more  or  less  familiar  with  most  of  the 
i_cis  and  ideas  preseiued  in  this  book.  How- 
ever, unless  he  has  an  unusually  complete  and 
well  organized  reprint  file,  he  will  find  this 
an  invaluable  reference  source.  It  is  replete 
with  lists  and  tables  and  presents,  with  an  ad- 
mirable scientific  im^„u.  ..ai.ty,  all  sides  of 
many  controversial  issues,  together  wnth  ap- 
piop.iate  and  perspicac.ous  comment. 

The  busy  clinician,  wnose  principal  interest 
13  in  the  diagnosis  and  treatment  of  cancer  in 
patients,  will  be  ill-advised  to  invest  much 
more  of  his  reading  t.nia  in  this  cook  than  is 
required  to  familiarize  himself  with  its  con- 
tents by  reading  the  chapter  summaries. 

John  D.  Allen,  Jr.,  M.  D. 


The  name  of  Carroll  L.  Wifien,  M.D.,  Louis- 
ville, was  inadverleniiy  omiifed  from  the  De- 
cember "In  fhe  Books"  seciion.  Dr.  Wifien  re- 
viewed Ihe  book,  PRACTITIONERS  CONFER- 
ENCE VOLUME  1 which  appeared  on  page 
1040. 


A subscriplion  campaign  for  registered 

nurses  has  been  launched  by  the  national 
Today's  Heallh  (magazine)  Committee  of  the 
Woman’s  Auxiliary.  A twm  dollar  rate  will  be 
featured  during  January,  February  and  March. 
Nurses  will  be  contacted  by  WA  members 
either  in  person  or  t/  phone. 
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know 

your 

diuretic 


TABLET 


fewer  restrictions  of  activity  are  the  benefit  of  prolonged  use  of 
those  diuretics  effective  over  the  entire  range  of  cardiac  failure. 
The  organomercurials— parenteral  and  oral-improve  the 
classification  and  prognosis  of  your  decompensated  patients. 
Diuretics  of  value  only  in  milder  grades  of  failure,  or  which 
must  be  given  intermittently  because  of  refractoriness  or  side 
effects,  are  incapable  of  "upgrading"  the  cardiac  patient. 


NEOHYDRIN 

BRAND  OF  CHLORM  ERODRIN  (18.3  MG.  or  3-CHLOROMERCURI-2 

-METHOXY-PROPYLUREA  IN  EACH  TABLET) 


for  "...a  new  picture  of  the  patient  in  congestive  heart  failure."* 
replaces  injections  in  80%  to  90%  of  patients 

*Leff,  W.,  and  Nussbaurn,  H.  E.:  J.  M.  Soc.  New  Jersey  50:149,  1953. 


a standard  for  initial  control  of  severe  failure 


Laboratories,  inc.,  Milwaukee  i,  Wisconsin 


MERCU HYDRIN®  SODIUM 

BRAND  or  MERALLURIDE  INJECTION 


asdss 
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Be  a Part  of  Kentuckifs  New  Medical  Development 

The  Louisville  Medical  Building 

IN  THE  HEART  OF  THE  MEDICAL  CENTER 

AT  THE  CORNER  OF  FLOYD  AND  GREY  STREETS 

The  Lexington  Medical  Building 

M IDW  AY  AMONG  ALL  THE  HOSPITALS 

SOUTH  LIMESTONE  AT  THE  1400  BLOCK 


• Doctor  and  patient  on  premises  parking 

• Air  conditioned  year  round 

• Fastest  access  to  and  from  all  leading 
hospitals 

• Experience  of  five  medical  office  build- 
ings 


• Office  layout  and  partitions  at  no  cost 
to  doctors 

• All  window  and  glass  on  steel  and  con- 
crete construction 

• Future  offices  of  many  of  Kentucky’s 
most  reputable  doctors 

Brochures  available  upon  request 


For  brochures  or  information  about  floor  plans,  leases  and  other  details  please  write  or 
call 


PROFESSIONAL  BUILOING  ASSOCIATES 

408  HENRY  CLAY,  LOUISVILLE  2,  KY. 


MORTON  STEINHARDT 
President 


TELEPHONE 
WAbash  7389 
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dihydroxy  aluminum  aminoacetate 


On  the  basis  of  considerable  in  vitro 
evidence  accumulated  over  a period  of 
seven  years,  the  Council  on  Pharmacy 
and  Chemistry  has  revised  the  original 
Alglyn  monograph  acknowledging  that 


this  most  recent  form  of  aluminum  ant- 
acid therapy  is  as  active — In  Tablet 
Form — as  the  various  aluminum  hydrox- 
ide preparations  are  in  Liquid  form: 


“Dihydroxy  aluminum  aminoacetate  . . . shares  the  properties  of  the  alumi- 
num hydroxide  gel  preparations.  In  vitro  studies  indicate  that  the  buffering 
action  of  dihydroxy  aluminum  aminoacetate  in  tablet  form  is  comparable  to 
that  of  the  liquid  preparations  of  aluminum  hydroxide  gel  when  compared 
on  the  basis  of  equivalent  aluminum  content.” 


Alglyn  Tablets,  0.5  Cm.  dihydroxy 
aluminum  aminoacetate,  are  sufiplied  in 
bottles  of  100  (white).  Your  patients  will 
welcome  the  change  from  liquid  antacid 
preparations  to  easy-to-take  convenient, 
lightly-flavored  Alglyn  TahletsL 

Also  supplied  in  combination  with 
spasmolytic' and  sedative  therapy  as 


Malglyn  Compound,  each  tablet 
contains  dihydroxy  aluminum  aminoace- 
tate,  0.5  Cm.,  belladonna  alkaloids,  0.162 
mg.,  phenf)barbital,  16.2  mg.,  per  tablet, 
bottles  of  100  (pink);  and  as  Bciglyn, 
dibydroxy  aluminum  aminoaci'tate,  0.5 
Cm.,  belladonna  alkaloids,  0.162  mg.,  per 
tablet,  bottles  of  100  (yellow). 


1.  Rossett,  N.E.  and  Rice,  M.L.,  Jr.:  Gastroenterology,  26:490,  1954. 

L.W.;  J.  Am.  Pliarm.  Assoc.,  Scientific  Edition. 

38:58b,  1949. 


PHARMACEUTICAL  COMPANY 


CHATTANOOGA  9,  TENNESSEE 
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WASHINGTON  NEWS  DIGEST 


Washington^  D.  C. — Bills  that  have  been 
hanging  fire  in  Senate  and  House  Committees 
for  over  a year  finally  are  getting  attention  as 
the  Administration  pushes  its  program  for 
broader  and  more  uniform  medical  care  for  the 
families  of  servicemen. 

A new  version  of  a bill  was  dropped  in  the 
hopper  on  the  opening  day  of  this  session  by 
Chairman  Carl  Vinson  of  the  House  Armed 
Services  Committee.  It  was  designed  in  part  to 
supply  answers  to  a number  of  questions 
growing  out  of  earlier  versions  sponsored  by 
the  Defense  Department.  Actually  it  raised 
more  questions,  which  only  hearings  and  tes- 
timony from  expert  witnesses  and  debate  on 
the  floor  of  Congress  can  answer. 

The  bill  (H.R.  7994)  authorizes,  as  a matter 
of  right,  broad  medical  care  for  dependents  of 
the  armed  forces  as  well  as  of  Coast  Guard, 
■Public  Health  Service  and  Coast  and  Geodetic 
Survey  personnel  serving  on  active  duty.  (The 
bill  would  authorize  health  insurance  only  for 
dependents  of  latter  three  services.)  Separate 
bills  have  been  introduced  in  the  past  provid- 
ing medical  care  for  dependents  of  Coast 
Guard,  PHS  and  Geodetic  Survey,  but  this 
marks  the  first  time  they  are  brought  into  the 
same  bill  with  military  personnel. 

In  provision  of  services,  the  bill  has  no  sur- 
prises over  its  predecessors.  It  calls  for  diag- 
nosis, treatment  of  acute  medical  and  surgical 
conditions,  treatment  of  contagious  diseases, 
and  maternity  and  infant  care. 

On  another  point  of  major  interest  to  physi- 
cians, the  bill  drops  out  all  mention  of  the 
home-town  medical  care  plan,  which  was  a 
part  of  Mr.  Vinson’s  earlier  bill.  That  bill  con- 
templated use  of  civilian  hospitals  and  doctors 
for  those  dependents  who  were  not  near  mili- 
tary medical  facilities  and  who  had  not  taken 
out  health  insurance,  with  the  government 
paying  part  of  the  cost. 

Another  area  of  almost  certain  delbate  in  the 
latest  bill  is  the  insurance  features.  There  are 
these  main  points: 

1.  A serviceman  may  elect  to  rely  entirely 
on  the  chance  of  finding  space  available  in  a 
military  hospital  or  clinic  for  his  family,  or  he 
may  choose  protection  through  an  insurance 
plan. 

2.  The  family  deciding  on  insurance  has  its 
choice  of  going  to  a military  hospital  or  using 
civilian  resources.  The  uninsured  family  could 
be  charged  by  the  military  for  out-patient  care. 


and  would  have  to  pay  subsistence  costs  while 
in  the  hospital. 

3.  A serviceman  taking  insurance  would  pay 
30%  of  monthly  premiums  for  a basic  plan 
covering  his  wife  and  children^  and  the  entire 
premiums  for  coverage  of  dependent  parents 
and  parents-in-laws.  Parents  and  parents-in- 
law  who  found  space  in  a military  hospital, 
however,  would  be  admitted  on  the  same  basis 
as  wives  and  children. 

4.  Catastrophic-type  coverage,  at  additional 
premium. 

5.  To  take  care  of  long  term  illnesses,  the  bill 
provides  for  transfer  of  dependents  to  military 
facilities  once  they  have  used  up  benefits  in  an 
insurance  plan.  Or  if  such  transfer  isn’t  feas- 
ible, the  government  could  pay  the  additional 
costs  of  private  care. 

The  bill  was  introduced  before  the  Defense 
Department  had  completed  a survey  of  Blue 
Shield,  Blue  Cross  and  commercial  plans  to  de- 
termine to  what  extent  they  could  provide  care 
under  the  bill.  Conceivably  the  survey  could 
further  change  the  shape  of  an  already  much- 
revised  piece  of  legislation. 

President  Eisenhoiwer  in  his  State  of  the 
Union  message  summed  up  the  case  for  depen- 
dent medical  care  this  way:  “Much  has  been 
done  to  attract  and  hold  capable  military  per- 
sonnel, but  more  needs  to  be  done.”  He  also 
broadly  outlined  administration  plans  in  the 
health  field,  with  emphasis  on  more  money  for 
research  and  federal  aid  to  medical  schools 
and  to  provide  research  facilities  for  construc- 
tion. With  bipartisan  bills  along  this  line  al- 
ready before  Congress,  these  proposals  may 
move  right  along  before  adjournment  in  mid- 
summer. 

However,  Congress  might  decide  that  for 
this  year  medical  schools  should  settle  for  the 
$90  million  of  Ford  Foundation  money  being 
made  available  to  private  schools  to  help 
strengthen  teaching  staffs. 

By  the  same  token,  there  was  some  question 
just  how  much  Congress  would  vote  for  Hill- 
Burton  hospital  programs  this  session  in  the 
light  of  the  $200  million  Ford  grants  to  some 
3,500  non-profit  hospitals. 

A recent  Public  Health  Service  report  indi- 
cates that  states  are  now  showing  less  prefer- 
ence for  “public”  Salk  vaccine  programs  than 
they  did  a few  months  ago.  The  sixth  allotment 
marked  the  high-point  in  “public”  preference. 
Then  came  a slight  but  steady  decline. 
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A valuable  aid  in 
rehabilitating  the  arthritic  patient 


f,  i 

MAJOR  ADVANTAGES:  Greater  anti-rheumatic  activity  than  cortisone; 
smaller  doses  produce  clinical  improvement  faster  and  more  uniformly.' 


Hydrocortone  Ls  a practical  long-term  thera- 
peutic measure  in  the  majority  of  patients  suffer- 
ing from  rheumatoid  arthritis.  The  u.se  of  small 
doses  of  Hydrocortone  in  conjunction  with 
conservative  general  measures  will  permit  the 
safe  management  of  the.se  arthritics  for  pro- 
longed periods  of  time.  Such  a program  has  been 
shown  to  provide  moderate  to  great  relief  in  a 
very  high  percentage  of  patients. ^ In  severely 
handicapped  people,  Hydrocortone  plus  physi- 
cal therapy  will  frequently  allow  the  rehabilita- 
tion of  arthritics  who  would  not  be  helped 
appreciably  by  either  measure  alone. ^ 

OTHER  INDICATIONS:  Still’s  Disease,  rheuma- 
toid spondylitis,  psoriatic  arthritis,  traumatic 


arthritis,  osteoarthritis,  and  bursitis. 

SUPPLIED:  ORAL — Hydrocortone  Tablets:  20 
mg.,  bottles  of  25,  100,  and  500  tablets;  10  mg., 
bottles  of  50,  100,  and  500  tablets;  5 mg.,  bottles 
of  50  tablets.  INTRASYNOVIAL  — Saline  Suspen- 
sion Hydrocortone-T.B.A.;  25  mg./cc.,  vials 
of  5 cc.  Saline  Suspension  Hydrocortone 
Acetate:  25  mg./cc.,  vials  of  5 cc. 


PHILADELPHIA  1.  PA. 
DIVISION  OF  MERCK  ft  CO..  INC. 


REFERENCES:  1.  Boland,  E.  W.  and  Headley,  N.  E.,  J.A.M.A.  148:981,  March  22,  1952.  2.  Wartl.  L.  E.,  Policy,  H.  F.,  Slocumb. 
C.H.and  Hench,  P.S.,  J.A.M.A,  152:119,  May  9.  1053,  3.  Snow,  W.  3,  and  Coss,  J.  A.,N.Y.  State  J.  Med.  52:319,  Feb.  1, 1952. 
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tA^  Battle 


BAKtft’S^^6AK«S 


Hotli  forms  of  Baker’s  Modified  Milk 
— Powder  and  Liquid  — contain  all 
re(|nirenients  for  complete  infant 
nutrition  and  may  he  fed  inter- 
chan <reahlv. 

d'lie  Powder  form  is  particularly 
adaptable  for  feeding  prematures, 
and  for  use  as  compleniental  or  sup- 
plemental feedings. 

For  routine  infant  feeding,  the  Litpiid 


is  generally  preferred  because  of  its 
greater  ease  of  preparation. 

Both  forms  of  Baker’s  Modified  Milk 
are  supplied  gratis  to  all  hospitals  for 
your  use. 

Normal  Dilutions 

20  calories  per  ounce 
Liquid  form  — 1 fl.  oz.  milk  fo  1 fl.  oz.  wafer 
Powder  form  — 1 Tbsp.  powder  to  2 fl.  oz.  of  water. 
*U.S.  Public  Health  Service  Milk  Code 


THE  BAKER  L A B O R A T O R I E S,  I N C. 

MiJA  P'loAuct'i  P^xciudioelif.  ytke  Medical 

Main  Office:  Cleveland  3,  Ohio  • Plant:  East  Troy,  Wisconsin 


Ulcer  protection 
that 

lasts  all  night: 


Pamine-Phenobarbital 

BROMIDE 


Tablets 

Each  FULL-STRENGTH  tablet  contains: 

Plienoharhital  15.0  mg.  gr.) 

Metliscopolamine  OromiJe  2.5  mg. 

Dosage : 

One  tablet  one-lialf  hour  before  meals,  and  1 to  2 
tablets  at  bedtime. 

Each  II ALE-STRENGTH  tablet  contains: 

Phenobarbital  8.0  mg.  gr.) 

Metliscopolamine  bromide 1.25  mg. 

Dosage : 

\^’hile  the  dosage  and  indications  are  the  same  as  for 
the  full-strength  tablets,  this  tablet  allows  greater 
flexibility  in  regulating  the  individual  dose,  and  may 
be  employed  in  less  severe  gastrointestinal  conditions. 

Supplied: 

Both  strengths  in  bottles  of  100  tablets. 

REGISTERED  TRADEMARK  FOR  THE  UPJOHN  BRAND  OF  M CTMSCOPOLAM  IN£ 


I'he  Upjohn  Company,  Kalamazoo,  3Iicliigaii 
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One-tube  economy 

plus 

two-tube  performance 


YOURS  with  the  200'itia 
MAXICON®  X-ray  Unit 

This  modestly  priced  single-tube  unit  brings  you  fully  profes- 
sional radiographic  and  fluoroscopic  facilities.  These  include  the 
generous  full-length  table  . . . broad-coverage  independent  tube 
stand  . . . powerful  200-ma  transformer  . . . high-power  rotating- 
anode  tube.  You  also  get: 

Full-wave  rectification  — Brings  you  full  200-ma  power  for  clear, 
sharp  radiographs.  Shorter  exposures  stop  motion  even  when  work- 
ing with  obese  patients. 

Quality  that  cuts  costs  — Professionally  scaled  components  mean 
economical,  dependable  service. 

Room  to  grow  — Later,  should  you  desire  to  expand  your  Maxicon 
installation,  you  can  add  a separate  under-table  tube. 

No  need  to  buy!  — If  you  prefer,  enjoy  all  these  advantages  on  the 
G-E  Maxiservice®  rental  plan  with  no  capital  investment.  Your  G-E 
x-ray  representative  will  give  you  full  details.  Contact  him  at  the 
address  below. 


"^Ogress  Is  Our  Mosf  Imporfanf  Product 


GENERAL 


ELECTRIC 


Direct  Factory  Branches; 

LOUISVILLE  — 501  West  Oak  Street  CINCINNATI  — 3056  W.  MeMicken  Ave. 


Pen-Vee  • Omt 

TABLETS 

Penicillin  V,  Crystalline 
(Phenoxymethyl  Penicillin) 


•Trademark 


the  totally 


new  penicillin  for  decisive  oral  dependability 


• Formulated  specifically  for  oral  use 

• Acid-stable — virtually  unaffected  by  gastric  acid 

• Alkaline-soluble — optimally  absorbed  in  duodenum 
•*  Certain,  high  blood  levels 

Supplied:  Tablets,  125  mg.  (200,000  units),  bottles  of  36;  300  mg.  (500,000  units), 
bottles  of  12.  Also  available:  Tablets  Bicillin®»Vee,  100  mg.  (100,000  units)  of 
benzathine  penicillin  G and  62.5  mg.  (100,000  units)  of  penicillin  V,  bottles  of  36. 


when  patients  complain  of  ► 


unexcelled  relief  in  nonspecifij 


best  of  the  old  Acetylsalicylic  acid  . . 325  mg. 

l)otentiated  by  the  best  of  the  new  . . . Meticorten  ....  0.75  mg. 

augmented  by Ascorbic  acid 20  mg. 

plus  Aluminum  hydroxide  . 75  mg. 

Meticorten  (prednisone),  new  Sobering  corticosteroid,  has  three  to  five 
times  the  therapeutic  effectiveness,  milligram  for  milligram,  of  oral  corti- 
sone or  hydrocortisone.  Combined  in  Sigmagen  with  aspirin  and  ascorbic 
acid,  it  permits  unexcelled  maintenance  of  "rheumatic”  relief  at  minimal 
dosages. 


tiff  neck  • backache  • charleyhorse  • rheumatics 

lumbago  • glass  arm  • devil’s  grip  • bursitis 
tennis  elbow  • trigger  finger  • sciatica  • neuralgia 


indicated  in 

muscular  rheumatism  • mild  rheumatoid  arthritis  • myalgia 
mild  spondylitis  • fibrositis  • myositis  • subacute  gout 
pleurodynia  • tenosynovitis  • panniculitis  • frozen-shoulder 

packaging 

Bottles  of  100  and  1000. 

SiGMAGEN.*  brand  of  corticoid-analgesic  compound. 

Meticorten  * brand  of  prednisone. 


heumatic  disorders 
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i 


when 

the  condition  4 


a reliable 


specify 

Merthiolate 


(tHIMEROSAL,  LILLY) 


^Merthiolate^  is  highly  active  under  virtually  all 
conditions;  is  relatively  nonirritating  and  nontoxic 


'Merthiolate’  is  germicidal  in  dilutions  up  to  1:4,000  in 
serum  media  and  is  relatively  nonirritating  in  the  con- 
centrations suggested  for  use.  It  also  maintains  its  ac- 
tivity in  the  presence  of  soaps.  The  fact  that  'Merthio- 
late’ is  used  as  a bacteriostatic  agent  in  fluids  for  paren- 
teral administration  gives  strong  evidence  of  its  safety. 


660000 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.S.A. 


^ke  JOURNAL  (fjj-  Ihe 
Kentucky  State  Medical  Association 

Issued  Monthty  Under  the  Direction  of  the  Council 

VOL.  54  FEBRUARY,  1956  NO.  2 


Clinical  and  Melabolic  Effects  of 
Prednisone  and  Prednisolone  In  Rheumatoid  Arthritis* 

DAVID  H.  NEUSTADT.  M.  D. 

ROBERT  McClendon,  m.  d. 

F.  ALBERT  OLASH,  M.  D. 

MAURICE  BEST,  M.  D.** 

Louisville 


This  report  describes  our  initial  obser- 
vations on  the  clinical  and  metabolic  ef- 
fects of  prednisone  and  predisolone  in  a 
series  of  17  patients  with  active  rheuma- 
toid arthritis. 

Bunim  and  co-workers’  first  called  at- 
tention to  the  therapeutic  value  of  these 
compounds  in  a preliminary  study  of 
seven  patients,  who  were  treated  with 
prednisolone  for  short  periods,  varying 
from  twelve  days  to  two  and  one  half 
months.  They  indicated  from  these  studies 
that  these  drugs  had  a more  potent  anti- 
rheumatic response  than  either  cortisone 
or  hydrocortisone  without  producing  the 
undesirable  side  effects. 

Only  a limited  number  of  reports  on 
early  and  short-term  investigational  stud- 
ies have  been  published  so  far.i'5. 

Owing  to  the  widespread  interest  that 
has  been  aroused  concerning  the  use  of 
these  compounds,  we  are  reporting  the  re- 
sults of  our  trials  with  these  agents.  A 
comparison  of  the  structural  formulae  of 
prednisone  with  cortisone,  and  prednisol- 
one with  hydrocortisone  is  shown  in  Fig- 
ure 1. 

Clinical  Material 

Twenty  patients  with  active  progres- 
sive rheumatoid  arthritis  were  selected 


‘Fresented  'Ve'ore  the  Kentiichv-Teniiessee  Regional  Meet- 
ing of  the  Anierioan  College  of  Flusicians,  Louisville,  Ken- 
tacky,  November  5,  19.5.5. 

**From  the  Dept,  of  Medicine  and  .Vrthritis  Clinic,  Uni- 
versitv-  of  LonisviPe  Cchool  of  Medicine  and  Louisville  Geji- 
era!  Hospital. 

Prednisone  and  Prednisolone  used  in  this  investig:a.tion 
was  supplied  through  the  courtesy  of  Med.  Dept  Schering 
Co..  Bloomfield.  X.  .1.  ‘ ^ 


from  the  Arthritis  Clinic  and  in-patient 
service  of  the  Louisville  General  Hospital 
to  receive  the  new  steroids.  Criteria  for 
the  diagnosis  of  active  rheumatoid  arthri- 
tis was  based  on  that  established  by  the 
American  Rheumatism  Association  in  the 
“Primer  and  Handbook  for  Arthritis 
Clinics.”®  No  patient  was  accepted  in  the 
study  group  unless  the  diagnosis  was  un- 
equivocal rheumatoid  arthritis.  One  case 
of  rheumatoid  (or  ankylosing)  spondy- 
litis is  included.  Of  this  original  group  of 
20,  17  patients  warrant  final  analysis. 
Three  patients  were  eliminated  from  the 
study  because  their  clinic  attendance  was 
too  unreliable  for  careful  follow-up. 

Each  patient  was  classified  as  to  stage 
of  severity  of  the  disease,  as  well  as  to 
class  of  functional  impairment.® 


Figure  1— iPrednisone  is  produced  by  dehy- 
drogenation at  positions  1 and  2 of  the  cortisone 
nucleus,  resulting  in  the  double  bond  between 
C-1  and  C-2.  Prednisolone  is  produced  by  a 
similar  change  of  ihe  hydrocortisone  nucleus. 
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In  Table  1 is  listed  the  background 
data  in  detail  on  each  patient. 

In  four  patients,  the  disease  was  classi- 
fied as  stage  I (mild) ; in  one,  stage 
II  (moderate  without  deformity);  in 
five,  stage  III  (severe  with  deformity) ; 
and  in  seven,  stage  IV  (advanced  with 
ankylosis) . 

The  ages  of  our  17  patients  ranged  from 
23  to  64  years.  There  were  13  females  and 
four  males.  The  average  duration  of  the 
disease  was  8.8  years,  varying  from  one- 
half  year  to  22  years. 

Basic  management  programs  had  been 
instituted  in  all  patients  selected  for  treat- 
ment. This  included  the  use  of  salicylates 
or  other  simple  analgesics  in  regular  and 
adequate  dosage;  two  patients  previously 
had  received  phenylbutazone  (Butazoli- 
din) , four  chrysotherapy,  and  eight  cor- 
tisone. Five  were  changed  directly  from 
the  older  steroid  to  one  of  the  new  agents. 

Methods 

The  majority  of  the  patients  had  been 
observed  for  relatively  long  range  pe- 
riods, either  in  the  hospital  or  in  the  out- 
patient clinic,  before  initiation  of  therapy. 
The  minimum  period  of  control  observa- 
tion was  one  month.  The  disease  was  in- 


adequately controlled  in  every  patient  be- 
fore treatment. 

To  determine  the  clinical  effects,  a 
weekly  appraisal  was  performed  on  each 
patient.  Evaluation  of  the  patient’s  pro- 
gress included  the  routine  assessment  of 
the  following  subjective  if  actors:  (1) 

Pain,  (2)  Stiffness,  (3)  Joint  tenderness, 
(4)  Feeling  of  general  well-being,  (5) 
Changes  in  appetite,  sleeping  habits,  and 
emotional  state  and  (6)  Ability  to  per- 
form activities  and  functions  of  daily  liv- 
ing. 

Objective  evaluation  was  based  on  the 
therapeutic  criteria  established  by  the  A- 
merican  Rheumatism  Association.® 

Circumferential  mensuration  of  swol- 
len joints,  changes  in  surface  temperature 
and  skin  color,  and  measurement  of 
ranges  of  motion  of  affected  joints  were 
recorded  at  each  examination. 

Radiographs  of  involved  joints  were  re- 
peated when  indicated.  Temperature, 
pulse,  weight  and  blood  pressure  were  re- 
corded routinely. 

Certain  laboratory  studies  were  per- 
formed on  each  patient  prior  to  starting 
treatment,  and  were  repeated  at  periodic 
intervals.  These  included:  (1)  Complete 


TABLE  1 


INDIVIDUAL  PATIENT’S  CLINICAL  BACKGiROUND 


Case 

No, 

Age 

& 

Sex 

Duration 

Arthritis 

Years 

Stage 

Class 

Previous 

Therapy 

Response  to 
Previous  Therapy 

1 

23F 

1 V2 

1 

O 

Phenylbutazone 

Slight  pain  relief 

2 

35F 

3 

1 

2 

Gold 

No  response 

3 

52M 

6 

4 

3 

4 

46F 

13 

4 

3 

Gold,  Cortisone 

Inadequate  and  unde- 
sirable effects. 

5 

50F 

22 

4 

4 

Cortisone 

Congestive  heart 
failure  and  inadequate 

6 

43F 

5 

1 

2 

7 

64F 

14 

3 

3 

Cortisone 

Inadequate 

8 

GIF 

5 

4 

4 

Gold 

Inadequate 

9 

28F 

^2 

1 

2 

10 

54F 

5 

2 

2 

Cortisone 

Inadequate 

11 

30F 

18 

4 

3 

12 

63F 

5 

3 

3 

Gold,  Cortisone 

Poor  response 

13 

42M 

6 

3 

3 

14 

39F 

10 

4 

3 

Cortisone 

Hyper-cortisonism 

15 

59F 

9 

4 

4 

Cortisone 

Undesirable  effects 
and  inadequate 

16 

59M 

8 

3 

3 

Phenylbutazone 

Slight  pain  relief 

17(A.S. 

*)  57M 

20 

3 

3 

Cortisone, 

Radiation 

Inadequate 

A.  S.:  Ankylosing  Spondylitis. 
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blood  count,  hemoglobin  and  hematocrit, 
(2)  Erythrocyte  sedimentation  rate,  (3) 
Total  plasma  protein  and  albumin-glob- 
ulin ratio,  (4)  Blood  glucose  concentra- 
tion and  urinalysis  for  sugar. 

Serial  determinations  of  serum  total 
lipid  and  serum  total  cholesterol  were 
performed  in  nine  patients.  Three  base- 
line determinations  were  made  at  two- 
day  intervals  prior  to  beginning  therapy. 
The  special  interest  in  the  effect  of  the 
drugs  on  the  values  of  cholesterol  was 
evoked  by  the  original  report  of  an  eleva- 
tion of  this  chemical  constituent  in  pa- 
tients who  received  prednisolone.  ^ 

Since  unlike  cortisone  and  hydrocorti- 
sone, it  has  been  shown  by  others  that  the 
administration  of  the  new  hormones  in 
therapeutic  dosage  does  not  produce  sod- 
ium and  water  retention  or  potassium 
loss, these  studies  were  omitted,  ex- 
cept in  hospitalized  patients. 

Upper  gastro-intestinal  X-ray  studies 
were  not  done  before  hoi’mone  therapy 
unless  a history  suggestive  of  gastro-in- 
testinal disorder  was  obtained.  In  those 
patients  who  developed  gastrointestinal 
symptoms  while  on  the  steroids,  radio- 
graphic  examination  of  the  gastrointes- 
tinal tract  was  made. 

Method  of  Administration 

These  two  new  synthetic  steroids  were 
supplied  to  us  as  an  oral  preparation,  in 
the  form  of  a scored  tablet  containing  five 
mg.  of  either  prednisone  or  prednisolone. 

Initial  dosage  of  20  to  30  mg.  was  given 
daily  in  four  equally  divided  doses,  to  be 
taken  after  meals  and  at  bedtime.  No  at- 
tempt was  made  to  devise  a pre-fixed  dos- 
age scheme.  Continuation  of  therapy  and 
adjustments  in  dosage  were  dictated  by 
the  observers  in  accord  with  the  response 
of  the  patient.  In  the  usual  case  the  drug 
was  reduced  stepwise,  by  2.5  to  5 mg.  de- 
crements, at  intervals  of  four  to  10  days 
until  the  lowest  maintenance  dosage  that 
would  satisfactorily  restrain  the  disease 
was  established.  The  maintenance  dose 
varied  from  case  to  case,  ranging  from  10- 
15  mg.  Changes  in  the  progression  and  ac- 
tivity of  the  disease  often  required  in- 
creases in  dosage  for  short  periods.  This 
was  most  notable  in  three  patients  started 
on  treatment  in  the  hospital.  While  in 
this  “sheltered”  environment,  it  was 
found  a lower  maintenance  dosage  could 
be  employed  than  that  needed  by  the  pa- 
tients after  leaving  the  hospital. 

No  dietary  or  sodium  restrictions  were 
employed,  unless  required  by  an  associat- 


ed condition,  and  supplementary  potas- 
sium salts  were  not  given. 

Basic  measures,  such  as  salicylates  and 
simple  physiotherapeutic  modalities 
were  continued.  A number  of  patients 
also  received  intra-synovial  instillations 
of  compound  F to  troublesome  joints  at 
intervals.  This  procedure  was  not  discon- 
tinued unless  found  to  be  no  longer  neces- 
sary, which  was  the  case  in  many  of  the 
patients. 

Control  observations  were  carried  out 
by  interrupting  therapy  without  the  pa- 
tient’s knowledge,  by  introducing  a place- 
bo whose  appearance  was  identical  with 
the  new  steroids. 

Twelve  patients  were  started  with 
prednisone,  and  five  with  prednisolone. 
Patients  were  changed  from  one  agent  to 
the  other  at  the  same  dosage  level.  No 
appreciable  difference  in  the  effects  of 
prednisone  and  prednisolone  was  noted. 
In  this  presentation  the  results  of  admini- 
stration of  both  prednisone  and  predni- 
solone will  be  combined. 

Results 

Clinical  response  was  rapid  in  almost 
all  patients.  Striking  subjective  improve- 
ment usually  occurred  within  24  hours, 
and  objective  improvement  was  observed 
within  two  to  seven  days,  following  the 
institution  of  therapy. 

In  Table  2 is  shown  a summary  of  re- 
sponse in  individual  patients  observed 
up  to  the  present.  The  results  are  tabulat- 
ed for  each  case,  correlating  the  stage  of 
the  disease  and  the  duration  of  treatment 
in  months  with  the  functional  class  be- 
fore and  after  treatment,  the  sedimenta- 
tion rate  before  and  after  therapy,  and 
the  therapeutic  grade  response. 

When  placebo  tablets  were  substituted 
for  the  active  agents  after  approximately 
three  months  of  therapy,  all  except  three 
patients  reverted  to  their  pretreatment 
state  in  short  order.  Cases  No.  seven,  nine 
and  seventeen  (in  the  table)  have  upheld 
their  improvement  on  continued  placebo 
administration.  When  treatment  with  the 
new  analogues  was  resumed  in  those  pa- 
tients who  faltered,  satisfactory  response 
was  as  rapid  as  initially. 

In  Table  3 is  displayed  a summary 
of  the  change  in  functional  status. 

There  were  no  patients  in  functional 
Class  I before  treatment.  Five  patients 
were  in  Class  II,  and  of  these, 
four  advanced  to  Class  I and  one  re- 
mained in  Class  II.  Of  nine  patients  in 
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TABLE  2 

INDIVIDUAL  PATIENT’S  RESPONSE  TO  TREATMENT* 

Case  Stage  Duration  of  Class  E.  S.  R.f  Grade 


No. 

of 

Disease 

Treatments  Before 
Months  Treatment 

After 

Treatment 

Before 

Treatment 

After  Response 

Treatment 

1 

1 

4 

2 

1 

40 

14 

2 

2 

1 

8 

2 

1 

21 

15 

2 

3 

4 

8 

3 

3 

47 

23 

3 

4 

4 

7 

3 

2 

50 

50 

2 

5 

4 

7 

4 

2 

55 

4 

2 

6 

1 

6 

2 

1 

38 

41 

2i 

7 

3 

8 

3 

2 

42 

37 

2 

8 

4 

8 

4 

3 

56 

37 

3 

9 

1 

6 

2 

1 

50 

10 

1 

10 

2 

7 

2 

2 

35 

25 

2 

11 

4 

8 

3 

2 

48 

35 

2 

12 

3 

8 

3 

3 

46 

27 

3 

13 

3 

4 

3 

3 

29 

46 

2 

14 

4 

7 

3 

3 

3 

15 

4 

8 

4 

3 

26 

5 

2 

16 

3 

6 

3 

2 

43 

18 

2 

17  A. 

s,ft4 

7 

3 

2 

46 

40 

2 

-’According  to  the  criteria  of  the  American  Rheumatism  Association,  Steinbrocker  and 
others,  1949. 
fWintrobe  mm/hr. 
ttA.S.:  Ankylosing  Spondylitis 


TABLE  3 

SUMMARY  OF  CHANGE  IN  FUNCTIONAL  CLASS 


Functional 

Number 

Class 

After 

Class 

of 

Treatment 

Before  Treatment 

Patients 

I 

II 

III 

IV 

I 

0 

0 

0 

0 

0 

II 

5 

4 

1 

0 

0 

HI 

9 

0 

5 

4 

0 

IV 

3 

0 

1 

2 

0 

Total  17 

4 

7 

6 

0 

TABLE  4 

SUMMARY  OF  THERAPEUTIC  RESPONSE* 


Stage 

of 

Disease 

Number 

of 

Patients 

Response 

in  Grade 

I 

II 

III 

IV 

I (Early) 

4 

1 

3 

0 

0 

II  (Moderate) 

1 

0 

1 

0 

0 

HI  (Severe) 

4 

0 

3 

1 

0 

IV  (Advanced) 

8 

0 

5 

3 

0 

Total  17 

1 

12 

4 

0 

70% 

*According  to  the  criteria  of  the  American  Rheumatism  Association,  (Steinbrocker 
and  others,  1949.) 
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Class  II,  five  advanced  to  Class  II  and 
four  stayed  in  Class  III.  Of  three  pa- 
tients in  Class  IV  (bedridden  or  con- 
fined to  a wheelchair)  one  graduated  to 
Class  II  and  two  of  Class  III. 

An  additional  number  of  patients  im- 
proved with  regard  to  their  functional  ca- 
pacity with  special  regard  to  their  ability 
to  accomplish  certain  activities  of  daily 
living,  but  this  was  not  enough  to  change 
their  functional  class  when  evaluated  ac- 
cording to  the  established  criteria.'’’ 

A final  analysis  of  therapeutic  grade  re- 
sponse of  the  patients,  divided  into  the 
four  stages  of  rheumatoid  arthritis,  is 
shown  in  Table  4. 

Of  four  patients  in  Stage  I,  one  ob- 
tained a (Jrade  1 response  (complete 
remission)  and  three  a Grade  2 re- 
sponse (major  improvement).  One  patient 
in  Stage  II  obtained  a Grade  2 re- 
sponse. Four  patients  were  in  Stage  III; 
three  obtained  a Grade  2 response.  Of 
eight  patients  in  Stage  IV,  five  made  a 
Grade  2 response. 

Laboratory  Results 

The  erythrocyte  sedimentation  rate  was 
accelerated  in  16  patients  before  treatment. 
Nine  of  these  (or  53'/!)  had  decreased  to 
normal  or  near  normal  levels  at  the  time 
of  analysis.  However,  earlier  in  the  study 
period  before  the  maintenance  dose  was 
reached,  a greater  number  of  patients  ex- 
hibited significant  reductions. 

There  were  no  consistent  changes  in 
the  level  of  hemoglobin,  hematocrit,  total 
red  or  white  blood  cell  or  differential 
count. 

Routine  urinalysis  for  sugar  concentra- 
tion revealed  glycosuria  at  various  times 
in  two  patients.  Fasting  blood  sugar  de- 
terminations were  essentially  unchanged 
during  treatment.  Glucose  tolerance 
tests  were  done  in  the  two  patients  who 
spilled  sugar  in  the  urine.  The  curvm  was 
modified  with  respect  to  a prolonged  time 
in  returning  to  the  fasting  level,  but  values 
did  not  reach  significant  hyperglycemic 
levels. 

In  11  patients  with  reversed  albumin- 
globulin  ratios  or  significant  hyperglobu- 
linemia,  there  was  restoration  to  normal 
in  seven  and  definite  impro'vement  in  one. 

In  the  nine  patients  in  whom  serial  de- 
terminations of  serum  total  cholesterol 
v^^ere  performed,  there  was  a general 
trend  toward  increase  in  serum  cholesterol 
during  the  periods  of  hormonal  therapy, 
but  the  increase  was  neither  pronounced 
nor  consistent.  In  two  subjects  the  rise  in 


serum  cholesterol  was  in  excess  of  20% 
of  the  pre-treatment  level,  but  the  mean 
increase  for  the  entire  group  was  only 
7.6'.i.  Changes  in  serum  total  lipid  were 
similar  to  those  in  cholesterol. 

Figure  2 depicts  graphically  the 
changes  in  serum  cholesterol  with  varied 
dosage  in  one  case. 

Untoward  Effects 

The  side  effects  that  occurred  during 
prednisone  and  prednisolone  therapy  are 
listed  in  Table  5. 

Physiological  effects,  such  as  rounding 
of  the  face  and  hirsutism,  were  the  most 
frequent.  A total  of  23  side  effects  were 
found  in  nine  patients  (53 of  the  series). 


£FFECT  OF  PREDNISONE  ADMINISTRATION 
ON  SERUM  TOTAL  CHOLESTEROL 


mg./IOOml. 


Figure  2 — Effect  of  Prednisone  administration 
on  serum  cholesterol  levels  in  one  case. 


TABLE  5 

SUMMARY  OR  UNTOWARD  EFFECTS 


Side  Effects  No.  of  Patients  (53  0) 

“Moon”  Faces  6 

Hirsutism  3 

Acne  1 

Increased  appetite,  marked  2 

Insomnia  1 

Elevated  Blood  Pressure  2 

Mental  (Personality)  change,  mild  2 

Transient  glycosuria  2 

Gastrointestinal  symptoms 

(negative  x-ray)  2 

Gastric  ulcer  1 

Purpura  1 


No  discernible  undesirable  effects....  8 (47%) 
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In  only  one  patient  was  the  reaction  a po- 
tentially serious  complication.  This  was 
the  development  of  a gastric  ulcer  after 
four  months  of  therapy.  The  patient  was 
placed  on  an  ulcer  regimen  and  the  ster- 
oid was  continued  in  the  same  dosage. 
Ulcer  symptoms  abated  and  healing  of 
the  ulcer  was  followed  by  serial  X-rays. 
One  case  of  cutaneous  purpura  and  spon- 
taneous ecchymosis  occurred-  which  sub- 
sided without  altering  the  dosage  of  the 
hormones  (Figure  3).  Therapy  was  not 


Figure  3 — To  be  noted:  Purpuric  and  ecchy 
motic  lesions  on  dorsal  surface  of  forearms. 


discontinued  in  any  patient,  and  reduction 
in  dosage  often  caused  less  pronounced 
changes  in  adrenal  cortical  effects. 

Four  patients,  who  were  unable  to  tol- 
erate the  older  steroids  because  of  pro- 
nounced hypercortisonism  with  water  and 
sodium  retention  were  able  to  take  the 
newer  drugs  with  marked  lessening  of 
the  undesirable  effects. 

No  clinical  evidence  of  fluid  retention 
that  could  be  attributed  to  the  drugs  was 
encountered. 

Discussion 

Other  investigators  have  reported  fav- 
orable results  with  prednisone  and  pred- 
nisolone in  patients  who  either  responded 
inadequately  or  were  unable  to  tolerate 
previous  steroid  therapy  owing  to  the  oc- 
currence of  troublesome  side  effects. 

In  our  series  of  patients,  eight  had  pre- 
viously been  given  cortisone  without  ob- 
taining satisfactory  control  of  the  disease 
due  to  poor  response  and/or  undesirable 
side  effects.  Of  these  eight,  six  attained 
major  improvement,  and  two  minor  im- 
provement with  the  new  analogues. 

The  early  suggestion  that  these  drugs 
caused  fewer  side  effects  and  could  be  ad- 
ministered without  due  precaution  now 


appears  to  have  been  premature.^  The  in- 
cidence of  minor  adverse  reactions  with 
prednisone  and  prednisolone  appears  to 
be  equal  to  that  which  occur  with  corti- 
sone and  hydrocortisone.  Some  workers 
believe  that  certain  major  side  effects  re- 
sulting from  the  new  derivatives,  such 
as  the  diabetogenic  properties,  the  effect 
on  mental  changes,  and  the  apparent  pep- 
tic ulcerative  phenomena  on  the  gastro-in- 
testinal  tract,  are  more  profound  than 
with  the  older  steroids.  One  recent  report 
of  three  patients  who  developed  asymp- 
tomatic duodenal  ulcers,  accidentally  dis- 
covered by  gastro-intestinal  X-rays,  even 
suggests  the  routine  use  of  an  antacid  in 
conjunction  with  prednisone  or  predni- 
solone administration^".  Further  observa- 
tion over  prolonged  periods  is  needed  for 
final  evaluation  of  the  frequency  and  type 
of  undesirable  effects  resulting  from 
these  substances. 

In  our  series  only  one  patient  obtained 
a Grade  1 response  or  complete  remis- 
sion. This  patient  was  a 28  year-old  wo- 
man whose  arthritis  was  of  only  six 
months  duration.  This  observation  in  only 
one  patient  is  of  dubious  significance. 
However,  it  is  possible  that  a greater 
number  of  patients  may  have  achieved  a 
remission  or  qualified  for  a Grade  1 re- 
sponse, if  an  effort  had  not  been  made  to 
reduce  medication  to  the  minimum  level 
at  which  the  patient  could  be  controlled. 

An  additional  group  of  20  patients  with 
active  rheumatoid  arthritis  was  treated  for 
periods  ranging  from  three  months  to 
eight  months,  with  an  average  duration 
of  therapy  of  five  months.  Six  (or  30%) 
of  this  series  achieved  a Grade  1 re- 
sponse or  complete  remission;  10  (or  50%) 
a Grade  2 response  or  major  improve- 
ment; and  four  minor  improvement.  This 
closely  approximates  the  results  in  the 
study  group  with  the  exception  that  a 
higher  percentage  obtained  a Grade  1 
response  or  complete  remission.  It  is  note- 
worthy that  the  initial  dosage  in  these 
cases  ranged  from  20  mg.  to  40  mg.,  and 
the  maintenance  dosage  varied  widely 
from  7.5  mg.  to  25  mg.  The  occurrence  of 
untoward  effects  closely  paralleled  that 
of  the  clinic  series.  Two  patients  had 
transient  glycosuria,  and  one  latent  dia- 
betic was  discovered.  The  only  alarming 
side  effect  was  a gastric  ulcer  which  heal- 
ed with  appropriate  treatment  after 
prednisone  was  withdrawn. 

Summary 

(1)  The  clinical  and  certain  hematologi- 
cal and  metabolic  effects  produced  by  the 
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administration  of  prednisone  and  predni- 
solone for  periods  varying  from  four  to 
eight  months  were  observed  in  a series  of 
16  patients  with  active  rheumatoid  arthri- 
tis and  in  one  with  ankylosing  spondylitis. 

(2)  Striking  anti-rheumatic  effect  was 
obtained  in  13  cases  (or  769'^).  One  patient 
obtained  a complete  remission  or  Grade 
1 response  and  12  major  improvement 
or  Grade  2 response. 

(3)  Therapy  is  of  a suppressive  nature, 
and  when  interrupted  for  control  obser- 
vations with  placebo  administration,  most 
patients  promptly  relapsed  to  their  pre- 
treatment state. 

(4)  No  consistent  or  significant  influ- 
ence on  hematocrit,  hemogloblin,  total  red, 
white  or  differential  count  was  observed. 
Abnormal  sedimentation  rates  and  re- 
versed albumin-globulin  ratios  were  re- 
stored to  normal  or  near  normal  levels  in 
the  majority  of  patients.  Mild  interference 
with  glucose  utilization  was  found  in  two 
cases.  Serial  determinations  of  serum  total 
cholesterol  and  total  lipid  revealed  a 
trend  toward  increase  during  the  periods 
of  therapy. 

(5)  Nine  patients  (53%)  displayed  a 
total  of  23  side  effects.  Twenty-one  were 
minor  in  nature  and  comparable  to  the 
adrenal  cortical  effects  resulting  from  the 
older  steroids.  One  case  of  purpura  and 
one  of  gastric  ulcer  were  observed. 


(6)  The  major  advantages  of  the  new 
steroids  are  the  ability  to  produce  an  im- 
proved clinical  response  in  some  patients 
who  were  inadequately  controlled  on  old- 
er steroids,  and  the  lack  of  fluid  retention 
at  therapeutic  dosage. 

(7)  No  a/pparent  difference  in  the  clini- 
cal and  metabolic  effects  of  prednisone 
and  prednisolone,  given  at  the  same  dos- 
age level,  was  demonstrated. 
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SEASONAL  ALLERGY* 

MAURICE  KAUFMANN.  M.  D 
LLOYD  D.  MAYER.  M.  D. 
Lexinglon 


There  is  much  more  to  seasonal  allergy 
than  hay  fever  or  rose  fever.  As  a matter 
of  fact,  these  two  entities  are  not  due  to 
either  hay  or  roses  per  se,  but  are  mis- 
nomers in  the  light  of  our  present  knowl- 
edge, regarding  seasonal  allergic  rhinitis. 
For  the  purpose  of  this  discussion  and  be- 
cause “hay  fever”  remains  the  most  popu- 
lar designation,  it  will  be  used  inter- 
changeably with  the  more  correct  ter- 
minology of  “seasonal  allergic  rhinitis,” 
“pollen  allergy,”  or  “pollenosis.”  These 
latter  terms  are  more  scientifically  de- 
scriptive and  accurate. 

Historical  Data 

Historic  literature  makes  casual  refer- 


*  Presented  before  a meeting  of  tlie  llth  Councilor  Dis- 
trict. 


ence  to  seasonal  attacks  of  sneezing  occur- 
ring at  the  time  roses  bloom,  but  it  re- 
mained for  John  Bostock  in  1819  to  describe 
this  syndrome  as  “summer  cartarrh”  and  to 
indicate  that  it  was  a definite  disease, 
with  a seasonal  incidence  and  a distinct 
symptomatology,  u ' The  laity  had  at- 
tached the  name  of  hay  fever  to  this 
symptom-complex  because  hay  was  con- 
sidered to  be  its  cause  and  fever  was  the 
term  used  at  that  time  to  indicate  any 
type  of  indisposition,  whether  it  was  feb- 
rile or  afebrile.  Elliotson  in  1830  observed 
that  one  of  his  patients  who  had  the  dis- 
ease discovered  that  it  occurred  only  when 
the  flower  was  in  bloom  and  reasoned  that 
the  pollen  was  a causative  agent. Inci- 
dentally, Elliotson  was  the  first  to  describe 
an  instance  of  dermatitis  of  the 
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hands  following  the  handling  of  the 
grass  flowers.  Wyman  in  this  country, 
in  1872  proved  rather  conclusively 
that  ragweed  pollen  was  responsible 
for  the  disease.  He  did  this  by 
a very  simple  experiment.  He  took  a bag 
of  ragweed  pollen  with  him  to  the  White 
Mountains  were  he  was  symptom  free  but 
upon  opening  the  bag  and  sniffling  the 
pollen,  he  was  able  to  reproduce  symp- 
toms. In  1873,  Blackley  published  the  first 
of  a series  of  studies  which  showed  by 
mucous  membrane  and  skin  tests  that 
pollen  is  the  cause  of  hay  fever.^^)  Unfor- 
tunately, much  of  his  work  received  very 
little  recognition  at  the  time.  He  was  the 
first  to  use  the  skin  test  which  he  per- 
formed on  himself  by  the  scratch  method 
using  dry  pollen  as  the  antigen  at  which 
time  an  urticarial  wheal  at  the  the  site  o^f 
the  test  was  noted.  He  also  advocated  the 
principle  that  the  severity  of  the  disease 
could  be  reduced  by  avoidance  and  the 
use  of  filters.  In  fact,  he  even  designed  a 
pollen  filter  for  use  in  the  home  of  a suf- 
ferer. Thirty  years  went  by  before  any  at- 
tempt was  made  to  try  “specific  desensi- 
tization,” and  it  was  not  until  1911  that 
Noon  definitely  established  active  immu- 
nization or  desensitization  procedures  for 
the  treatment  of  hay  fever  by  subcuta- 
neous administration  of  pollen  extract.®  In 
the  following  decade  many  other  pioneers 
in  allergy  did  much  basic  work  which  laid 
Lhe  groundwork  for  our  present  knowl- 
edge concerning  the  diagnosis  and  treat- 
ment of  hay  fever. 

Pollen 

The  incidence  of  seasonal  allergy  in  the 
general  population  has  been  variously  es- 
timated at  from  2 to  5 per  cent,  which  a- 
mounts  to  four  to  five  million  sufferers, 
with  hay  fever  being  the  most  usual  clin- 
ical manifestation.  As  wdll  be  shown  lat- 
er, there  are  many  other  clinical  condi- 
tions for  which  pollen  is  responsible.  Fur- 
thermore, pollen  allergy  or  pollenosis,  is 
one  of  the  most  common  forms  of  allergy, 
not  only  in  man,  but  in  other  species  as 
well.  In  order  to  have  a better  under- 
standing of  pollen  allergy  one  must  have 
some  knowledge  about  the  agent  which 
causes  the  manifestations  of  pollenosis. 

In  his  chapter  on  pollen,  Tuft 
says,  “This  is  a cellular  structure,  corre- 
sponding in  the  plant  to  the  male  sperm 
cell  of  the  animal  kingdom,  and  important 
in  that  process  of  plant  fertilization 
known  as  pollination.  This  process  con- 
sists in  the  transference  of  pollen  from 
the  male  element  or  stamen  to  the  female 


element  or  pistil.  Although  accomplished 
in  several  ways,  only  those  plants  whose 
pollen  is  transferred  by  wind  or  insects 
are  likely  to  produce  hay  fever,  and  of 
these  two  groups  only  the  wind-pollinated 
plants  are  of  clinical  importance.  An  enor- 
mous number  of  wind-pollinated  plants 
exist  throughout  the  world,  but  compar- 
atively few  of  these  are  capable  of  pro- 
ducing hay  fever. ”<'■’>  Elsewhere,  Tuft 
says,  “In  order  for  the  pollen  of  any  plant 
to  be  of  importance  in  the  production  of 
hay  fever  symptoms,  it  must  satisfy  cer- 
tain requirements  which  have  been  set 
forth  arbitrarily  by  Thommen  under  the 
heading  of  the  five  postulatesU'^l. 

“1.  The  Pollen  Must  Contain  a .Specific 
Excitant  of  Hay  Fever.  Thus,  for  example, 
pine  pollen  is  light,  abundant  and  wind- 
borne;  yet  it  does  not  produce  hay  fever 
because  it  does  not  contain  a specific  ex- 
citant. 

2.  The  Pollen  Must  be  Wind-borne 
(Amenophilous) . This  explains  the  reason 
that  insect  pollinated  plants  are  not  im- 
portant as  causes  of  hay  fever. 

3.  The  Pollen  Must  Be  Produced  in 
Large  Quantities.  This  is  a characteristic 
of  wind  pollinated  plants  and  is  essential 
in  the  production  of  hay  fever  symptoms. 
The  amount  produced  varies  greatly  a- 
mong  the  different  species — thus  it  has 
been  estimated  that  each  ragweed  plant 
produces  100  pollen  granules,  whereas 
June  grass  produces  50  and  English  plan- 
tain 30.  Obviously,  even  though  the  same 
number  of  plants  are  present  in  a partic- 
ular vicinity,  ragweed  would  produce 
more  pollen  than  English  plantain. 

4.  The  Pollen  Must  be  Sufficiently 
Buoyant  to  be  Carried  Considerable  Dis- 
tances. This  depends  largely  on  its  physi- 
cal characteristics.  Pollens  small  in  size 
(less  than  35  micra),  light  in  weight, 
spherical  in  shape  and  dry  in  character 
are  found  to  be  of  greatest  importance  in 
hay  fever  because  these  qualities  permit 
them  to  be  blown  most  readily  by  the 
wind. 

5.  The  Plant  Producing  the  Pollen  Must 
be  Widely  and  Abundantly  Distributed. 
This  fact  is  significant  when  it  is  realized 
that  in  many  localities  numerous  species 
of  important  hay  fever  producing  plants 
are  found  which  are  of  no  clinical  impor- 
tance because  of  insufficient  distribution.” 

There  are  many  other  considerations  re- 
garding pollenation  and  pollenosis  which 
are  important.  The  pollen  or  the  patient 
may  be  directly  or  indirectly  affected  by 
meteorologic  and  atmospheric  conditions 
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including  wind  velocity,  the  presence,  ab- 
sence or  amount  of  rainfall,  humidity, 
fog  and  the  amount  of  sunshine.  It  can 
readily  be  deduced  from  what  has  been 
stated  that  atmospheric  pollen  concentra- 
tion varies  not  only  from  season  to  season 
but  even  from  day  to  day  or  from  one 
hour  to  the  next.  Recognition  of  these  fac- 
tors will  tend  to  clarify  many  clinical 
facts  and  variations  and  give  us  a better 
insight  on  how  to  combat  them.  In  gen- 
eral, it  is  well  to  remember  that  pollena- 
tion  is  heaviest  during  the  early  morning 
hours  and  usually  reaches  its  peak  about 
the  middle  of  the  particular  season. 

Pollenation  and  Other  Inhalant  Allergy 

Generally  speaking,  the  three  main 
groups  of  allergenic  pollen  producers  in 
Kentucky  are  trees,  grasses  and  weeds. 
Of  these  three  groups,  trees  account  for 
about  lO'/f ; grasses  for  about  30  to  40%; 
and,  weeds  for  about  50  to  60%  of  polle- 
nosis.  It  should  be  pointed  out  that  these 
are  arbitrary  figures  and  are  subject  to 
changes  and  modification  depending  upon 
the  area  of  the  United  States  in  which  hay 
fever  sufferers  reside. 

Based  upon  clinical  observation  and  at- 
mospheric studies  by  the  use  of  a stand- 
ard gravity  sampling  device,  the  division 
into  the  above  three  etiologic  groupings 
may  lead  to  faulty  etiologic  diagnosis, 
since  there  are  two  other  groups  of  inhal- 
ants which  may  play  an  important  role  in 
contributing  to,  or  precipitating  seasonal 
symptoms.  These  are  mold  spores  and 
dusts  of  various  kinds,  especially  house 
dust.  Moreover,  the  specific  antigen  which 
is  present  in  the  protein  or  water-soluble 
fraction  of  these  allergens  is  responsible 
for  the  production  of  the  respiratory  man- 
ifestations such  as  hay  fever  and  pollen 
asthma.  There  also  is  an  oil-soluble  frac- 
tion of  pollen  which  frequently  is  respon- 
sible for  the  cutaneous  and  ocular  mani- 
festions  of  seasonal  allergy. 

Tables  I through  V will  serve  as  a clin- 
ical guide  to  help  determine  the  relation- 
ship between  the  seasonal  allergens  and 
the  resulting  clinical  manifestations.  It 
should  be  remembered  that  overlapping 
occurs  and  pollenation  may  be  early  or 
late,  depending  upon  variations  in  geo- 
graphic, atmospheric  and  meteorologic 
conditions. 

Diagnosis 

There  are  very  few  diseases  or  condi- 
tions in  medicine  in  which  an  exact  his- 
tory is  so  important  for  accurate  diagnosis 


and  successful  management,  as  in  season- 
al allergy.  If  the  patient  can  remember 
dates  or  seasons,  and  if  the  physician 
takes  the  time  and  makes  the  effort,  the 
exact  etiologic  agents  can  be  determined 
m the  majority  of  cases.  Of  course,  this 
implies  that  the  inquirer  has  a knowl- 
edge of  specific  allergens  which  are  active 
at  the  time  of  year  the  patient  has  trou- 
ble. Often,  it  is  impossible  to  get  a his- 
tory of  dates,  seasons,  activities  and  other 
contributing  factors,  during  the  initial 
visit.  If  these  data  are  not  procured  when 
the  patient  gives  the  original  history,  it 


TABLE  I 


Early  Spring  (February  - April) 

Allergens 

Common  Clinical 

Manifestations 

Tree  Pollen 

Perennial  Allergic  Rhinitis 

Alder 

Seasonal  Allergic  Rhinitis 

Ash 

Allergic  Conjunctivitis 

Birch 

Vernal  Catarrh 

Cedar 

Bronchial  Asthma 

Elm 

Allergic  Sinusitis 

Maple 

Atopic  Dermatitis  (Eczema) 

Poplar 

Contact  Dermatitis 

Willoiw 

Mold  Spores 

Alternaria 

Hormodendrum 

House  Dust 

TABLE  II 

Late  Spring  (April  - June) 

Allergens 

Common  Clinical 

Manifestations 

Tree  Pollen 

Hickory 

Seasonal  Allergic  Rhinitis 

Locust 

(Hay  Fever) 

Oak 

Perennial  Allergic  Rhinitis 

Sycamore 

Allergic  Sinusitis 

V/alnut 

Allergic  Conjunctivitis 

Grass  Pollen 

Bronchial  Asthma 

June  (Blue 

Vernal  Catarrh 

Grass) 

Atopic  Dermatitis 

Orchard 

Contact  Dermatitis 

Red  Top 

Urticaria 

Timothy 

Angioedema 

Dock 

Erythema  Multiforme 

English  Plantain 

Gastrointestinal  Allergy 

Mold  Spores 

Hormodendrum 

Insect  Scales 

(Caddis  & May 

Fly) 

Foods  (In  Season) 
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TABLE  III 

Mid  Summer  (July  - August  15j 


Allergens  Common  Clinical 

Manifestations 


Grass  Pollen 
English  Plantain 
Lamb’s  Quarters 
Sheep  Sorrel 
Rusts  and  Smuts 
Mold  Spores 
Hormodendrum 
Alternaria 
Helminthospor- 
ium 

Fusarium 
Physical  Allergy 


Seasonal  Allergic  Rhinitis 
(Hay  Fever) 

Perennial  Allergic  Rhinitis 
Bronchial  Asthma 
Allergic  Conjunctivitis 
Atopic  Dermatitis 
Solar  Sensitivities 


TABLE  IV 

Early  Fall  (Augusl  15  - Frost) 

Allergens 

Common  Clinical 

Manifestations 

Ragweed 

Seasonal  Allergic  Rhinitis 

Marsh  Elder 

(Hay  Fever) 

Pigweed 

Perennial  Allergic  Rhinitis 

Cocklebur 

Bronchial  Asthma 

Wormwood 

(Pollen  Asthma) 

Mold  Spores 

Atopic  Dermatitis 

Hormodendrum 

Allergic  Conjunctivitis 

Alternaria 

Urticaria  and  Angioedema 

Fusarium 

Vaginitis 

Rusts  and  Smuts 

C.  N.  S,  Manifestations 

TABLE  V 

Late 

Fall  (October) 

Allergens 

Common  Clinical 

Manifestations 

Goldenrod 

Ragweed 

Wormwood  (Sage)  Bronchial  Asthma 

Mold  Spores 

Atopic  Dermatitis 

Hormodendrum 

Perennial  Allergic  Rhinitis 

Alternaria 

Fusarium 

Helminthospor- 

ium 

Rusts  and  Smuts 

House  Dust 

Bacteria 

is  wise  to  ask  him  to  think  about  it  and 
perhaps  on  a succeeding  visit  he  may  re- 
call certain  events  which  will  help  con- 
firm or  establish  the  dates  of  onset  and  re- 
currence of  symptoms.  Because  pollenosis 
is  seasonal  in  its  incidence,  inquiry  should 
be  made  about  the  approximate  or  exact 


dates  of  onset  and  cessation  of  symptoms, 
the  period  of  maximum  intensity,  the 
number  of  years  the  trouble  has  been  re- 
curring and  whether  it  is  always  the  same 
time  of  year.  These  questions  will  help 
elicit  information  regarding  primary  and 
secondary  allergens,  or  for  that  matter, 
even  rule  out  pollen  as  being  responsible 
for  the  difficulty. 

The  history  should  determine  other  al- 
lergic or  possible  allergic  problems.  A 
good  allergy  history  delves  into  the  pa- 
tient’s past  and  present  symptomatology 
regarding  these  allergic  manifestations. 
Many  of  these  may  have  preceded  the  on- 
set of  seasonal  allergic  rhinitis  and  will 
serve  as  a warning  that  they  may  recur 
in  addition  to  the  hay  fever.  In  fact,  the 
coryzal  aspects  of  pollenosis  may  even  dis- 
appear, only  to  be  replaced  by  bronchial 
asthma,  atopic  eczema  or  some  other  al- 
lergic manifestation,  thus  indicating  a 
change  in  shock  organ  or  tissue,  which  is 
not  an  infrequent  occurrence. 

In  addition  to  the  above,  the  history 
should  determine  which  system  is  most 
affected,  and  which  symptoms  are  the 
most  troublesome.  For  exiample,  if  the 
nasal  symptoms  are  most  prominent,  it 
should  be  determined  whether  the  itching, 
sneezing,  stuffiness  or  continuous  dis- 
charge is  most  aggravating.  The  impor- 
tance of  the  answer  determines,  at  least 
partially,  the  choice  of  symptomatic  med- 
ication for  relief. 

If  the  patient  has  had  any  previous  spe- 
cific treatment  or  testing,  the  results  of 
this  ■ should  be  known.  If  the  testing  was 
done  five  or  more  years  previously,  and 
the  symptomatology  is  now  different,  or 
if  the  symptoms  are  occurring  at  another 
season,  then  it  may  be  wise  to  re-survey. 
Furthermore,  inquiry  should  be  made  as 
to  the  type,  amount  and  results  of  prev- 
ious specific  hyposensitization.  This  may 
give  some  clue  as  to  what  to  expect  from 
present  treatment.  In  addition,  the  patient 
should  be  questioned  about  any  reactions, 
either  local  or  constitutional.  If  the  pa- 
tient gives  a history  of  frequent  reactions 
from  previous  hyposensitization  therapy, 
there  are  two  implications.  First,  the  pa- 
tient may  be  extremely  sensitive  and  treat- 
ment should  proceed  cautiously,  and  sec- 
ond, the  patient  may  obtain  better  results 
from  “low  dosage”  treatment.  The  patient 
also  should  be  asked  about  medication 
taken  for  symptomatic  relief,  including 
antihistamines  and  other  sympathomi- 
metic drugs,  and  those  which  proved  ben- 
eficial should  again  be  prescribed  and  used 
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until  such  time  when  they  become  inef- 
fectual. 

Skin  testing  should  not  replace  the  im- 
portance and  significance  of  the  history 
and  clinical  symptoms.  Skin  tests  have 
three  main  purposes,  first,  to  corroborate 
the  history;  second,  to  help  determine  of- 
fenders not  elicited  from  the  history;  and 
third,  to  gain  some  idea  as  to  the  degree 
of  sensitivity,  which  can  be  used  as  a 
guide  in  determining  the  concentration  of 
extract  for  hyposensitization.  It  is  the 
patient  who  should  be  treated,  not  the 
skin  tests,  and  the  allergist,  as  well  as  the 
attending  physician,  should  not  lose  sight 
of  this  fact. 

The  clinical  picture  of  the  average  hay 
fever  victim  is  classical.  It  would  be  su- 
perfluous to  dwell  upon  the  description 
here  other  than  to  comment  that  common 
symptoms  include  paroxysmal  sneezing, 
rhinorrhea,  nasal  stuffiness,  conjunctivitis 
and  itching  of  the  nose  and  palate.  The 
most  fearsome  and  the  most  common  com- 
plication of  pollenosis  is  pollen  asthma 
which  occurs  in  about  33%  of  the  cases. 
The  development  of  seasonal  asthma  her- 
alds the  possibility  of  future  perennial 
bronchial  asthma. 

The  iphysical  ex.amination  should  in- 
clude viewing  the  nasal  mucosa,  prefer- 
ably by  using  a head  mirror  and  nasal 
speculum.  One  can  then  obtain  a much  bet- 
ter concept  of  what  is  happening  to  the 
nasal  tissue  and  underlying  pathology.  If 
the  nasal  mucosa  is  pale,  wet  and  boggy, 
one  should  suspect  that  the  rhinitis  is 
more  apt  to  be  chronic  in  nature  and  due 
partially  to  other  allergens  in  addition  to 
the  current  seasonal  pollens.  On  the  other 
hand,  if  the  mucosa  is  injected,  glistening 
and  turgid,  it  probably  represents  an 
acute,  seasonal  exacerbation.  The  rou- 
tine examination  should  go  on  to  include 
inspection  of  the  eyes,  ears,  pharynx,  and 
auscultation  of  the  chest.  If  possible,  trans- 
illumination of  the  maxillary  and  frontal 
sinuses  should  be  done.  The  skin  should 
be  examined  for  the  presence  of  coexist- 
ing eczema,  contact  dermatitis  or  urtica- 
ria. 

The  most  significant  laboratory  finding 
is  the  presence  of  eosinophilia,  either  lo- 
cally or  in  the  peripheral  blood,  which  in- 
dicates allergy.  Eosinophils  are  generally 
present  in  pollenosis  and  smears  should 
be  made  from  any  secretion  of  the  nose, 
ears,  eyes  or  bronchi  and  examined  for 
eosinophils.  This  will  often  serve  to  differ- 
entiate allergy  from  infection,  though 
both  may  coexist. 


There  are  various  types  of  skin  and 
other  allergy  tests  which  are  employed  in 
the  diagnosis  of  pollenosis.  The  two  most 
commonly  employed  cutaneous  tests  for 
the  protein  fraction  of  the  pollen,  are  the 
scratch  and  intradermal  techniques.  Both 
have  advantages  and  disadvantages.  The 
former  is  carried  out  toy  a “scratch,”  using 
any  type  of  sharp  instrument  which  will 
excoriate  the  epidermis,  without  produc- 
ing bleeding,  then  applying  the  antigen 
in  the  dry  or  glycerinated  form  to  the 
scratch  site.  The  intradermal  method  con- 
sists of  injecting  about  0.01  ml  of  extract- 
ed antigen  into  the  epidermis.  Both  types 
are  read  for  reaction  in  10  to  20  minutes. 
The  scratch  test  is  considered  to  be  safer, 
whereas  the  intradermal  test  seems  to 
produce  more  positive  reactions  and  can 
also  serve  as  a titration  guide  for  the  con- 
centration of  the  hyposensitization  ex- 
tract. There  are  proponents  for  each 
method  among  allergists,  in  fact,  many 
utilize  both  techniques.  But  like  any  other 
laboratory  procedure,  as  mentioned  be- 
fore, the  correct  interpretation  is  contin- 
gent upon  the  experience  and  facts 
gleaned  from  the  history  and  clinical  find- 
ings. Whenever  the  oil  fraction  of  the  pol- 
len is  suspected  as  causing  symptoms, 
usually  dermatitis  or  conjunctivitis,  then 
the  patch  or  scratch-patch  method  of  test- 
ing is  used. 

Two  other  frequently  employed  meth- 
ods of  testing  for  pollenosis  are  the  con- 
junctival or  ophthalmic  test,  and  the  nasal 
or  sniff  test.  Both  methods  utilize  the 
principle  of  applying  the  dry  pollen  di- 
rectly to  the  respective  mucous  membrane 
and  observing  for  local  or  general  allergic 
effects.  It  is  not  uncommon  to  obtain  good 
positive  reactions  to  either  of  these  tests 
after  negative  cutaneous  testing.  Non- 
atopic  (non-sensitive)  individuals  will  not 
react  to  either  of  these  tests,  and  non- 
specific irritative  reactions  are  rare.  Fur- 
thermore, in  an  exquisitely  sensitive  indi- 
vidual, explosive  reactions  can  occur  with 
either  the  sniff  or  eye  test  just  as  readily 
as  with  the  cutaneous  method.  The  uniniti- 
ated should  never  approach  any  type  of 
allergy  or  hypersensitivity  test  without 
being  aware  of  possible  constitutional  re- 
actions and  taking  the  necessary  precau- 
tions to  treat  such  an  emergency. 

Treatment 

The  treatment  of  seasonal  allergies  or 
pollenosis  is  the  same  as  for  any  allergic 
condition.  Based  upon  the  premise  that 
the  specific  offender  or  offenders  have 
been  identified  by  accepted  and  recog- 
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nized  diagnostic  procedures,  therapy  is 
oased  upon  three  general  principles — ^pro- 
pnyiactic,  immunologic  and  symptomatic. 

r irst,  and  by  far  tne  best,  is  avoidance 
Oi  the  allergen.  This  implies  removing 
me  patient  irom  the  allergen  or  the  al- 
lergen Irom  the  patient.  Contrary  to  pop- 
ular impression,  this  does  not  always 
mean  that  the  patient  must  go  to  a pollen 
iiee  climate  but  it  does  mean  that  tlie  pa- 
tient should  try  to  create  a pollen  free 
environment,  whenever  possible.  In  fact, 
other  than  ragweed,  there  are  few  pollens 
wnich  can  be  escaped  by  temporarily  going 
to  a different  area  during  the  season. 
Much  can  be  done  in  one’s  home  to  pro- 
auce  an  allergy-free  environment.  The 
most  practical  application  of  this  princi- 
ple IS  to  convert  tne  bedroom  into  a dust- 
iree,  pollen-free  setting.  For  instance,  the 
importance  of  closed  windows  or  filtered 
air  can  readily  be  appreciated  when  it  is 
pointed  out  that  the  pollenation  is  heaviest 
auring  the  early  morning  hours  when 
most  people  are  m their  bedroom  and  thus 
inhale  a large  amount  of  pollen.  Because 
house  dust  and  mold  spores  aid  and  abet 
the  pollen  antigen,  and  because  pollen 
sensitive  patients  may  have  an  underlying 
dust  and  mold  sensitivity,  these  two  anti- 
gens should  receive  consideration  in  the 
cattle  against  the  total  hyposensitivity. 
Moreover,  it  is  only  a step  further  from 
seasonal  problems  to  perennial  allergies. 
All  of  these  precautions  are  worthwhile, 
and  the  end  result  will  be  a room  where 
the  patient  can  retire  in  the  confidence 
that  during  the  time  he  is  in  this  room, 
nothing  can  possibly  aggravate  his  allergy. 
Furthermore,  the  freedom  gained  from 
non-exposure  to  these  potent  allergens, 
allows  the  patient  to  develop  some  immu- 
nity and  thus  better  withstand  allergenic 
exposure  the  remainder  of  the  time. 

Other  than  avoidance,  hyposensitization 
or  desensitization  is  the  most  effective 
means  of  controlling  pollenosis.  The  prin- 
ciple of  this  treatment  is  to  lessen  the  pa- 
tient’s sensitiveness  to  the  particular 
pollen  or  group  of  aero-allergens  which 
cause  his  trouble.  The  most  accepted  ex- 
planation of  hyposensitization  is  that  the 
administration  of  specific  antigenic  ex- 
tract will  produce  blocking  antibodies. 
If  adequate  doses  of  extract  are  given, 
enough  of  these  antibodies  will  be  pro- 
duced to  prevent  antigen-reagin  reaction 
and  thus  prevent  symptoms  from  develop- 
ing. The  three  methods  used  in  treatment 
of  pollenosis  are  preseasonal,  coseasonal 
and  perennial. 

Preseasonal;  Perhaps  this  is  the  oldest 


and  most  often  used  method  of  treatment 
for  seasonal  allergies.  It  still  is  in  vogue 
and  seems  to  be  preferred  by  some  aller- 
gists, but  more  and  more  allergists  are 
now  advocating  perennial  treatment.  Re- 
garding dosage  in  preseasonal  thera^py, 
the  object  is  to  arrive  at  the  largest  dose 
of  pollen  extract  which  will  give  the  most 
protection,  without  inducing  a constitu- 
tional reaction,  and  to  do  this  before  the 
particular  season  begins.  The  dose  should 
be  reduced  1/3  or  1/2  and  given  at  weekly 
intervals  throughout  the  season.  This  is 
based  on  the  probability  that  the  quantity 
of  naturally  occuring  allergens  plus  the 
extract  will  overflow  the  threshold  of  im- 
munity and  precipitate  a constitutional 
reaction.  The  most  important  fact  is  that 
patients  vary  tremendously  in  their  sensi- 
tiveness and  each  has  a different  optimum 
dose  and  tolerance,  which  often  can  be 
learned  only  by  trial.  When  the  proper  ex- 
tract in  the  optimum  dosage  is  used,  the 
majority  of  patients  will  have  satisfactory 
results  from  treatment,  although  there 
are  a few  who  apparently  cannot  build 
up  enough  protection  from  routine  pre- 
seasonal treatment  because  of  extreme 
sensitivity  to  the  extract.  Before  leav- 
ing the  subject  of  preseasonal  treatment, 
it  should  be  mentioned  that  the  aver- 
age commercial  package  contains  fif- 
teen injections  with  the  recommendation 
that  injections  be  given  two  to  three  times 
a week.  This  is  rather  an  intensive  and 
occasionally,  dangerous  program.  It  is  far 
better  to  begin  preseasonal  injections  a- 
bout  three  to  four  months  in  advance.  This 
Vvill  allow  for  time  lost  or  injections 
missed  because  of  some  intercurrent  ill- 
ness; will  avoid  cumulative  effects  of  an- 
tigen, and  usually  will  offer  more  protec- 
tion. 

Co-seasonal;  A common  misconception, 
which  is  contrary  to  the  fact,  is  that  noth- 
ing can  be  done  for  the  hay  fever  patient 
alter  the  season  begins.  If  the  patient  pre- 
sents himself  shortly  before  or  at  any  time 
during  the  season,  some  relief  can  be  given 
by  resorting  to  small,  frequent  doses  ol  ex- 
tract. This  is  called  “phylactic”  or  co-sea- 
sonal  treatment  and  although  it  isn’t  as 
effective  as  prophylactic  treatment  as  a 
rule,  some  patients  are  afforded  consider- 
able relief. 

Perennial;  By  and  large,  this  is  the  best 
method  of  treatment,  at  least  in  our  ex- 
perience. For  “pure”  pollen  cases,  peren- 
nial treatment  consists  of  keeping  the  pa- 
tient on  a three  to  four  week  injection 
schedule  throughout  the  year,  after  the 
optimum  or  maximum  tolerance  dose  has 
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been  attained.  However,  many  patients 
have  a multiple  sensitivity,  not  only  to  the 
related  pollen  family  members,  but  to 
other  aero-allergens,  and  even  foods,  as 
well.  Failure  to  recognize  this  fact  will 
frequently  lead  to  poor  results  in  treat- 
ment. With  perennial  treatment,  the  pa- 
tient can  gradually  be  immunized  against 
all  offenders  for  which  hyposensitization 
is  commonly  employed.  This  is  a safer 
method  and  the  overall  results  are  better. 
It  is  more  apt  to  induce  complete  protec- 
tion when  continued  over  a period  of  years 
and  the  actual  number  of  injections  are 
less  when  comoared  to  repeated  presea- 
sonal  therapy.  Of  course,  there  are  certain 
disadvantages  to  perennial  treatment. 
Many  patients,  especially  those  who  have 
not  experienced  very  severe  symptoms,  are 
prone  to  tire  of  receiving  injections 
over  an  extended  period  of  time  and  will 
stop  treatment  before  lasting  immunity 
has  been  obtained.  Another  group  of  pa- 
tients apparently  become  “saturated” 
from  prolonged  treatment  and  begin  to 
have  constitutional  reactions  from  doses 
they  previously  tolerated,  and  though  this 
can  readily  be  corrected,  the  patient  be- 
comes wary  of  more  injections.  Another 
problem  arises  when  the  patient  misses 
a few  months  of  treatment  and  returns 
with  the  exoectation  that  treatment  can 
be  resumed  where  it  was  stopped.  Actu- 
ally, the  dose  must  be  cut  to  half  or  less 
and  raised  back  to  the  previous  level  by 
more  frequent  injections. 

Symptomatic  treatment  represents  the 
third  phase  in  the  management  of  pol- 
lenosis.  For  a while  it  appeared  that  the 
introduction  of  the  antihistamines,  and 
later  the  corticosteroid  hormones,  would 
be  the  salvation  for  millions  of  allergic 
sufferers.  In  fact,  these  medications  were 
hailed  by  much  fanfare,  especially  in  the 
lay  press,  which  created  the  false  impres- 
sion that  these  drugs  would  end  most  al- 
lergic diseases.  No  informed  physician 
should  rely  entirely  upon  these  prepara- 
tions to  treat  various  and  sundry  allergies. 
Even  the  corticosteroid  hormones  have 
failed  to  resolve  many  hypersensitivity 
conditions.  In  fact,  sensitiveness  to  the 
hormones  and  the  antihistamines  has  been 
observed. 

Regardless  of  the  fact  that  these  medi- 
cations have  not  proved  to  be  a panacea, 
they  still  hold  a very  high  position  in  the 
armamentarium  of  antiallergic  agents. 
The  practice  of  allergy  without  antihista- 
mines and  corticotropic  hormones  would 
be  comparable  to  the  practice  of  general 
medicine  without  antibiotics.  However,  it 


is  the  judicious  use  of  these  preparations 
in  selected  cases,  which  make  them  help- 
ful additions  in  the  anti-allergic  regimen. 
Today,  there  are  more  than  thirty  differ- 
ent antihistamines  from  which  to  choose, 
although  five  or  six  basic  formulas  com- 
prise the  chemical  structure  of  most.  The 
toxic  or  side-effects  of  the  antihistamines 
are  too  well  known  to  discuss  them  here. 
Many  of  the  antihistamines  are  now  be- 
ing combined  with  ephedrine  and  ephe- 
drine-like  drugs,  or  are  coated,  in  order  to 
minimize  drowsiness,  enhance  therapeu- 
tic results,  and  to  prolong  their  action. 
Not  infrequently,  patients  who  have  been 
controlled  or  helped  by  one  of  the  anti- 
histamines, seem  to  develop  a tolerance 
to  it  or  the  drug  seems  to  lose  its  effec- 
tiveness. This  problem  can  be  overcome, 
in  many  instances,  by  rotating  to  other 
“basic”  antihistamines  until  another  suit- 
able preparation  is  found. 

Most  allergists  probably  regard  the  use 
of  corticotropin  or  corticoids  for  the  treat- 
ment of  pollenosis  as  an  ace  in  the  hole. 
These  potent  physiological  substances 
should  be  reserved  for  cases  which  have 
failed  to  respond  to  a fair  trial  of  conven- 
tional management.  Even  in  these  cases, 
it  has  been  found  that  it  requires  relative- 
ly less  dosage  to  ameliorate  sym'ptoms 
than  in  those  cases  in  which  no  other 
therapy  has  been  employed.  In  our  exper- 
ience, it  has  been  noted  that  extremely 
sensitive  or  refractory  pollen  treated  cases, 
can  ordinarily  be  satisfactorily  relieved 
by  smaller  than  average  dosage  of  corti- 
costeroids, taken  in  short  courses  of  five 
to  seven  days.  Furthermore,  there  seems 
to  be  two  periods  when  the  need  for  one 
of  the  corticosteroids,  arises.  The  first  is  at 
the  height  of  pollenation  which  is  usually 
mid-way  in  the  season,  and  the  second 
period  is  near  the  end  of  the  season  or 
post-seasonal.  Both  of  these  instances  are 
probably  the  result  of  adrenal  exhaustion. 
When  and  if  cortisone,  hydro-cortisone, 
prednisolone  or  ACTH  is  considered  neces- 
sary, the  routine  precautions  and  contra- 
indications must  be  observed,  in  order  to 
avoid  undue  complications  from  their 
usage. 

Summary  and  Conclusion 

Seasonal  allergy  results  primarily  from 
exposure  to  airborne  substances  which 
act  as  specific  factors  in  the  production  of 
the  disease  at  respective  seasons  of  the 
year.  These  allergic  diseases  include,  al- 
lergic rhinitis  and  conjunctivitis,  (hay 
fever),  allergic  rhinosinusitis  (“sinus”), 
bronchial  asthma,  urticaria  and  angioede- 
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ma,  atopic  dermatitis,  contact  dermatitis, 
and  more  rarely,  vaginitis  and  gastroen- 
teritis. These  diseases  are  produced  for 
the  most  part  by  the  various  inhalant  al- 
lergens present  in  this  area.  These  include 
tree  pollen,  mold  spores  and  grass  pollen 
m tne  spring;  chenopods,  plantain  and 
mold  spores  in  mid-summer;  ragweed, 
chenopods,  amaranths  and  mold  spores  in 
the  late  summer  and  fall;  and,  dust,  bac- 
teria and  mold  spores  in  the  late  fall  and 
winter.  The  diagnosis  is  made  by  the  clin- 
ical history,  physical  examination,  pres- 
ence of  eosinophilia  and  various  diagnos- 
tic allergy  tests. 

Treatment  includes  the  use  of  prophy- 
lactic measures  such  as  avoidance,  specific 
Hyposensitization,  and  symptomatic  ther- 
apy. Avoidance  includes  the  use  of  clima- 
totherapy,  filtration  and  environmental 
control.  Specific  hyposensitization  with 
an  extract  of  the  offending  inhalant  al- 
lergen induces  the  formation  of  protective 


antibodies.  Symptomatic  therapy  com- 
prises the  use  of  epinephrine,  ephedrine, 
antihistamines,  corticotropin  and  corti- 
costeroids, when  indicated.  These  medica- 
tions should  be  used  as  adjuncts  during 
the  early  stages  of  hyposensitization  and 
for  the  relief  of  particularly  severe  aller- 
gic symptoms,  but  they  should  not  be  used 
as  a replacement  for  conventional  meth- 
ods of  allergy  therapy. 
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Surgical  Maiuraiion  of  The  Ileostomy* 
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Louisville 


The  treatment  of  ulcerative  colitis  has, 
for  many  years,  been  a controversial  and 
difficult  problem.  The  role  which  surgery 
should  play  in  the  treatment  of  ulcerative 
colitis  is  still  widely  debated  and  there  is 
little  agreement  among  those  of  greatest 
experience.  The  surgical  treatment  of  this 
disease  has,  of  necessity,  been  inseparably 
linked  with  the  problems  of  the  iliac 
stoma,  hhese  problems  have  at  times,  in 
iome  patients,  been  so  severe  and  so  dis- 
turbing to  internists  and  surgeons  alike, 
that  they  have  deterred  a more  aggressive 
surgical  approach  to  the  problem.  The 
problems  associated  with  ileostomy  will 
oe  reviewed,  and  what  seems  to  us  a log- 
ical explanation  for  some  of  them  will  be 
suggested.  With  the  foregoing  in  mind,  a 
new  technique  of  ileostomy,  suggested  bv 
Turnbull  and  Crile"’  ’U  and  known  as 
“Surgical  Maturation  of  the  Ileostomy,” 
will  be  reviewed  and  a case  illustrating 
its  use  will  be  presented. 

Problems  of  the  Ileostomy 

What  are  the  problems  that  have  made 
many  reluctant  to  submit  their  patients 


Pn-sciiB'd  at  the  meeting  of  the  Louisville  Surgical  So- 
nifty.  Muy  11,  1955. 


to  an  ileostomy?  (1,3,5,6.10.11.13.15). 

The  first  comprise  a group  directly  re- 
lated to  the  technique  of  bringing  the 
terminal  ileum  through  the  abdominal 
walTand  anchoring  it.  These  are  prolapse, 
retraction,  fistula  formation,  stricture, 
obstruction  due  to  angulation  or  adhesive 
bands,  gangrene  of  the  ileostomy,  etc.  The 
second  group  of  problems  pertains  to  the 
protection  of  the  skin  from  the  ulcerative 
effect  of  ileal  content  and  the  problem  of 
finding  a simple,  inconspicuous,  non-odor- 
ous  appliance  that  will  remain  in  place 
and  can  be  easily  managed  by  the  patient. 
Anyone  v/ho  has  seen  a patient  miserable 
with  a large  portion  of  the  abdomen  an- 
gry, raw  and  weeping  about  an  improper- 
ly managed  ileostomy  can  well  under- 
stand the  aversion  to  it.  The  worse  this 
condition  becomes,  the  more  difficult  it  is 
to  get  any  appliance  to  function  properly. 
Normal,  healthy  skin  is  the  first  requisite 
for  a satisfactory  ileostomy.  This  is  present 
when  the  ileostomy  is  formed.  It  must  be 
protected  and  preserved  beginning  im- 
mediately at  the  time  of  operation.  It  is 
negligent  to  allow  ileal  content  to  come 
in  contact  with  the  skin  at  any  time  in  the 
postoperative  period. 
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The  use  of  a catheter  in  the  ileostomy 
has  been  popularized.  Regardless  of 
whether  this  is  inserted  into  the  intra-ab- 
dominal portion  of  the  bowel  or  remains 
in  the  extra-abdominal  segment,  the  risk 
of  fistula  formation  is  somewhat  increased 
by  its  presence.  It  is  unnecessary  if  ileal 
dysfunction  is  avoided.  With  the  use  of 
nroperly  applied  polyethylene  bags  and 
Karaya  powder,  early  skin  protection  is 
not  difficult  and  the  later  application  of 
a permanent  bag  will  not  be  impeded. 
Karaya  powder,  when  it  comes  in  contact 
with  moisture,  forms  a gelatinous,  adhe- 
sive coating  which  adheres  to  the  skin  and 
adeauately  protects  it  from  further  mois- 
ture. 

The  third,  and  most  important  set  of 
complications,  has  to  do  with  ileal  dys- 
function as  a result  of  serosal  peritonitis 
of  the  ex>oosed  ileal  segment.  We  are 
largely  indebted  to  Turnbull  and  Crile^®> 
for  an  understanding  of  this  mechanism 
and  for  the  technique  which  seems  to  us 
to  be  most  logical  and  promising.  It  has 
been  common  experience  that  in  the  post- 
operative period  following  ileostomy,  fre- 
auentlv  between  the  fifth  and  tenth  day, 
there  has  been  intractable  diarrhea  and 
severe  disturbances  of  fluid  and  electro- 
lyte balance  as  a result.  Rather  heroic  ef- 
forts at  intravenous  therapy  have  been 
necessary  to  keep  pace  with  the  ileostomy 
discharge.  At  other  times,  abdominal 
cramps,  anorexia,  distention,  visible  per- 
istalsis and  complete  cessation  of  ileostomy 
discharge  give  obvious  evidence  of  the 
presence  of  obstruction.  This  may,  at 
times,  be  mechanical  in  nature,  but  we  be- 
lieve TurnbulR*^'  has  correctly  postulat- 
ed that  more  frequently  all  of  the  symp- 
toms are  due  to  varying  degrees  of  the 
same  process,  namely,  obstruction,  partial 
or  complete,  not  due  to  mechanical  fac- 
tors, but  to  a paralytic  ileus  of  the  ex- 
posed segment.  This  results  from  perito- 
nitis of  the  serosa  of  the  exposed  segment. 
Others  have  appreciated  this  fact  and 
have  tried  to  devise  methods  of  protecting 
the  exposed  segment.  The  suggestion  of 
Black  and  Thomas*^“^  that  these  segments 
be  covered  with  a skin  graft,  if  this  con- 
cept is  correct,  is  perfectly  logical.  Unfor- 
tunately, although  theoretically  feasible 
in  practice,  this  technique  has  been  disap- 
pointing because  of  late  contracture  and 
obstruction. 

Maturation  of  the  Ileostomy 

The  classic  ileostomy  must  progress 
through  certain  phases  before  it  begins 


to  function  normally.  Turnbull  refers  to 
this  sequence  of  events  as  “Maturation  of 
the  Ileostomy.”  Until  maturation  is  com- 
plete, varying  degrees  of  dysfunction,  that 
is  obstruction,  persist.  In  the  course  of 
maturation,  the  infected  serosal  surface 
slowly  contracts  and  pulls  the  free  mu- 
cosal border  down  toward  the  abdominal 
skin.  This  spontaneous  eversion  of  the 
ileostomy  takes  place  over  a period  of  four 
to  six  weeks  and  is  nature’s  way  cdf  cover- 
ing the  exposed  and  infected  serosal  sur- 
face. Turnbull  suggested  that  the  same 
process  be  carried  out  surgically.  He  first 
advocated,  in  1953,  doing  this  on  the  sev- 
enth day.  Crile  has  more  recently  been 
performing  surgical  maturation  imme- 
diately at  the  time  of  colectomy.  This  pro- 
cess of  surgical  maturation  has  been  in- 
cluded with  other  details  of  technique 
in  the  following  description  of  the  ileos- 
tomy, which  seems  to  us  to  minimize  the 
several  problems  enumerated  above. 

The  Technique  of  Ileostomy 

The  first  step  is  the  proper  selection  of 
the  site  for  the  iliac  stoma.  This  is  located 
somewhere  in  the  right  lower  quadrant. 
The  exact  soot  is  chosen  by  taking  a disc 
the  size  of  the  ring  of  whatever  type  bag 
is  to  be  later  used.  This  is  then  located  so 
that  it  falls  on  flat,  normal  skin  and  does 
not  approximate  bony  prominences,  um- 
bilicus or  any  incision.  Commonly  this 
spot  will  fall  at  the  level  of  McBurney’s 
point  about  midway  between  it  and  the 
midline.  A circle  of  skin  approximately 
2.5  cm.  in  diameter  is  removed  from  the 
center  of  this  area.  The  dissection  is  then 
coned  downward  through  all  layers  of 
the  abdominal  wall.  The  fascial  defect 
should  admit  one  finger.  If  a simple  in- 
cision or  stab  wound  is  made  in  the  fascia, 
counter  incisions  at  right  angles  should 
also  be  made  to  avoid  a bow-string  effect. 

The  second  step  is  the  selection  of  a 
level  for  division  of  the  ileum.  A point  is 
taken  at  least  six  inches  proximal  to  any 
gross  involvement  of  the  ileum.  The 
bowel  is  there  divided  between  clamips 
and  a portion  submitted  to  the  pathologist 
for  frozen  section  examination.  If  there 
is  evidence  of  inflammatory  involvement 
microscopically,  a higher  level  is  chosen 
and  re-examined  until  one  free  of  disease 
is  found.  Residual  disease  in  the  remain- 
ing ileum  is  one  of  the  common  causes  of 
the  failure  of  surgical  therapy. 

The  third  step  is  delivery  without  ten- 
sion of  five  or  more  cm.  of  ileum  through 
the  abdominal  wall.  In  order  to  achieve 
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this,  the  ileum  and  its  mesentery  must 
often  be  freed  and  relaxing  incisions  made 
in  the  mesentery  at  right  angles  to  its 
edge.  There  is  no  excuse  for  leaving  the 
ileostomy  under  tension  to  invite  later 
retraction.  The  division  of  small  bowel 
mesentery  requires  an  appreciation  of  the 
anatomy  of  its  blood  supply.  Noer^^)  has 
made  valuable  contributions  to  knowl- 
edge on  this  subject.  He  has  called  atten- 
tion to  the  presence  of  collateral  vessels 
within  the  wall  of  small  intestine  and  has 
demonstrated  the  effect  of  division  of  the 
mesenteric  vessels  at  varying  sites  in  the 
arcade.  In  general,  the  division  should  be 
made  in  the  primary  arcade  rather  than 
close  to  the  small  bowel. 

The  fourth  step  is  fixation  of  the  ileos- 
tomy. Dennis strongly  advocates  the 
placing  of  many  silk  sutures  between 
ileum  and  peritoneum.  This  may  be  cor- 
rect, but  we  have  preferred  to  rely  on 
fixation  of  about  10  cm.  of  the  mesentery 
to  the  peritoneal  wall.  The  portion  of 
ileum  above  the  skin  is  completely  de- 
nuded of  mesentery  and  this  portion  of 
mesentery  is  fixed  to  the  fascia.  The  in- 
tramural collateral  circulation  of  the 
ileum  is  adequate  to  maintain  consider- 
ably more  than  five  cm.  of  viable  bowel 
after  complete  denuding  of  the  mesentery. 

The  fifth  and  most  important  step  is 
that  of  immediate  surgical  maturation  of 
the  ileostomy.  Approximately  two  cm. 
from  the  skin  level,  a circular  incision  is 
made  about  the  ileum.  This  incision  is 
carried  through  serosa  and  muscularis 
layers  to  the  level  of  the  submucosa.  A 
cleavage  plane  is  established  between  the 
muscular  layers  and  the  submucosa 
without  difficulty.  The  muscular  layers 
and  serosa  are  then  removed  distally, 
leaving  a length  of  viable  mucosa  and  sub- 
mucosa sufficient  to  evert  and  attach  to 
the  skin  edges.  Bleeding  points  are  ligated 
with  4-0  plain  catgut;  the  mucosal  tube 
is  then  turned  inside  out,  pulling  down 
over  the  protruding  ileostomy  a layer  of 
normal  mucosa,  the  edge  of  which  is  su- 
tured to  the  free  skin  edge  about  the 
ileum. 

The  final  step  is  immediate  skin  pro- 
tection. A polyethylene  bag  such  as  is  used 
for  deep  freeze  storage  is  applied  using 
skin  adhesive  with  a small  hole  tailored 
to  fit  about  the  ileac  stoma.  The  base  of  the 
ileostomy  is  protected  with  Karaya  pow- 
der. No  catheters  are  used  in  the  ileostomy 
itself;  the  ileostomy  is  not  dilated  at  any 
time.  The  bag  is  attached  to  a tube  leading 
to  a drainage  bottle.  This  temporary  bag 


is  changed  as  necessary  during  the  first 
seven  days.  By  the  seventh  to  the  tenth 
day  it  should  be  possible  to  fit  and  use  a 
permanent  type  appliance. 

Case  Report 

This  is  the  case  of  M.  A.,  a 16  year  old 
boy  who,  following  a summer  visit  in 
Mexico  in  1953,  developed  severe  diarrhea 
with  ten  or  more  bloody,  purulent  move- 
ments a day,  accompanied  by  severe  ab- 
dominal cramping  and  weight  loss  of 
twenty  pounds.  This  was  first  presumed 
to  be  amebic  dysentery,  but  many  care- 
ful stool  examinations  failed  to  show  evi- 
dence of  ova  or  parasites.  The  next  two 
years  were  marked  with  exacerbation 
and  remissions.  There  was  increasing  in- 
validism and  x-rays  of  the  colon  showed 
steadily  progressive  changes.  Surgical 
consultation  was  requested  when  the  last 
x-ray  examination  was  reported  as  show- 
ing pseudopolyp  formation.  He  was  at  this 
time,  in  an  exacerbation  with  fever  to  102 
degrees  and  five  to  six  loose  moivements 
per  day  despite  the  fact  that  he  had  been 
on  a maintenance  dose  of  ACTH  for  six 
months.  The  practice  of  prolonged  steroid 
therapy,  incidentally,  is  one  with  which 
we  are  not  presently  in  accord.  ACTH 
and  Cortisone  are  of  great  value  in  the 
preparation  of  patients  for  surgery,  par- 
ticularly in  the  acute  fulminating  stages 
of  disease.  However,  they  cannot  cure  the 
process  and  their  prolonged  use  entails 
the  hazard  of  unrecognized  perforation  of 
the  colon  as  well  as  the  dangers  relating 
to  cardiac,  pulmonary  and  upper  gastroin- 
testinal complications. 

This  patient,  after  suitable  preparation, 
was  treated  by  a one  stage  ileostomy  and 
total  colectomy.  The  maximum  febrile 
resDonse  in  the  postoperative  period  was 
99.8  rectally.  The  pulse  rate  did  not  ex- 
ceed 100  per  minute.  The  maximum  ileos- 
tomy output  was  on  the  fourth  day  and 
measured  1200  cc.  Full  diet  was  begun 
on  the  fourth  day,  following  which  the 
ileostomy  discharge  became  semi-formed. 
A Torbot  bag  was  applied  on  the  seventh 
day  and  did  not  require  reapplication  for 
one  week.  The  patient  was  discharged  on 
the  twelfth  postoperative  day.  In  three 
months  he  regained  20  pounds  weight  and 
has  rapidly  returned  to  the  activities  and 
vigor  of  a normal  16  year  old  male.  The 
presence  of  the  ileostomy  has  presented 
no  detectable  emotional  problem.  The  pa- 
tient and  his  family  were  prepared  preop- 
eratively  in  detail  in  this  regard.  This  pa- 
tient has  engaged  in  baseball  and  swim- 
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FIGURE  1 


FIGURE  4 

The  permanent  appliance  in  use. 


FIGURE  2 

The  appearance  of  the  ileostomy  at  the  end  of 
seven  days. 


A temporary 


FIGURE  3 

polyethylene  bag  in  place. 


ming  without  difficulty. 

Figures  1 through  4 show  the  appear- 
ance of  the  ileostomy  at  the  end  of  one 
week;  the  temporary  polyethylene  bag  and 
the  permanent  ileostomy  appliance  in 
place. 

Discussion. 

The  attitude  of  many  toward  the  ileos- 
tomy has  been  voiced  by  Bargen^^)  of  the 
Department  of  Medicine  at  the  Mayo 
Clinic.  He  states,  “In  our  opinion,  success 
of  the  surgical  treatment  of  ulcerative 
colitis  is  still  sharply  limited  by  the  prob- 
lems associated  with  the  ileac  stoma.  Un- 
til these  can  be  better  solved,  the  surgical 
treatment  of  this  disease  should  be  ad- 
vised only  when  complications  requiring 
surgical  treatment  have  developed.” 

The  difficulties  encountered  in  the  past 
may  justify  such  conservatism.  On  the 
other  hand,  many  feel  that  improvements 
in  ileostomy  technique  and  care  have  less- 
ened this  liability,  that  surgical  treat- 
ment is  often  too  long  delayed,  that  ulcer- 
ative colitis,  despite  periods  of  remission 
and  improvement  under  therapy,  is  a re- 
lentless disease,  at  present  incurable  by 
medical  means.  Speaking  for  the  Lahey 
Clinic,  CattelT^'says,  “In  an  early  report 
of  our  gastroenterologic  department,  ap- 
proximately SO'/r  of  patients  with  ulcera- 
tive colitis  were  being  submitted  to  sur- 
gery. However,  as  these  patients  were  fol- 
lowed for  longer  periods  of  time,  up  to  10 
or  15  years  or  more,  the  percentage  of  pa- 
tients requiring  surgical  intervention  def- 
initely increased  'So  that  today  in  our 
Clinic  in  a large  series,  surgical  interven- 
tion is  being  used  in  approximately  50% 
of  patients  with  ulcerative  colitis.”  Ches- 
ter Jones<^^  avoids  too  arbitrary  a line  in 
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this  manner  by  saying,  “It  seems  to  me 
that  an  operation  should  be  performed  to 
rehabilitate  a patient  and  make  him  a use- 
ful citizen.  When  the  disease  progresses  so 
that  a patient  is  of  very  little  value  to 
himself  or  his  family,  it  is  perfectly  obvi- 
ous to  me  that  he  should  be  operated  upon 
and  it  is  a mistake  to  try  to  wait  longer 
hoping  that  the  tide  will  turn;  it  will  not 
turn.” 

By  utilizing  the  technique  of  ileostomy 
described,  it  has  seemed  to  us  that  the 
complications  of  ileostomy  were  mini- 
mized; particularly  the  period  of  massive 
ileal  discharge  with  its  attendant  prob- 
lems in  skin  protection  and  fluid  and  elec- 
trolyte balance  are  avoided.  The  ileos- 
tomy, by  this  technique,  is  essentially 
healed,  mature  and  functioning  normally 
by  the  end  of  the  first  week.  By  avoiding 
infected  serosal  surfaces  and  indwelling 
tubes,  the  incidence  of  fistula  formation 
should  also  be  lessened.  The  prevention  of 
prolapse  will  still  depend  upon  adequate 
fixation  of  the  mesentery  or  upon  sutures 
placed  between  ileum  and  peritoneum. 
It  is  not  difficult  to  protect  the  skin  from 
ileal  discharge,  beginning  immediately  at 
the  time  of  operation  and  throughout  the 
postoperative  period,  with  materials  and 
appliances  now  available.  The  avoidance 
of  skin  irritation  is  essential  for  the  prop- 
er functioning  of  any  ileostomy  appliance. 
The  anticipation  of  problems  in  emotional 
adjustment  to  the  ileostomy,  particularly 
with  regard  to  the  patient’s  occupation, 
marriage,  athletics  and  social  life  can  us- 
ually be  satisfactorily  accomplished  by  an 
understanding  physician  and  do  not  re- 
quire the  assistance  of  a psychiatrist. 


Summary 

1.  At  present  there  is  no  known  medical 
cure  for  chronic  ulcerative  colitis. 

2.  Proper  surgical  treatment  will  result 
in  cure  in  a large  percentage  of  cases. 

3.  The  several  complications  associated 

with  ileostomy  have  deterred  many  from 
a more  aggressive  surgical  approach  to 
this  problem.  These  problems  are  review- 
ed. 

4.  A technique  of  ileostomy  which 
promises  to  minimize  these  problems  is 
described. 
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Congenital  Mucosal  Diaphragm  of  the  Pyloric  Antrum 
W.  T.  SWARTZ.  M.D.,  and 
\ ^ W\  R.  D.  SHEPARD.  M.D. 

Lexington 


The  distal  2.5  cm.  of  the  stomach  adja- 
cent to  the  pyloric  sphincter  and  known 
as  the  pyloric  antrum  is  of  extraordinary 
interest  to  both  the  diagnostician  and  the 
surgeon  for  it  may  be  the  site  of  the  most 
baffling  abnormalities.  It  has  been  stated 
by  Jensen  and  Rivers  (1)  that  one  cannot 
be  certain  from  nonoperative  methods  of 
diagnosis  that  one  is  not  dealing  with  a 
malignancy  in  15*7r  of  the  cases  with  an- 
tral lesions.  Although  the  differential  di- 
agnosis of  prepyloric  lesions  usually  lies 
between  carcinoma,  benign  ulcer,  antral 
gastritis  and  pylorospasm,  hypertrophy 
of  normal  rugae,  benign  tumors,  lympho- 
sarcoma, syphilis  or  tuberculosis  are  fre- 
quently considered.  (2) 

Antral  stenosis  caused  by  congenital 
mucosal  diaphragm  has  been  reported  but 
twice  in  the  recent  literature.  For  that 
reason  we  feel  that  the  following  case 
warrants  presentation. 

Case  Report 

A 55  year  old  white  woman  was  admit- 
ted to  the  hospital  October  12,  1954,  com- 
plaining of  an  eight  months  weight  loss  of 
65  lbs.  and  progressive  persistent  vomit- 
ing. She  had  experienced  post-cibal 
nausea  and  vomiting,  the  vomitus  usually 
consisting  of  gastric  contents  and  undi- 
gested food.  There  had  been  no  hemate- 
mesis,  tarry  stools  or  change  in  bowel  hab- 
its aside  from  intermittent  constipation. 
For  many  years  she  had  had  dyscrasia  to 
fried  and  fatty  food  but  no  jaundice, 
chills,  fever  or  back  pain. 

The  patient  was  five  years  post  meno- 
pausal. She  had  14  children  living  and 
well.  She  had  had  no  previous  operations 
or  serious  illness.  Prior  to  the  present  ill- 
ness she  had  not  been  seen  by  a physician 
except  at  the  time  of  her  pregnancies. 

The  physical  examination  revealed  evi- 
dence of  recent  weight  loss.  Tenderness 
was  present  in  the  antral  region  on  ab- 
dominal examination,  but  no  mass,  ri- 
gidity or  rebound  was  present.  The  liver, 
kidneys  and  spleen  were  not  palpable. 

The  red  blood  cell  count  was  4,500,000; 
white  cell  count  9,700;  hemoglobin  12.6 
gm.,  86  per  cent.  Urinalysis  was  normal. 


X-Ray  Examination 

Examination  of  the  stomach  after  a ba- 
rium meal  showed  a persistent,  constrict- 
ing defect  in  the  antrum  about  an  inch 
from  the  pylorus.  (Fig.  1)  Initially,  this 
area  appeared  to  be  the  pylorus  until 
that  portion  of  the  antrum  distal  to  its  po- 
sition and  the  duodenal  bulb  were  filled. 
The  lumen  was  easily  demonstrated  at 
the  site  of  constriction  but  was  somewhat 
more  narrow  than  that  of  the  pylorus. 
Normal  gastric  mucosa  was  demonstrated 
between  the  area  of  constriction  and  the 
base  of  the  bulb.  (Fig.  2)  The  barium  was 
moved  through  the  constriction  by  normal 
peristalsis.  The  deformity  remained  in 
all  positions  and  at  all  angles  throughout 
the  examination.  No  evidence  of  actual 
obstruction  was  seen,  the  barium  passing 
the  partial  occlusion  with  hesitation. 

Roentgenographically,  the  exact  nature 


FIGURE  1 

Persistent  constricting  defect  in  antrum 
demonstrated  about  one  inch  proximal  to  py- 
lorus. 
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of  the  constriction  was  undetermined. 
From  a differential  standpoint,  it  could 
well  have  resulted  from  epigastric  adhe- 
sions or  congenital  extrinsic  bands,  the 
cicatricial  scarring  resulting  from  an  old 
healed  gastric  ulcer,  ectopic  smooth  mus- 
cle in  the  gastric  mucosa,  redundancy  of 
the  gastric  mucosa  or  perhaps  heterotopic 
pancreatic  tissue  in  the  region  of  the  py- 
loric orifice.  An  annular  form  of  carcinoma 
might  also  have  caused  such  an  appear- 
ance. 

The  absence  of  obstructive  signs  roent- 
genographically  seemed  to  be  readily  ex- 
plainable, since  the  opening  of  this  con- 
striction, while  slightly  smaller  than  the 
true  pylorus,  was  large  enough  to  permit 
liquid  to  pass. 

Because  of  the  persistent  symptoms, 
weight  loss  and  the  possibility  of  a malig- 
nancy, the  patient  was  subjected  to 
surgical  exploration  on  October  15, 
1954.  The  liver,  gall  bladder,  large 
and  small  bowel  and  pelvic  organs 
showed  no  abnormality.  The  duodenum 
and  pancreas  were  normal  to  gross 
examination.  Approximately  seven  cm. 


FIGURE  2 

Normal  gastric  mucosa  demonstrated  be- 
tween this  area  and  the  base  of  the  bulb.  The 
lumen  of  the  constriction  is  somewhat  more 
narrow  than  that  of  the  pylorus. 


from  the  pylorus  was  a uniform,  intrinsic 
constriction  0.5  cm.  in  width.  The  overly- 
ing serosa  was  not  indented,  inflamed  or 
scarred.  A longitudinal  incision  was  made 
on  the  anterior  surface  of  the  stomach, 
through  the  region  of  the  narrowing,  ex- 
tending through  the  pylorus  into  the  first 
part  of  the  duodenum.  The  constriction 
measured  4 mm.  in  width  and  appeared  as 
a membrane  covered  with  mucosa,  the 
latter  showing  no  ulceration  or  edema. 
This  membrane  had  a central  perforation 
measuring  1 cm.  in  diameter.  The  pyloric 
opening,  7 cm.  distal,  measured  1.5  cm.  The 
antrum  between  the  membrane  and  the 
pylorus  was  of  normal  internal  diameter. 
The  remainder  of  the  stomach  showed  no 
abnormality.  A Heineke-Mikulicz  pyloro- 
plasty was  performed,  establishing  a lu- 
men that  would  admit  two  fingers.  The 
abdomen  was  closed  in  layers.  The  post- 
operative course  was  uneventful,  the  pa- 
tient being  discharged  on  her  10th  day, 
asymptomatic  and  on  a soft  diet.  Follow- 
up examination  after  six  months  reveal- 
ed a weight  gain  of  25  lbs.  and  a complete 
lack  of  any  abdominal  symptoms. 

Pathological  Report 

Microscopic  sections  of  a wedge  biopsy 
through  the  antral  band  revealed  the  mem- 
brane to  be  covered  by  a thin  mucosa  in 
which  the  glands  are  short,  mucus  secret- 
ing and  intestinal  in  type.  The  sub-mucosa 
was  a dense,  collagenous  tissue  with  rel- 
atively little  inflammatory  reaction  and 
dilated  vascular  spaces.  The  muscularis 
showed  essentially  normal  structure.  These 
findings  are  consistent  with  a congenital 
band  in  the  antral  portion  of  the  stomach 
and  correspond  with  the  microscopic  de- 
scription of  narrowed  congenital  stenotic 
areas  encountered  elsewhere  in  the  intes- 
tinal tract.  Gross  (3)  describes  congenital 
stenotic  diaphragms  as  “narrowed  zones 
showing  heaped-up  mucosal  and  sub-  mu- 
cosal tissues  which  may  be  supported  by 
accessory  smooth  muscle  and  an  irregular- 
ly distributed  excess  of  connective  tissue 
in  all  layers.  In  those  stenoses  with  only 
a slight  narrowing  of  the  intestine,  micro- 
scopic examination  may  show  little  more 
than  increased  fibrous  tissue  in  the  sub- 
mucosa or  muscularis.” 

Discussion 

Extensive  search  of  the  literature  re- 
veals only  two  similar  cases,  one,  report- 
ed by  Gross  and  Durham  (4) , is  of  par- 
ticular interest.  This  was  a 35  year  old 
woman  with  a history  of  several  years  of 
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upper  abdominal  fullness  and  intermittent 
vomiting  partially  relieved  by  liquid  diet. 
X-ray  examination,  in  all  positions,  dem- 
onstrated persistent  linear  defect  with 
sharp  margins  3 cm.  below  the  angularis. 
At  operation,  a thin  membranous  struc- 
ture 2-3  mm.  in  thickness  was  encountered 
2 cm.  above  the  pylorus,  completely  ob- 
structing the  antral  lumen  except  for  a 
4 mm.  excentric  perforation.  This  case  was 
relieved  by  Finney’s  pyloroplasty.  Sams 
(5)  reports  the  case  of  an  incidental  muco- 
sal diaphragm  in  a case  with  a gastric  ul- 
cer treated  by  sub-total  resection. 

It  is  of  interest  to  consider  the  fact  that 
this  membrane,  partially  obstructing  the 
lumen  of  the  antrum  and  producing  no 
real  acute  symptoms,  had  no  doubt  been 
present  some  55  years  in  our  case  and  35 
years  in  Gross  and  Durham’s  case.  The  on- 
set of  symptoms  in  the  last  two  years  in 
our  case  may  have  been  due  to  the  general 
decrease  in  gastric  tone  found  with  advanc- 
ing age.  The  stomach  had  hypertrophied 
and  forced  food  through  the  membrane 
for  many  years,  finally  becoming  distend- 
ed and  losing  its  tone,  much  like  the  uri- 
nary bladder  that  hypertrophies  and  fi- 
nally decompensates.  Certainly  it  cannot 
be  explained  on  an  inflammatory  basis 
since  there  was  none. 

Although  the  occurence  of  atresia  or 
stenosis  in  the  esophagus,  large  or  small 
bowel  is  well  known,  most  text  books  on 
roentgen  examination  of  the  gastrointes- 
tinal tract  and  numerous  descriptions  of 
the  gastric  antrum  make  no  mention  of 
this  entity  in  the  stomach  (6, 7, 8, 9). 

Prior  to  the  5th  week  of  fetal  life  the  in- 
testine is  a well  defined  tube  lined  with 
epithelium.  Later  this  epithelium  prolifer- 
ates and  the  lumen  is  obliterated  as  a 
transitory  solid  stage  is  reached  in  the  de- 
velopment of  the  intestinal  tract.  Vacuoles 
appear  in  the  epithelium  and  a coales- 
cence of  these  re-establishes  the  patency 
of  the  intestinal  tract  at  about  the  12th 
week  of  fetal  life.  An  arrest  in  develop- 
ment may  result  in  either  atresia  or  steno- 
sis. When  occurring  in  the  stomach  it  is 
usually  located  at  the  pylorus  and  is  ex- 
plained on  the  same  basis  as  adjacent  duo- 
denal occlusion.  (10) 


Though  areas  of  stenosis  in  the  intesti- 
nal tract  usually  cause  symptoms  in  the 
first  month  of  life,  patients  may  go  for 
months  or  even  years  with  only  symptoms 
of  occasional  vomiting  and  intermittent 
abdominal  pains  treated  by  dietary 
changes,  anti-spasmodics  and  laxatives. 
(11)  These  stenotic  areas  have  been  re- 
ported on  numerous  occasions  elsewhere 
in  the  intestinal  tract  of  adults,  in  whom 
they  have  presumably  been  present  since 
birth.  (12)  Some  have  produced  remark- 
ably few  symptoms,  others  symptoms  sug- 
gestive of  intermittent  obstruction  from 
an  early  age.  It  is  not  uncommon  to  find 
old  people  with  symptoms  of  acute  pyloric 
obstruction  from  duodenal  ulcers  which 
undoubtedly  have  been  present  for  a long 
time  without  producing  symptoms  and 
which  cause  almost  complete  obstruction 
with  a minimum  of  acute  inflammation. 
The  membrane  opening  in  these  cases  ap- 
proximates that  of  the  pylorus.  Since  the 
gastric  contents  are  usually  liquefied 
when  passing  through  this  lumen  they 
meet  no  more  obstruction  than  that  usual- 
ly encountered  at  the  pylorus. 

Summary 

A case  of  congenital  antral  band  is  re- 
ported and  briefly  discussed.  These  lesions 
are  quite  infrequent  but  should  be  con- 
sidered in  cases  presenting  antral  deform- 
ity. 
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The  Open  Method  of  Burn  Therapy* 
JOHN  CALVIN  WEETER.  MD. 
Louisville 


In  recent  years  interest  in  the  open 
method  of  burn  therapy  has  been  stimu- 
lated by  awareness  of  the  possibilities  of 
large  numbers  of  burn  casualties  which 
might  result  from  an  atomic  bomb  attack. 
Physicians  interested  in  our  Civil  Defense 
program  are  cognizant  of  the  fact  that  if 
such  an  attack  should  occur,  large  num- 
bers of  burn  patients  would  suddenly  con- 
stitute our  major  problem  in  the  treat- 
ment of  civilian  casualties.  Attention  in 
recent  years  to  the  open  or  exposure 
method  of  immediate  local  burn  therapy, 
as  revived  by  Wallace,  Blocker,  and  oth- 
ers, has  stimulated  many  physicians  to 
try  this  method.  As  with  any  therapeutic 
regime  in  which  there  is  considerable 
latitude  in  the  method  of  handling  the 
wounded  tissues,  some  misconceptions 
have  arisen  as  to  the  length  of  time  the 
wound  is  left  exposed,  and  concerning  the 
degree  of  attention  and  care  given  the 
wound  surface.  It  is  the  purpose  of  this 
paper  to  clarify  some  of  the  misconcep- 
tions which  have  arisen,  and  to  stimulate 
further  interest  in  this  method  of  treat- 
ment. 

Open  Treatment — Local  Care  of  the 
Burned  Surface 

Initial  treatment  in  the  exposure 
method  consists  of  exposing  the  injured 
part  to  the  air.  A cradle  may  be  used  to 
keep  the  bed  clothes  from  touching  the 
patient.  Open  therapy  is  continued  until 
the  crust  peels  away,  leaving  newly  heal- 
ed epithelium  in  the  case  of  second  de- 
gree burns,  or  in  third  degree  burns  until 
the  eschar  is  either  mechanically  debrided 
or  separates  naturally,  leaving  a granu- 
lating surface  which  will  require  imme- 
diate grafting.  Unfortunately,  instances  of 
erroneous  treatment  are  occasionally 
noted  where  the  granulating  surfaces  are 
ieft  exposed  to  the  air  long  after  the  sep- 
aration of  slough.  This  misconception  con- 
cerning the  proper  time  of  application  of 
open  therapy  has  caused  some  criticism 
and  comment  as  to  the  efficacy  of  the 
open  method,  and  therefore  requires  clar- 
ification. Granulation  tissue  should  never 
be  left  exposed.  As  soon  as  the  eschar  has 


*lhis  hrlicle  jiruseiits.  willi  added  ommients,  a suimnary 
ol  tlie  text,  of  the  author’s  film.  (>i)en  Method  of  Burn 

iheraj).\  wlikdi  was  shown  at  the  annual  meeting  of  the 
Kentucky  State  Medical  Association  on  September  21,  1954. 


been  separated,  the  advantages  of  expo- 
sure are  ended  and  the  surface  should  be 
immediately  grafted. 

Advantages  of  Open  Treatment 

The  most  significant  advantage  of  open 
treatment  noted  by  those  using  the 
method  is  the  prevention  of  maceration 
of  tissues,  with  the  danger  of  subsequent 
infection  and  loss  of  newly  formed  ep- 
ithelium. In  open  therapy  the  crust  ac- 
tually amounts  to  a heat-sterilized  patch 
of  tanned  skin  which  acts  as  a protective 
barrier  over  the  viable  tissue  beneath.  This 
crust  barrier  remains  an  effective  wound 
covering  until  it  is  cracked,  peeled  away, 
or  surgically  debrided.  If  there  is  evidence 
of  fluctuation  or  pus  beneath  the  crust, 
the  basic  principles  of  incision  and  drain- 
age should  be  observed. 

Other  advantages  of  open  treatment  are 
freedom  from  cumbersome  dressings,  and 
freedom  of  movement.  The  patient  may 
be  able  to  move  the  involved  area  and  fre- 
quently he  can  feed  himself  and  care  for 
himself  in  a fashion  which  might  be  dif- 
iicult  if  he  were  swathed  in  bulky  pres- 
sure dressings.  Another  advantage  is  that 
fewer  persons  may  be  required  to  attend 
such  a patient.  However,  this  should  not 
be  misconstrued  as  meaning  that  less 
wound  care  is  needed.  Open  treatment 
does  not  mean  neglect,  for  the  burned 
surfaces  demand  just  as  much  local  care 
as  is  required  with  other  methods  of  ther- 
apy. Areas  of  fluctuation  and  areas  of  col- 
lected pus  beneath  the  crusts  must  be 
evacuated,  just  as  an  abscess  is  incised 
and  drained.  Cracks  in  the  eschar  should 
be  protected  against  exposure  and  bleed- 
ing of  the  granulation  tissue  by  the  appli- 
cation of  strips  of  fine  mesh  gauze.  These 
strips  should  be  cut  to  fit  the  pattern  of 
the  defect,  and  moistened  with  saline 
when  applied  in  order  to  tack  them  in 
place.  The  crusts,  as  they  begin  to  sepa- 
rate, may  be  encouraged  to  fall  off  by 
daily  soaking  in  a tub  of  water  containing 
a small  quantity  of  ordinary  detergent. 
The  exposure  method  offers  an  opportu- 
nity for  daily  inspection  of  the  wounds  and 
careful  attention  to  the  above  mentioned 
details  of  wound  toilet.  Neglect  of  these 
details  may  lead  to  failure  to  obtain  the 
maximum  benefit  from  open  therapy, 
and  thus  give  disappointing  results. 
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Contraindications 

Open  therapy  is  not  easily  applied  to  cir- 
cular deep  burns  in  which  a large  burned 
area  must  rest  on  the  bed  surface.  Pressure 
dressings  are  preferred  for  these  burns 
since  they  cannot  be  easily  exposed.  Burns 
of  the  hands  are  likewise  best  treated  by 
pressure  dressings.  The  hand  is  dressed  in 
a position  of  function,  using  fine  mesh 
gauze  next  to  the  wounded  surface,  and 
wrapping  the  fingers  separately,  carefully 
avoiding  pressure  on  tne  digital  nerves 
and  vessels.  A bulky  padding  of  gauze 
pads  or  fluffs,  together  with  elastic  band- 
ages for  obtaining  mild  pressure,  com- 
pletes the  dressing.  Pressure  dressing 
should  be  changed  every  few  days,  and 
under  no  condition  be  allowed  to  remain 
m place  long  enough  to  pool  pus  and  pre- 
vent tree  drainage. 

Early  Excision  of  Slough 

Early  excision  of  slough  and  early 
grafting  speed  rehabilitation.  In  localized 
areas  of  obvious  third  degree  burn,  the 
slough  should  be  excised  as  soon  as  pos- 
sible— 'possibly  during  the  second  week 
after  injury.  The  surface  should  then  be 
grafted  immediately.  In  burns  of  the 
hands  and  over  other  areas  where  ten- 
dons and  other  important  structures  are 
close  to  the  surface,  and  in  cases  of  ex- 
tensive burns,  the  natural  separation  of 
slough  may  be  preferable.  In  hand  burns, 
this  avoids  the  danger  of  excising  tendon 
sheaths,  thus  destroying  the  gliding  sur- 
face of  the  protective  covering.  If,  when 
natural  separation  of  slough  occurs,  ten- 
dons are  exposed,  they  should  be  covered 
with  skin-and-fat  flaps  so  that  a good 
substitute  for  the  gliding  mechanism  is 
offered.  Split  grafts  are  not  satisfactory 
coverings  for  exposed  tendons.  In  exten- 
sive burns  where  there  is  a question  of 
insufficient  donor  surface  for  grafting, 
natural  separation  of  slough  may  be  ad- 
visable. This  will  conserve  all  areas  of 
possible  second  degree  burn  where  heal- 
ing will  occur  spontaneously,  thereby 
minimizing  the  total  surface  area  needed 
for  cutting  grafts. 

In  preparation  for  grafting,  the  open 
wound  is  covered  with  fine  mesh  gauze 
to  avoid  tearing  of  granulations  and  bleed- 
ing at  the  next  change  of  dressing  two 
days  later.  The  author  prefers  gauze  im- 
pregnated with  Furacin  because  of  its 
inhibiting  effect  on  the  common  bacterial 
skin  contaminants.  The  preferred  grade 
of  gauze  is  44x40  mesh  which  is  left  in  the 
roll  form  for  ease  in  handling.  If  the  sur- 


face is  clean  at  the  time  for  dressing  two 
days  after  debridement,  the  area  is  re- 
surfaced with  grafts  immediately.  This 
two-day  interval  permits  the  operator  to 
debride  any  necrotic  areas  which  may 
have  remained  unnoticed  at  the  time  of 
the  first  debridement. 

A Plea  For  Early  Grafting — 

The  Golden  Period 

During  the  “Golden  Period” — the  few 
days  between  separation  of  slough  and 
the  onset  of  gross  surface  infection — grafts 
take  easily.  Delay  in  grafting  beyond  this 
golden  period  means  less  chance  for  a 
good  take,  and  gives  the  organisms  pres- 
ent in  the  open  wound  a chance  to  gain 
foothold.  Furthermore,  delay  in  grafting 
means  loss  of  blood  and  protein,  and  be- 
gets general  debilitation.  Failure  to  get 
adequate  take  may  be  due  to  lack  of  per- 
fect immobilization,  hematoma  beneath 
the  graft,  or  severe  infection  with  copious 
quantities  of  pus  lifting  the  graft  from 
its  recipient  bed.  In  extensive  burns,  the 
grafts  are  cut  as  thin  as  possible  to  permit 
the  taking  of  a second  graft  from  the  same 
donor  area,  if  needed.  Thicker  grafts  are 
preferred  to  resurface  the  hands,  joints, 
neck  and  other  areas  of  possible  contrac- 
ture. If  a second  session  of  grafting  is 
needed  to  complete  the  coverage  of  small 
areas  of  nontake,  small  stamps  backed 
with  gauze  imoregnated  with  rubber  ce- 
ment are  useful;  they  are  easily  cut  to 
the  exact  pattern  of  defect,  easily  handled, 
and  mainta'n  the  graft  at  ordinary  skin 
tension,  thus  obviating  curling  and 
shrinking. 

Homografts  and  Skin  Banks 

Homogralts  may  be  used  successfully  as 
a temporary  covering  in  extensive  burns, 
especially  if  the  condition  of  the  patient 
does  not  permit  the  extensive  cutting  of 
grafts  early  in  the  course.  As  a temporary 
covering,  skin  from  another  donor  will 
remain  viable  in  many  cases  for  about  six 
weeks.  Their  use  may  permit  the  phy- 
sician to  build  the  patient  up  generally, 
combat  anemia  and  protein  loss,  and  per- 
mit healing  of  donor  areas  before  a second 
graft  is  cut  from  the  same  donor  site.  In 
some  cases,  checkerboard  application  of 
homografts  and  autogenous  skin  at  the 
same  time  is  useful,  and  the  gradual  re- 
placement of  epithelium  developing  from 
the  autogenous  stamps  as  the  homografts 
disappear  may  allay  the  necessity  for 
further  grafting.  Skin  for  homografts  may 
be  successfully  stored  for  as  long  as  two 
months,  according  to  Brown,  et  al.  A well 
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stocked  skin  bank  should  be  maintained 
in  medical  centers  where  many  burns  are 
handled. 

Donor-Site  Care 

The  proper  care  of  the  donor  site  is  im- 
portant, especially  if  several  grafts  must 
be  cut  from  the  same  donor  area.  Prompt 
healing  of  donor  areas  depends  upon  the 
absence  of  infection.  The  basic  principle 
of  open  treatment  is  conducive  to  main- 
taining a clean  dry  wound.  An  effective 
method  of  the  donor-site  dressing  is  the 
application  of  Furacin  impregnated  fine 
mesh  gauze  placed  next  to  the  open 
wound.  This  is  followed  by  the  application 
of  several  layers  of  open  gauze  pads.  A 
layer  of  sterile  wax  paper  separates  this 
basal  layer  from  an  outer  absorbent  pres- 
sure dressing. 

Two  days  after  the  graft  is  cut,  the 
outer  absorbent  pressure  dressing  is  re- 
moved together  with  the  wax  paper 
which  easily  peels  away  from  the  lower- 
most layer.  The  basal  layers  are  then  per- 
mitted to  remain  in  place,  and  are  exposed 
to  the  air  to  dry.  After  drying,  the  basal 
dressing  appears  as  a thin  cast-like  shell 
which  will  peel  away  as  healing  by  ep- 
ithelialization  occurs  beneath.  This  shell- 
like dressing  should  be  permitted  to  peel 
away  by  itself  and  should  not  be  stripped 
away  by  the  surgeon  because  of  the  dan- 
ger of  removing  the  new  thin  epithelium. 

Physiotherapy 

Physiotherapy  is  a valuable  adjunct  in 
the  treatment  of  severe  burns  and  should 


be  used  to  the  fullest  extent.  Active  and 
passive  exercises  are  started  as  soon  as 
the  wounds  are  healed.  The  patient  is 
also  encouraged  to  exercise  by  himself 
throughout  the  day.  Elastic  bandages  are 
always  worn  when  the  legs  are  in  a de- 
pendent position,  or  when  the  patient  is 
beginning  to  walk,  to  minimize  edema 
and  to  obviate  the  danger  of  forming 
small  blisters  beneath  the  recently  grafted 
surface.  The  use  of  elastic  bandages  is 
continued  until  the  tendency  for  edema 
or  blistering  no  longer  persists.  No  case 
is  considered  completed  until  the  patient 
has  received  maximum  benefit  from  the 
physiotherapist.  The  patient  is  observed 
at  monthly  follow-up  examinations  over 
a period  of  several  years  to  check  on  the 
development  of  contractures  as  the  thin 
grafts  shrink.  If  such  contractures  devel- 
op, additional  procedures  such  as  Z- 
plasty  and  relaxing  incisions  with  graft- 
ing may  be  indicated.  Our  final  aim 
through  physiotherapy,  plastic  -procedures 
and  a wide-range  rehabilitation  program 
is  the  restoration  to  normal  as  quickly 
as  possible. 

RKFKKEXCEiS 


1 

. o 

1 lUii' 

is:  E( 

itcfl 

})V 

\\ 

'oniock, . 

ct. 

al.  Chai 

IfS 

C. 

Timm.-'s 

Sjirii 

KfiUd. 

ir 

111 

">:i. 

•j 

. 1’. 

(liatrif 

Care  ( 

f III 

nu 

(1  X 

liildrcti. 

A. 

11.  Herd, 

M. 

I>. 

n 

.V  li 

■con  Siiry;.  12 

: 2(1 

Oc 

o)>( 

r ii>a:i. 

. A 

( 'linic; 

] Stud 

y f.f 

tin 

■ I 

sf>  of  si 

in 

f loinofjra 

fts 

for 

liin 

ns. 

Doatrla 

s Jack 

son. 

M. 

1). 

British 

Jo 

irnal  of 

Plastic 

Su  r 

gcry 

7 ; 2< 

Aiiril 

IIK") 

4. 

1 

. I.; 

tc  Tn 

atimnit 

of 

Sc 

ver 

• Kxtons 

ive 

Burns. 

t. 

i'r. 

WUi 

■ Iv.. 

et.  al. 

Soutlu 

rn 

Medical 

J( 

urnal  47 

171 

Apt 

il  1 

i. 

Of 

elusive 

1 H'e-s 

sinjj 

'l*S 

IS  K\p( 

)sn 

a*  Methofl 

in 

Tru 

itnif 

nt  of 

Th  *rnial 

lui 

ns. 

Ifaniillf 

>n 

Baxter. 

et. 

al. 

Tlh 

( 'a 

ladiati 

Med. 

Vsso< 

iati 

m 

Jonrn  al 

(>1) 

1>7  1953 

Managemeni  of  the  Unconscious  Patient 
THOMAS  M.  MARSHALL,  M.  D. 
Louisville 


The  unconscious  patient  presents  an 
emergency  problem  of  great  importance. 
Speed  in  making  the  diagnosis  and  rapid 
initiation  of  treatment  may  often  mean 
the  difference  between  life  and  death. 
This  can  be  a complex  task  calling  for  a 
broad  fund  of  medical  knowledge  and 
sheer  persistence.  The  growing  incidence 
of  coma  as  a presenting  finding  can  be  at- 
tributed to  the  greater  number  of  more 
severe  automobile  accidents,  the  increase 
in  the  over-indulgence  in  alcohol  and  sed- 
atives, suicide  attempts  and  the  pro- 
gressive aging  of  o-ur  population. 

First  Aid  Measures 

The  importance  of  the  adequate  care 


and  the  proper  understanding  of  uncon- 
scious patients  need  not  be  emphasized, 
for  the  helplessness  of  their  situation  is  ob- 
vious. The  establishment  and  mainte- 
nance of  an  adequate  airway  takes  pre- 
cedence over  all  other  problems.  All  too 
often  the  comatose  patient  is  in  the  supine 
position  when  found.  This  position  pro- 
vides conditions  extremely  unfavorable 
to  proper  ventilation.  Nasal  and  oral  se- 
cretions, vomitus,  blood  and  a relaxed 
tongue  can  readily  gravitate  into  the  hy- 
popharynx.  This  obstruction  can  easily 
be  prevented  by  placing  the  patient  on 
his  side  or  in  the  Schaefer  resuscitation 
posture.  If  this  is  not  adequate,  a small 
airway  may  be  introduced.  Accumulations 
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of  saliva  and  mucus  should  be  aspirated 
from  the  airway  with  a small  rubber 
catheter  as  frequently  as  necessary.  Ele- 
vation of  the  foot  of  the  bed  is  helpful  in 
keeping  the  respiratory  passage  free.  In 
the  presence  of  fractured  jaws  or  trauma 
leading  to  swelling  and  edema  of  the 
pharynx  and  buccal  cavities,  tracheotomy 
is  indicated.  If  there  is  evidence  of  respi- 
ratory embarrassment  or  if  the  impending 
asphyxic  state  is  not  due  to  obstruction 
but  to  embarrassment  of  the  respiratory 
center,  artificial  respiration  and  oxygen 
therapy  must  be  promptly  instituted.  A 
face  mask  is  best  for  this.  A mixture  of 
ninety-five  percent  oxygen  and  five  per- 
cent carbon  dioxide  is  preferable  to  pure 
oxygen.  The  carbon  dioxide  improves  the 
cerebral  blood  flow.  Oxygen  therapy  is 
regarded  as  beneficial  in  any  head  injury 
case,  for  edema  and  congestion  of  the 
brain  inhibit  oxygen  delivery,  leading  to 
more  edema  and  anoxia,  thus  initiating 
a vicious  cycle.  Oxygen  therapy  may 
therefore  assist  in  reducing  intracranial 
pressure  or  at  least  aid  in  preventing  its 
further  increase.  After  the  establishment 
of  an  adequate  airway,  the  control  of 
hemorrhage  and  the  treatment  of  shock  are 
of  prime  importance.  No  elaboration  of 
these  first  aid  measures  is  needed  here 
except  to  emphasize  that  narcotics  are  not 
desirable  in  the  presence  of  coma. 

Etiology 

An  accurate  history  provided  by  a mem- 
ber of  the  patient’s  family,  a friend,  the 
police  or  an  onlooker  will  often  make  the 
diagnosis  simple.  A story  of  injury,  pre- 
vious strokes,  hypertension,  suicide  at- 
tempts, drug  or  alcoholic  ingestion,  re- 
cent infection,  headaches  and  vomiting, 
convulsions,  known  diabetes  or  pregnancy 
often  provides  the  necessary  background 
for  diagnosis.  The  place  where  the  patient 
is  found  often  provides  valuable  informa- 
tion. 

The  etiology  of  unconsciousness  encom- 
passes almost  the  entire  field  of  medicine. 
However,  in  an  effort  to  make  them  more 
easily  recalled  the  agents  capable  of  pro- 
ducing coma  fall  into  a few  broad  cate- 
gories, the  first  letters  of  which  form  the 
word  COMA-PIC  (coma  picture).  hThe  C 
stands  for  cerebral  factors;  O for  opium 
and  other  drugs,  chemicals  and  metallic 
toxins;  M fo’’  metabolic  factors;  A for 
anemic  factors;  P for  psychogenic  dis- 
turbances; I for  infectious  agents  and  C 
for  cardiovascular  factors.  The  cerebral 
factors  include  trauma,  vascular  accidents 
(thrombosis,  hemorrhage  and  embolism). 


tumors,  degenerative  diseases  and  post- 
convulsive  stupor.  Opium  in  its  numerous 
derivatives  represents  the  drug  intoxica- 
tions. Other  commonly  encountered  agents 
include  alcohol,  barbiturates,  bromides, 
carbon  monoxide  and  lead.  Alcoholism  is 
a factor  in  almost  three  out  of  five  cases. 
Metabolic  factors  include  diabetes  melli- 
tus,  hypoglycemia,  hypothyroidism,  heat 
exhaustion,  sun  stroke,  uremia,  toxemia 
of  pregnancy,  alkalosis,  dehydration,  Ad- 
dison’s disease  and  cholemia.  These  fac- 
tors constitute  about  seven  percent  of  the 
cases.  Anemic  factors  include  hemor- 
rhages, the  anemias  and  the  leukemias. 
Psychogenic  disturbances  include  malin- 
gering, psychoneuroses  and  psychoses.  The 
infectious  agents  include  pneumonia, 
meningitis,  influenza,  tetanus  and  the 
familiar  exanthemata.  These  make  up  a- 
bout  four  percent  of  the  cases.  Cardiovas- 
cular factors  include  coronary  occlusions, 
hypertensive  encephalopathy,  Stokes-Ad-  •. 
ams  syndrome,  hypersensitive  carotid 
sinus,  postural  hypotension  and  cardiac 
arrest. 

Physical  Examination 

The  physical  examination  is  the  most 
important  basis  of  a diagnosis  in  the  ab- 
sence of  a history.  The  points  of  special 
help  in  the  differential  diagnosis  are  the 
following: 

General  Appearance:  Evidence  of  trau- 
ma should  be  sought  for  carefully.  Con- 
tusions or  lacerations  of  the  scalp  with 
blood  or  cerebrospinal  fluid  exuding  from 
the  ears,  nose  or  mouth  suggest  cerebral 
trauma.  However,  the  presence  or  absence 
of  obvious  scalp  or  skull  injury  has  little 
or  no  bearing  on  the  degree  of  injury  to 
the  brain.  The  position  of  the  limbs  may 
suggest  trauma  or  fracture.  Convulsive 
movements  of  the  extremities  suggest 
epilepsy,  brain  tumor,  hypoglycemic 
shock  or  eclampsia.  A bitten  tongue  usual- 
ly indicates  epilepsy.  The  color  of  the  skin, 
mucous  membranes  and  nailbeds  should 
be  noted  carefully.  Pallor  suggests  hemor- 
rhage or  cardiac  syncope.  A flushed  face 
is  found  in  the  alcoholic,  in  early  diabetic 
acidosis  and  occasionally  in  instances  of 
intracerebral  hemorrhage.  Cyanosis  is 
seen  in  severe  head  injuries,  convulsive 
seizures,  marked  diabetic  acidosis,  pneu- 
monia and  pulmonary  edema.  The  cherry 
red  color  of  the  patient  with  carbon  mo- 
noxide ipoisoning  is  characteristic.  A cold 
clammy  skin  suggests  shock  due  to  mas- 
sive hemorrhage  or  a perforated  viscus, 
myocardial  or  pulmonary  infarction,  mor- 
phine poisoning  or  hyperinsulinism.  Bi- 
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lateral  dependent  edema  intimates  cardiac, 
renal  or  hepatic  insufficiency.  Unilateral 
edema  suggests  cerebral  embolism  aris- 
ing from  thrombo-phlebitis  or  phlebo- 
thrombosis.  Petechial  hemorrhages  sug- 
gest cerebral  embolism  or  meningococce- 
mia.  A powdery  feeling  of  the  skin  may 
be  found  in  uremic  patients.  Pale  brown 
pigmentation  of  the  skin  and  buccal  mu- 
cous membranes  intimate  Addison’s  dis- 
ease. 

Odors:  Odors  from  the  patient  or  his 
immediate  environment  may  be  helpful 
in  the  diagnosis.  The  characteristic  aro- 
mas of  coal  gas,  cyanide  (“bitter  al- 
monds”) or  phenol  (“antiseptic”)  may  be 
noted.  The  sweet  and  fruity  acetone 
breath  in  diabetic  acidosis  is  fairly  charac- 
teristic and  an  ammoniacal  breath  odor  is 
present  in  the  uremic  patient.  The  unmis- 
takable odor  of  whiskey  from  the  alcoholic 
should  not  curtail  search  for  possible  head 
injury  or  other  causes  of  coma. 

Pulse:  A rapid,  full,  bounding  pulse  is 
found  in  high  fever  and  usually  in  dis- 
ease associated  with  hypertension.  A slow, 
full,  bounding  pulse  suggests  increased 
intracranial  pressure  as  a result  of  trau- 
ma, hemorrhage  or  turner.  A slow,  weak 
pulse  is  found  in  patients  whose  coma  is 
the  result  of  morphine  poisoning,  freez- 
ing or  the  Stokes-Adams  syndrome.  A 
rapid,  thready  pulse  is  found  in  cases  of 
shock  and  an  irregular  pulse  directs  at- 
tention to  the  heart  and  the  cardiac  ar- 
rhythmias with  their  distinctive  patterns. 

Respiration:  Loud  and  stentorous 

breathing  occurs  in  patients  with  apo- 
plexy. Slow  respiration  suggests  mor- 
phine poisoning  or  freezing.  The  Cheyne- 
Stokes  type  is  observed  in  the  stages  of 
decompensated  cardiovascular  disease, 
uremia,  heat  stroke  and  increased  intra- 
cranial pressure.  The  air  hunger  type  of 
breathing  is  seen  in  diabetic  acidosis. 
Rapid  respiration  occurs  in  patients  with 
fevers  or  infectious  diseases  and  in  pul- 
monary edema  and  chronic  pulmonary  dis- 
ease. 

Blood  Pressure  and  Temperature:  An 
elevated  blood  pressure  suggests  cerebral 
hemorrhage  although  it  must  be  remem- 
bered that  the  blood  pressure  frequently 
falls  before  or  during  such  an  occurrence. 
A wide  pulse  pressure  may  suggest  in- 
creased intracranial  pressure.  The  tem- 
perature is  of  very  little  value  in  the  dif- 
ferential diagnosis  of  unconsciousness  but 
is  usually  elevated  in  a comatose  patient. 

Eyes:  A careful  inspection  of  the  eyes, 
followed  by  funduscopic  examination  is 


usually  very  informative.  The  eyeballs 
are  soft  to  palpation  in  diabetic  acidosis. 
If  the  eyes  are  turned  to  one  side  (con- 
jugate deviation)  an  intracranial  process 
IS  suggested,  frequently  on  the  side  to 
which  the  eyes  are  turned.  Unequal  pupils 
intimate  a unilateral  intracranial  lesion. 
A gross  estimate  of  the  depth  of  coma  may 
be  made  from  the  response  of  the  pupils 
to  strong  light.  If  the  coma  is  deep,  the 
pupils  may  fail  to  react  to  light.  Absent 
corneal  reflexes  also  indicate  that  the 
coma  is  deep.  Dilated  pupils  occur  in  bar- 
biturate poisoning  and  alcoholism.  Con- 
stricted or  pinpointed  pupils  are  seen  after 
morphine  and  in  cases  with  hemorrhage 
into  the  pons.  The  pupils  tend  to  be  abnor- 
mal in  the  majority  of  cases  of  coma,  no 
matter  what  the  cause,  and  there  is  no 
definite  rule  as  to  what  kind  of  abnor- 
mality will  be  present  in  any  particular 
case.  A unilateral  exophthalmus  is  seen 
in  cavernous  sinus  thrombosis  and  trau- 
matic arteriovenous  fistulas.  Pulsation  of 
the  eye  is  often  noted  in  the  latter.  A uni- 
lateral ptosis,  dilated  fixed  pupil  and 
lateral  deviation  of  the  eye  suggest  intra- 
cranial aneurysm  of  the  internal  carotid 
artery.  Auscultation  may  reveal  a bruit. 
Funduscopic  examination  may  show  pa- 
pilledema, which  is  due  to  the  increased 
intracranial  pressure  resulting  from  an 
expanding  intracranial  lesion  or  hyper- 
tensive encephalopathy.  Flame  hemor- 
rhages and  white  patches  of  exudate  in 
the  retina  indicate  hypertension  or 
kidney  disease  and  suggest  uremia 
as  the  cause  of  the  coma.  “Ball  hemor- 
rhages” or  punctate  hemorrhages  and 
exudates  are  characteristic  of  diabetic 
retinitis.  Frequently,  the  inequality 
of  the  palpebral  fissures  suggest  a 
paresis  of  one  side.  If  the  eyelid  is  raised 
on  the  weak  side,  it  returns  slowly  to  cov- 
er the  eyeball.  Resistance  to  raising  the 
eyelids  occurs  in  patients  with  hysteria. 

Mouth  and  Face:  Drooping  of  one  cor- 
ner of  the  mouth  or  incomplete  closure  of 
the  lids  of  one  eye  is  evidence  of  facial 
paralysis.  This  can  be  confirmed  if  the  pa- 
tient is  not  too  deep  in  coma  by  marked 
pressure  behind  the  angles  of  the  jaw  on 
either  side.  This  will  produce  a wincing 
motion  which  will  confirm  the  suspicion 
of  facial  weakness.  Burns  of  the  lips  or 
mouth  are  present  in  corrosive  poisons. 
Lacerations  or  scarring  of  the  tongue  in- 
dicate epilepsy.  A blue  line  on  the  gums  is 
usually  pathognomonic  of  heavy  metal 
poisoning,  most  often  lead  or  bismuth. 

Neck  and  Extremities:  Stiffness  of  the 
neck  is  usually  indicative  of  meningeal 
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irritation  from  either  an  infectious  process 
or  intracranial  bleeding.  The  possibility 
of  cervical  spine  injury  in  traumatic  cases 
must  not  be  overlooked.  It  is  possible  to 
detect  differences  in  the  tone  of  the  para- 
lyzed and  non-paralyzed  extremities  even 
in  coma.  If  there  is  any  voluntary  power 
remaining  in  an  upper  extremity,  an  un- 
conscious patient  will  most  often  not  al- 
low his  hand  to  be  dropped  on  his  face.  A 
paralyzed  lower  extremity  will  be  evert- 
ed. If  the  patient  is  lying  on  his  back  the 
knee  will  drop  outward  when  the  extre- 
mity is  flexed  at  the  hip  and  at  the  knee  if 
it  is  paralyzed.  A unilateral  response  to 
marked  painful  stimulus,  unilateral  hy- 
peractive or  hypoactive  tendon  reflexes  or 
unilateral  Babinskis  are  characteristic  of 
a unilateral  intracranial  lesion.  Reflexes 
vary  with  the  depth  of  coma  regardless  of 
the  cause.  If  the  patient  is  in  deep  coma, 
the  tendon  reflexes  may  be  completely 
absent. 

Trunk:  The  heart  and  lungs  should  be 
checked  for  organic  disease.  The  arrhy- 
thmias and  murmurs  of  cardiac  disease 
suggest  the  possibility  of  a vegetative  en- 
docarditis producing  cerebral  embolism. 
Rales  at  the  pulmonary  bases  may  indi- 
cate pulmonary  edema  with  coronary 
thrombosis  or  cardiac  failure.  Rigidity  of 
the  abdomen  is  found  in  instances  of  rup- 
tured viscus,  ectopic  pregnancy  and  peri- 
tonitis. Enlargement  of  the  uterus  and 
other  findings  of  pregnancy  plus  a history 
of  convulsions  and  vomiting  suggest 
eclamptic  coma. 

Laboratory  Examination 

Less  than  twenty-five  percent  of  cases 
of  coma  will  need  such  aids  as  laboratory 
tests  for  exact  diagnosis.  The  simpler  and 
more  important  exams  should  be  done 
first.  A urinalysis  of  a catheterized  speci- 
men and  a complete  blood  count  and 
hematocrit  determination  can  be  done 
with  relative  dispatch  and  reveal  much 
information.  A blood  culture  may  be  done 
at  the  same  time  when  indicated.  Blood 
chemistry  is  revealing  in  obscure  cases. 
Electrocardiography  is  helpful  in  cases  of 
suspected  cardiovascular  disturbances  but 
it  is  rarely  an  emergency  procedure.  A 
lumbar  puncture  is  usually  of  vital  help 
in  cases  still  undiagnosed  after  the  history 
and  nhysical.  It  determines  whether  the 
central  nervous  system  is  involved  and 
helps  differentiate  infections,  hemor- 
rhages and  certain  neoplasms.  The  clarity 
and  color  of  the  spinal  fluid  should  be 
noted  and  its  pressure  determined  with  a 
v/ater  manometer.  The  rate  of  flow  from 


the  needle  is  not  a reliable  index  of  the 
pressure  and  the  manometer  reading  is 
only  reliable  when  the  patient  is  quiet 
and  relaxed.  The  Queckenstedt  test  is  con- 
tra-indicated. This  test  is  frequently  mis- 
used. It  should  be  utilized  only  in  cases  of 
spinal  cord  disturbance  and  in  rare  in- 
stances of  suspected  lateral  sinus  throm- 
bosis. It  has  no  place  in  the  treatment  or 
diagnosis  of  coma.  A total  of  12cc  of  fluid 
should  be  withdrawn  slowly  in  4cc  frac- 
tions and  collected  in  three  separate  tubes. 
Such  a procedure  is  helpful  in  differentiat- 
ing between  a traumatic  tap  and  subarach- 
noid bleeding.  The  fluid  should  be  sent 
for  a cell  count,  total  protein  and  Kahn  or 
Wasserman.  If  the  cell  count  is  over  ten, 
a smear  and  culture  should  be  done.  Sugar 
and  chloride  determinations  should  be 
done  on  only  those  fluids  that  suggest  in- 
fection and  then  are  of  only  limited  value. 
Gastric  lavage  should  be  done  for  all 
poisonings  and  severe  alcoholics.  X-rays 
of  the  skull  should  be  taken  routinely  up- 
on admission  to  the  hospital  unless  the  pa- 
tient is  in  shock.  These  x-rays  should  be 
examined  carefully  for  evidences  of  skull 
fracture,  atrophy  or  enlargement  of  the 
sella  turcica,  erosion  or  thickening  of  the 
skull,  pineal  displacement  and  abnormal 
calcifications.  Fracture  across  the  course 
of  the  middle  meningeal  vessels  is  present 
in  about  eighty  percent  of  cases  of  epidural 
hematoma.  The  pineal  is  calcified  in  sixty 
percent  of  adults  over  twenty  years  of  age 
and  its  displacement  occurs  in  forty  per- 
cent of  patients  with  verified  intracranial 
tumors.  About  eight  percent  of  intracra- 
nial tumors  contain  calcification  visible  on 
an  x-ray  examination.  X-rays  of  other 
parts  of  the  body  may  be  helpful  in  es- 
tablishing systemic  illnesses  causing  coma. 

Therapy 

Appropriate  therapy  will  usually  sug- 
gest itself  when  a working  diagnosis  has 
been  reached  but  frequently  a prolonged 
period  of  continued  observation  and  in- 
vestigation is  necessary.  During  this  time, 
various  conservative  measures  should  be 
ir’stituted.  The  blood  pressure,  pulse,  res- 
niratory  rate  and  temperature  should  be 
recorded  at  intervals.  The  frequency  of 
such  observations  depends  on  the  tenden- 
cies of  the  vital  signs  to  change.  The  un- 
conscious patient  is  incontinent  of  urine 
and  feces.  Urinary  incontinence  and  re- 
tention can  be  controlled  by  the  use  of  an 
indwelling  catheter  which  should  be  irri- 
gated at  least  two  or  three  times  a day. 
The  extreme  restlessness  of  many  patients 
may  be  traced  to  a full  bladder  and  the 
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passing  of  a catheter  solves  the  problem. 
.(Ui  accurate  check  of  the  daily  urinary 
output  should  be  kept.  Enemas  are  used 
to  control  the  bowels  but  it  is  important 
to  carry  out  a digital  examination  every 
two  or  three  days  to  determine  if  a fecal 
impaction  has  developed. 

The  restless  unconscious  patient  should 
never  be  restrained  to  the  bed  as  this  fre- 
quently increases  the  thrashing  about.  It 
is  helpful  to  have  some  member  of  the 
family  or  a friend  present  to  gently  re- 
strain them  and  it  goes  without  saying,  of 
course,  that  they  should  be  in  a bed  with 
side  rails.  Frequently  they  pull  at  their 
catheter,  dressings  and  other  apparatus 
and  this  can  be  prevented  by  taping  the 
hands  closed  over  a roll  of  gauze.  The 
thrashing  about  of  some  patients  is  defi- 
nitely detrimental  to  their  well  being 
and  progress.  Such  activity  increases  the 
oxygen  demand,  utilizes  their  store  of 
energy  needlessly  and  subjects  them  to 
the  danger  of  additional  trauma.  Sedation 
is  indicated  for  these  patients.  The  use  of 
morphine  is  contraindicated.  It  depresses 
an  already  disturbed  respiratory  center 
and  hides  the  true  state  of  consciousness. 
The  barbiturates,  bromides,  chloral  hy- 
drate and  paraldehyde  are  better  suited 
for  sedation  in  such  cases.  Paraldehyde  is 
particularly  useful  because  of  its  wide 
margin  of  safety.  The  dosage  is  whatever 
amount  is  needed  to  quiet  the  patient  and 
it  may  be  given  rectally,  orally  or  intra- 
muscularly. If  restlessness  persists  de- 
spite the  use  of  these  measures  in  a case 
of  head  injury,  spinal  puncture  on  the 
second,  third  or  fourth  day  after  injury 
may  be  advisable.  Removal  of  decompos- 
ed blood,  which  is  irritating,  from  the  sub- 
arachnoid spaces  often  helps  considerably 
m quieting  such  a patient. 

Nutrition  and  Nursing 

The  maintenance  of  nutrition  is  an  im- 
portant part  of  the  care  of  the  unconscious 
patient  especially  when  the  unconscious 
state  is  prolonged.  They  should  not  be 
carried  for  more  than  forty-eight  hours 
on  parenterally  administered  fluids.  If  the 
patient  is  unable  to  swallow  fluids  ad- 
ministered with  an  Asepto  syringe  with  a 
rubber  tip,  a plastic  Levin  tube  should  be 
passed  through  the  nose  into  the  stomach. 
A high  vitamin,  high  caloric  mixture  can 
then  be  given.  A minimum  of  1500  calories 
should  be  given  daily  during  the  uncon- 
scious period.  It  may  be  necessary  during 
the  first  two  or  three  days  of  tube  feeding 
to  give  only  small  amounts  of  a rich  mix- 
ture supplemented  by  glucose  water  to 


avoid  vomiting. 

The  mouth  of  the  unconscious  patient 
demands  meticulous  and  regular  care  as  it 
IS  kept  open  for  hours  on  end.  The  mucous 
membranes  dry  and  frequently  a paro- 
titis develops.  Every  three  or  four  hours 
the  mouth  should  be  swabbed  with  lemon 
juice  in  glycerin  water  on  gauze  over  the 
index  finger.  A moistened  gauze  com- 
press laid  over  the  nose  and  mouth  may 
help  prevent  drying  of  the  buccal  mem- 
branes. Crustations  rapidly  develop  on  the 
eyelids  and  these  should  be  cleansed  as 
necessary.  The  body  temperature  should 
be  kept  below  103  degrees  if  possible  with 
the  use  of  an  oxygen  tent,  alcohol  sponge 
baths,  tap  water  enemas  and  large  doses 
(30  to  50  grains)  of  aspirin  every  two  or 
three  hours.  The  patient  should  be  turned 
from  side  to  side  every  three  to  four  hours 
and  a careful  check  on  the  skin  should  be 
made  with  each  turning.  Those  responsi- 
ble for  the  nursing  care  should  be  warned 
of  the  hazards  to  which  the  skin  of  the 
comatose  patient  is  subject.  There  is  no 
case  in  which  nursing  care,  with  unfailing 
vigilance  and  attention  to  details  and 
maintenance  of  accurate  clinical  records 
is  more  important  than  in  the  unconscious 
patient.  The  patient  is  continually  chang- 
ing. He  is  never  twice  the  same. 

Surgical  Risk 

The  unconscious  patient  is  a poor  surgi- 
cal risk  and  for  that  reason,  surgery  should 
be  deferred  until  a tenable  diagnosis  is 
made.  Unfortunately,  owing  to  progressive 
deterioration  of  the  patient’s  condition, 
the  surgeon’s  hand  is  often  forced  and  the 
risks  of  surgery  must  be  taken.  In  such 
cases,  exploratory  operations  should  be 
planned  in  terms  of  the  best  available  diag- 
nostic indications  and  carried  out  as  ex- 
pediously  as  possible  under  local  or  light 
anesthesia. 

Summary 

1.  The  unconscious  patient  is  an  emer- 
gency. First  aid  measures  are  briefly  dis- 
cussed. 

2.  The  etiology  of  the  unconscious  state 
is  considered  in  some  detail.  The  “COMA- 
PIC”  is  delineated. 

3.  Important  diagnostic  criteria,  along 
with  their  interpretation,  are  listed.  The 
usefulness  of  laboratory  work  is  evaluat- 
ed. 

4.  Treatment  is  outlined  and  the  im- 
portance of  good  nursing  care  is  empha- 
sized. 

KEKEKE.NH'ES 
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CASE  DISCUSSIONS 


THE  UNIVERSITY  OF  LOUISVILLE  HOSPITALS 
FROM  THE  CHILDREN'S  HOSPITAL* 


History 

This  seven  year  old  white  male  was  ad- 
mitted to  the  Pediatric  Service  on  Au- 
gust 2,  1954  with  the  chief  complaint  of 
■‘sores  in  his  mouth.” 

The  patient  had  been  perfectly  well  un- 
til July  30,  1954  when  he  developed  a 
fever  and  complained  of  pain  in  his  mouth 
when  eating.  The  symptoms  progressed, 
the  child  refused  oral  intake  and  the  local 
application  of  prescribed  gentian  violet 
gave  no  relief.  He  became  listless  and  vom- 
ited occasionally.  August  1,  1954  his  phy- 
sician administered  0.6  grams  of  Neo-ars- 
phenamine  intravenously.  The  vomiting 
became  intractable  and  persisted  until 
hospital  admission. 

Inquiry  revealed  that  the  two  and  a half 
year  old  sister  had  developed  a sore  mouth 
on  July  27,  1954  and  was  admitted  to  an- 
other hospital  July  30,  1954.  She  expired 
shortly  after  receiving  her  second  dose  of 
intravenous  Neo-arsphenamine.  Two  male 
siblings,  aged  four  and  nine  years,  respec- 
tively, developed  similar  complaints  of 
lesser  severity  concomitantly  with  our 
patient.  The  remainder  of  the  history  was 
non-contributory. 

Physical  Examination 

The  physical  examination  at  the  time  of 
admission  revealed  a pale,  lethargic,  de- 
hydrated white  male  child.  He  was  vomit- 
ing repeatedly  and  appeared  gravely  ill. 
The  severe  dehydration  was  accompanied 
by  sunken  eyes  and  acetone  odor  to  the 
breath.  No  skin  rash  was  apparent.  The 
tongue,  gums  and  buccal  surfaces  had  in- 
numerable superficial  yellow^white  ul- 
cers ranging  from  two  to  five  mm.  in  di- 
ameter. A surrounding  zone  of  edema 
and  erythema  was  noted.  The  ulcerative 
lesions  extended  onto  the  tonsils  and  pos- 
terior pharynx.  The  gums  were  hemor- 
rhagic and  hypertrophied.  They  appeared 
nearly  to  cover  the  teeth.  The  anterior 
cervical  lymph  nodes  were  markedly  en- 
larged and  very  tender.  The  remainder  of 
the  physical  examination  was  non-con- 
tributory. 

*Hns;  itJii  Case  No.  C’H  32402 


Diagnosis 

The  diagnoses  on  admission  were; 

1)  Primary  Herpetic  Gingivo-stomatitis 
with  secondary  dehydration 

2)  Arsenical  intoxication 

The  significant  laboratory  studies  on 
admission  were  as  follows:  urinalysis  re- 
vealed acetonuria  and  a specific  gravity 
of  1.020;  the  white  blood  cell  count  was 
10,500  per  mm  of  which  89%  were  poly- 
morphonuclear cells. 

Differential  Diagnosis 

Alex  J.  Steigman,  M.D.:  Herpes  Simplex 
Virus  is  the  commonest  cause  of  gingivo- 
stomatitis in  children.  Indeed  in  this  case 
there  was  a striking  family  epidemic  be- 
ginning in  the  two  and  a half  year  old 
sister.  The  painful  mouth  generally  caus- 
es difficulty  in  eating  or  sucking.  Other 
causes  of  stomatitis  must  be  considered. 

Vincent’s  infection  or  trench  mouth  is 
less  common  in  children.  This  is  caused 
by  a spirochete  and  a fusiform  bacillus. 
Unlike  herpetic  gingivo-stomatitis  the 
gums  demonstrate  an  actual  loss  of  sub- 
stance due  to  tissue  destruction  despite 
the  local  edema  and  swelling.  The  most 
marked  destruction  is  seen  with  tonsillar 
involvement,  but  even  in  gingival  Vin- 
cent’s infection,  erosion  of  gums  occurs. 

In  younger  children  Monilia  Albicans 
can  cause  thrush  stomatitis  with  white 
adherent  elevated  patches.  It  generally  oc- 
curs in  newborn,  prematures  or  debili- 
tated children. 

A completely  unrelated  disease,  her- 
pangina  ( caused  by  Group  A Coxsackie 
Virus)  should  cause  no  confusion  in  diag- 
nosis. Fever,  headache,  and  small  ulcers 
appearing  in  the  posterior  pharynx  and 
on  the  anterior  tonsillar  pillars  with  less 
marked  cervical  adenopathy  characterize 
herpangina.  These  ulcers  are  surrounded 
by  a red  areola,  are  few  in  number  and 
seldom  occur  in  the  anterior  part  of  the 
mcuth.  The  gums  are  not  involved. 

Management 

William  Curtis  Adams,  M;D.;  The  in- 
tense dehydration  was  corrected  at  once 
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with  fluids  Arsenical  intoxication  was 
strongly  suspected  in  this  gravely  ill  boy 
who  had  been  given  0.6  grams  of  Neo-ars- 
phenamine,  intravenously,  the  day  before. 
Accordingly  BAL  was  administered.  In  an 
effort  to  alleviate  the  severe  pain  a mild 
local  anesthetic,  “Tronothane”  was  aipplied 
to  the  involved  areas  before  fluids  were 
offered.  Unfortunately  no  systemic  or 
topical  medication  is  known  to  accelerate 
healing  in  Primary  Herpetic  Gingivo- 
stomatitis. Cold  food  and  liquids  rather 
than  warm  are  generally  better  taken  by 
these  children. 

Discussion 

Dr.  Steigman— 

Question:  Is  it  known  why  the  Neo-ars- 
phenamine  was  administered? 

Answer:  No.  Perhaps  the  attending 

physician  erroneously  believed  that  this 
patient  had  Vincent’s  infection.  At  one 
time  arsenicals  were  used  for  spirochetal 
infections,  but  penicillin  has  replaced  that. 

Question:  Is  BAL  (British  Anti  Lewi- 
site) better  than  versenate  in  treating 
arsenical  poisoning? 

Answer:  Yes.  Versenes  are  used  for 
other  heavy  metal  poison,  (vis)  lead. 

Question:  In  what  way  is  the  virus  of 
Primary  Herpetic  Gingivo-stomatitis  re- 
lated to  the  virus  causing  “fever  blisters” 
or  “cold  sores?” 

Answer:  It  is  the  same  virus.  By  adult- 
hood most  of  us  have  been  infected  with 
herpes  simplex  virus,  most  of  us  asymp- 
tomatically. Primary  Herpetic  Gingivo- 
stomatitis, as  indicated  by  its  name,  is  the 
patient’s  initial  infection  by  the  virus. 
Following  the  initial  infection  the  virus 
may  reside  latently  in  the  skin,  most  fre- 
quently in  the  perioral  area.  A variety  of 
unrelated  conditions,  (viz)  infectious, 
metabolic  and  emotional  upsets,  mens- 
trual cycles,  etc.  may  be  accompanied  by 
viral  reactivation  causing  a “fever  blis- 
ter.” 

Question:  What  are  the  complications 
of  Primary  Herpetic  Gingivo-stomatitis? 

Answer:  The  skin  around  the  mouth 
and  nose  may  haive  satellite  lesions  due 
to  direct  spread.  Herpetic  Paronychia 
may  occur  if  the  child  sucks  his  fingers. 
The  dehydration  resulting  from  a restrict- 
ed intake  and  vomiting  is  of  greater  sig- 


nificance and  requires  prompt  correction. 

Question:  Does  Herpes  simplex  virus 

have  any  form  of  primary  disease  other 
than  that  presented  by  this  patient? 

Answer:  Yes.  The  following  table  will 
show  these  manifestations: 

A.  Common 

1.  Primary  Herpetic  Gingivo-stomatitis 

2.  Silent  skin  infection 

B.  Less  Common 

1.  Primary  Herpetic  vulvovaginitis. 
These  lesions  are  similar  to  those  of 
the  Herpetic  Gingivo-stomatitis. 

2.  Viscero-necrosis  of  newborns,  es- 
pecially of  the  liver  and  adrenals. 

3.  Eczema  herpeticum.  The  superimpo- 
sition of  the  herpetic  lesion  upon  ac- 
tive atopic  eczema. 

4.  Traumatic  Herpes.  Seen  in  children 
after  a burn  or  abrasion. 

5.  Herpetic  dendritic  keratitis. 

6.  Herpetic  meningo-encephalitis. 

The  demonstration  of  neutralizing 
and  complement  fixing  antibodies 
establishes  the  herpes  simplex  virus 
as  one  of  the  causative  agents  of  the 
acute  aseptic  meningitis  syndrome. 

Question:  What  are  the  techniques  used 
to  cultivate  the  herpes  simplex  virus? 

Answer:  The  virus  may  be  cultured  in 
the  chorio-allantoic  membrane  of  the 
chick  embryo  or  on  the  scarified  rabbit 
cornea,  and  in  some  tissue  cultures. 

Question:  1 believe  there  are  antibody 
titers  that  can  be  done  which  may  be 
helpful.  Would  you  explain  these? 

Answer:  In  primary  herpetic  infections 
both  neutralizing  and  complement  fixing 
antibodies  appear  and  start  to  rise  within 
the  first  week  of  infection.  Recurrences 
of  herpes  simplex  are  not  related  to  anti- 
body levels,  however. 

Question:  What  was  the  patient’s  course 
in  the  hospital? 

Dr.  Adams:  He  remained  in  the  hospital 
for  eight  days.  Intravenous  fluid  therapy 
was  needed  for  two  days.  He  was  then 
able  to  take  adequate  ice  cold  fluids  by 
mouth,  if  preceded  by  the  application  of 
a mild  local  anesthetic,  Tronothane. 

Although  markedly  improved  the  her- 
petic lesions  were  still  evident  at  dis- 
charge. The  lesions  cleared  completely 
during  the  following  two  week  period. 
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BRUCE  UNDERWOOD— THE  PROGENITOR  OF  PROGRESS 


“Progress  through  Organization”  have 
been  the  key  words — the  underlying 
theme — that  has  characterized  the  very 
successful  seven  and  one 
half  years  administration 
of  Bruce  Underwood,  M. 
D.,  as  Secretary  and  Gen- 
eral Manager  of  the  Ken- 
tucky State  Medical  As- 
sociation. Dr.  Underwood 
resigned  from  this  posi- 
tion February  1,  1956  to 
take  a position  with  the 
United  States  Public  Health  Service  in 
Washington,  D.  C. 

This  article  will  attempt  to  point  out 
only  some  of  the  more  important  develop- 
ments in  the  KSMA  during  the  past  sev- 
en and  one  half  years.  Neither  time  nor 
space  permits  us  to  undertake  a full  ac- 
count of  all  that  has  happened  since  July 
1,  1948  when  Dr.  Underwood  became  as- 
sociated with  us. 

Before  any  progressive  steps  toward  ex- 
panding the  association  services  could  be 
undertaken,  authority  had  to  be  given  by 
the  Constitution  and  By-laws.  Working 
with  the  KSMA  officers  and  Council,  Dr. 
Underwood  was  instrumental  in  re-writ- 
ing the  Constitution  and  By-laws,  which 
had  gone  virtually  unchanged  since  1903. 
With  this  accomplished  the  KSMA  was 
then  in  a position  to  move  forwai’d. 

The  new  By-laws  made  is  possible  for 
the  House  of  Delegates  to  accept  Dr.  Un- 
derwood’s recommendations  relating  to 
improving  parliamentary  procedures.  The 
result  was  the  establishment  of  the  pres- 
ent reference  committee  system.  This 
streamlining  of  the  House  procedures,  has 
contributed  to  more  efficient  handling  of 
the  organization’s  ever  increasing  volume 
of  official  business. 

The  new  By-laws  also  increased  the 
number  of  councilor  districts,  thus  guar- 
anteeing more  equitable  representation. 
In  addition  the  By-laws  made  possible 
the  formation  of  the  Executive  Commit- 
tee of  the  Council  to  assist  the  Council.  It 
is  the  function  of  the  Council  to  carry  on 
the  business  of  the  Association  between 
meetings  of  the  House  of  Delegates. 

At  the  December  1949  meeting  of  the 
Council,  I distinctly  recall  the  decision  of 
the  Council  to  expand  the  Association’s 
services.  Dr.  Underwood  was  authorized 
to  employ  full  time  executive  and  field 
secretaries  and  set  up  a Headquarters  Of- 
fice. Also  at  this  meeting.  Dr.  Undeiwood 


suggested  that  the  Council  activate  a 
Grievance  Committee.  This  was  done  and 
Kentucky  became  the  fifth  state  associa- 
tion to  have  one. 

Other  better  known  KSMA  activities 
in  which  Dr.  Underwood  has  been  instru- 
mental in  setting  into  motion  include  the 
County  Society  Officers  Conference,  the 
Rural  Health  Council  and  a conference  it 
sponsors.  Physician  Placement  Service, 
Public  Health,  Veterans  Affairs,  Medical 
Service  and  Public  Relations  Committees, 
and  development  of  monthly  Secretary’s 
News  Letters  for  all  KSMA  members. 

The  vigor  of  Dr.  Underwood’s  admin- 
istration was  again  demonstrated  as  Editor 
of  the  Journal  of  the  KSMA.  Working 
with  the  Advisory  Committee  to  the  edi- 
tor— also  provided  for  by  the  new  By-laws 
— major  improvements  were  effected. 
These  included  the  establishment  of  a 
Board  of  Consultants  on  Scientific  Arti- 
cles, which  has  had  a tremendous  influ- 
ence on  elevating  the  scientific  content  of 
the  Journal.  In  addition  four  scientific  de- 
partments have  been  established  and  are 
edited  by  outstanding  members.  The 
Journal  was  given  a new  format  with  or- 
ganizational news  included.  Gross  adver- 
tising revenue  nearly  doubled. 

In  the  past  seven  and  one  half  years, 
the  KSMA  Annual  Meeting  has  become 
one  of  the  best.  The  recommendation  of 
the  Secretary  and  General  Manager  that 
more  outstanding  guest  speakers  be  ob- 
tained was  approved.  Revenue  from  tech- 
nical exhibits  has  more  than  doubled. 

Dr.  Underwood  was  chosen  as  one  of 
KSMA’s  delegates  to  the  AMA  in  1950. 
He  soon  became  well  and  favorably 
known  in  the  nation’s  medical  policy  mak- 
ing group,  being  appointed  to  serve  on 
numerous  committees  of  that  organiza- 
tion. He  was  instrumental  in  having  the 
other  Kentucky  delegate,  Clark  Bailey, 
M.  D.,  elected  vice  president  of  the  AMA 
in  1954-55.  Dr.  Underwood  served  both 
as  secretary  and  as  chairman  of  the  Aces 
and  Deuces  Club,  an  organization  of  states 
that  have  one  or  two  delegates  to  the 
AMA. 

On  still  another  front.  Dr.  Underwood 
encouraged  the  KSMA  to  be  more  active 
in  supporting  better  medical  and  health 
legislation.  He  actively  participated  in  the 
drafting  and  passing  of  the  new  Medical 
Practice  Act  in  1952.  He  was  also  active  in 

(Continued  on  page  166) 


Dr.  Underwood 
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EDITORIALS 


BON  VOYAGE 


Bruce  Underwood,  M.  D.,  has  resigned 
his  position  of  Health  Commissioner  of 
Kentucky  and  will  go  to  a new  public 
health  post  in  Washington,  D.  C.  We  had 
wished  and  hoped  never  to  read  such  an 
announcement,  but  in  due  course  it  came. 
Now  we  must  start  all  over  again  and 
must  necessarily  lose  some  of  the  gains 
accomplished  during  the  past  seven  and 
one-half  years. 

Dr.  Underwood  is  a Kentuckian.  He  was 
born  and  reared  here,  received  his  pre- 
liminary and  medical  education  here,  his 
public  health  training  elsewhei'e,  but  re- 
turned to  his  native  state  in  public  health 
and  private  practice  and  later  became  com- 
missioner of  health — a position  he  has  held 
with  distinction  for  seven  and  one-half 
years.  The  welfare  of  Kentucky  has  been 
his  prime  motive  to  which  he  has 
addressed  himself  with  unselfish  and  tire- 
less devotion.  He  has  been  at  great  pains 
to  acquaint  himself  with  the  most  pro- 
gressive and  beneficial  health  measures  in 
exiperiment  or  practice  throughout  the 
United  States  and  has  sought,  whenever 
possible,  to  bring  home  to  us  the  best  and 
most  effective. 

During  his  tenure  of  office  he  has 
grown  in  stature  professionally  in  his  spe- 
cial field  of  public  health  and  also  in  the 
general  medical  organization.  As  a dele- 
gate to  the  AMA  for  five  years,  he  has 
represented  us  well  and  his  work  there 
has  heen  outstanding.  His  ideas  have  help- 
ed to  mold  the  pattern  of  medicine  in  this 
unsettled  and  critical  period.  His  view- 
point has  always  been  chiefly  that  of  the 
private  practitioner,  from  which  status  he 
was  recruited  for  commissioner. 


Opinions  expressed  in  contrilmtions  to  this  .Journal  are 
those  of  the  writers  and  do  not  necessarily  reflect  the  views 
of  the  Kentucky  State  Medical  Association. 


It  is  particularly  unfortunate  that  his 
departure  is  scheduled  during  the  early 
v/eeks  of  the  1956  legislative  session.  He 
served  as  chief  health  officer  of  the  state 
through  the  last  three  sessions  and  had 
become  conversant  with  the  processes  of 
legislation  — an  accomplishment  which 
proved  of  decided  advantage  to  the  health 
and  welfare  of  the  state.  There  are,  of 
course,  others  who  will  carry  on  well  to- 
ward the  health  objectives  already  estab- 
lished— but  the  loss  of  Dr.  Underwood’s 
leadership  in  this  activity  will  be  acutely 
felt. 

Through  the  years  we  have  observed 
many  promising  and  brilliant  young  Ken- 
tuckians, educated  in  our  school  and  re- 
ceiving their  post-graduate  training  else- 
where, pitch  their  tent  in  the  lusher  lands 
of  their  adoption,  never  to  return.  They 
have  struggled  along,  as  young  physicians 
do,  while  their  homefolks  watched  them 
with  interest  and  anticipation.  Then  they 
'began  to  grow.  Slowly  they  gained  stature 
among  their  fellows,  often  standing  a full 
head  and  shoulders  above  them,  until 
they  were  seen  and  known  from  afar — 
sometimes  real  giants  in  medicine.  They 
brought  such  distinction  and  pride  to 
their  native  state  that  eventually  we  were 
glad  they  had  gone  where  they  might  be- 
come bigger,  and  accomplish  greater 
things  than  they  ever  could  at  home. 

Our  best  wishes  follow  you,  Bruce,  in 
your  new  endeavor.  You  have  served 
Kentucky  well.  You  have  given  service  in 
full  measure,  pressed  down  and  running 
over  for  all  that  we  gave  you.  We  will 
follow  your  further  growth  and  accom- 
plishments with  more  than  passing  in- 
terest. 

Sam  a.  Overstreet,  M.D. 
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MEDICAL  STATESMANSHIP  OR  MEDICAL  POLITICS 


“All  cut  and  dried.”  “I  see  the  clique 
has  things  under  control  as  usual.”  “Who 
has  the  gang  decided  shall  be  elected  this 
year?”  Such  expressions  are  heard  fre- 
quently at  each  meeting  of  the  State  Med- 
ical Association,  and  occasionally  at  other 
times.  Such  conclusions  are  not  supported 
by  the  facts. 

There  may  be  too  many  committee  re- 
ports. Probably  some  reports  are  too  long 
and  involved  to  admit  proper  understand- 
ing. Some  reports  may  be  repetitions  of 
those  of  the  last  year  and  the  year  before. 
Some  delegate  may  discount  the  value  of 
a report  not  read  before  the  House  of 
Delegates.  A committee  report  may  rec- 
ommend a change  in  policy  not  apparent 
to  the  delegates.  The  reference  commit- 
tees may  not  have  enough  time  to  care- 
fully read  all  reports  intrusted  to  them, 
and  to  consider  them  in  detail. 

The  volume  of  business  before  the 
KSMA  requires  an  agenda  to  avoid  chaos. 
A planned  program  does  not  indicate  a 
desire  to  confuse  or  mislead.  It  is  an  effort 
to  expedite  the  handling  of  matters  which 
come  before  the  delegates.  Either  a reduc- 
tion in  the  agenda  or  an  additional  ses- 
sion of  the  House  of  Delegates  seems  indi- 
cated. 

The  House  of  Delegates  always  has  a 
number  of  familiar  faces.  Less  notice  is 
taken  of  delegates  who  represent  their 
county  societies  less  frequently.  The  men 
who  appear  on  the  rostrum  have  usually 
been  there  before.  This  does  not  indicate 
that  a clique  is  in  firm  control.  On  the 
contrary  it  is  proof  of  the  continuity  of 
the  program  of  the  KSMA.  A certain 
number  of  “old  pros”  are  desirable  to 
keep  the  machinery  running.  An  officer 
of  the  association,  regardless  of  his  ability, 
is  a better  officer  if  he  has  served  an  ap- 
prenticeship in  a less  responsible  position. 
It  is  not  a selfish  task  to  serve  as  delegate, 
councilor,  committee  member  or  other- 
wise. It  represents  a sacrifice  of  time  and 
effort,  and  an  interest  in  good  medical 
organization. 

For  many  years  it  has  been  our  custom 
to  choose  the  president  elect  and  vice- 
presidents  on  the  basis  of  three  sections 
of  the  state.  The  nominating  committee  is 
elected  by  the  House  of  Delegates.  This 
committee  makes  an  honest  effort  to  se- 
lect good  nominees.  It  may  err  despite 
the  best  of  motives.  The  committee  will 
welcome  suggestions  from  any  member 
of  the  association;  it  will  resent  any  dicta- 
tion from  any  officer.  Among  the  criteria 
used  in  selection  are  the  following:  1. 


Professional  ability  and  standing.  2.  Good 
comport  with  colleagues.  3.  Interest  in 
county  and  state  medical  organizations. 
4.  Leadership  acceptable  to  the  majority 
of  members  of  the  KSMA.  Any  delegate 
who  disagrees  with  the  action  of  the  nom- 
inating committee  should  not  hesitate  to 
nominate  his  choice. 

Each  delegate  is  the  servant  of  the  coun- 
ty society  which  elects  him.  Each  officer 
is  the  servant  of  the  House  of  Delegates 
which  elects  him.  The  House  of  Delegates 
controls  the  policy  of  the  association; 
Vvhich  it  establishes,  maintains  or  alters 
as  it  sees  fit.  The  key  to  medical  states- 
manship is  an  active  interest  by  every 
member  in  the  business  sessions  of  the 
county  medical  society.  No  man  should  ac- 
cept the  responsibility  of  delegate  if  un- 
willing to  function  in  that  office.  There 
will  be  an  occasional  physician  who  will 
place  self  interest  above  that  of  the  pro- 
fession as  a whole.  We,  as  members  of 
county  medical  societies,  deteiTnine 
whether  the  KSMA  is  under  the  control 
of  medical  statesmen  or  medical  politi- 
cians. We  are  the  Kentucky  State  Med- 
ical Association. 

W.  B.  Atkinson,  M.D. 


BRUCE  U'NDERWOOD 

(Continued  from  page  164) 
the  national  scene  in  this  field,  and  sen;^ed 
as  chairman  of  the  committee  that  drafted 
the  uniform  medical  practice  code  of  the 
Federation  of  the  State  Medical  Examiner 
Boards. 

The  most  important  thing  Dr.  Under- 
wood did,  in  our  opinion,  was  to  bring  the 
KSMA  to  a point  where  it  had  the  mech- 
anism to  manage  its  own  affairs.  I remem- 
ber very  well  when  Dr.  Underwood  said 
back  in  December  27,  1951,  at  a meeting 
of  the  Council,  “As  of  now,  I am  able  to 
report  the  affairs  of  the  Association  are 
now  in  your  hands — policy  will  not  be 
made  by  us  here  in  the  Headquarters  Of- 
fice from  now  on.” 

Yes,  “progress  through  organization” 
has  been  demonstrated  by  Dr.  Under- 
wood’s administration.  We  are  all  reluc- 
tant to  give  him  up — yet  we  will  be  for- 
ever indebted  to  him  for  his  many  contri- 
butions. Because  of  these  contributions — 
the  KSMA  is  now  in  a position  to  continue 
to  progress  and  extend  its  usefulness — 
and  will  do  just  this  with  your  continued 
support. 

J.  Vernon  Pace,  M.D. 

Chairman  of  the  Council 
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ORGANIZATION  SECTION 


Sixth  Annual  County  Society  Officers  Conference  Scheduled 

for  Thursday,  March  29  in  Lexington  at  Phoenix  Hotel 


County  Medical  Leaders  to  Hear 
Top  Experts  from  Both  Coasts 
on  Local  PR  and  PS  Matters 

County  medical  society  leaders  within  the 
KSMA  will  hear  top  experts  in  the  field  of 
medical  public  service  and  relations  and  will 
have  a rare  opportunity  to  discuss  their  local 
problems  with  these  experts  on  March  29,  1956. 

An  unusually  strong  program  will  be  present- 
ed at  the  sixth  annual  County  Society  Officers 
Conference  at  the  Phoenix  Hotel  in  Lexington, 
according  to  Gant  Gaither,  M.D.,  Hopkinsville, 
KSMA  President. 

“Every  county  medical  society  officer,  com- 
mittee chairman  and  KSMA  officer  and  com- 
mittee chairman  will  find  this  an  unusual  op- 
portunity to  get  assistance  in  this  most  im- 
portant phase  of  County  Society  activity,”  Dr. 
Gaither  said.  All  members  of  KSMA  are  in- 
vited to  attend.  Members  of  the  Board  of  Di- 
rectors of  the  Woman’s  Auxiliary  to  the  KSMA 
will  also  be  present. 

The  following  distinguished  men  will  par- 
ticipate in  the  program. 

Jerry  Pettis,  past  as- 
sociate director  of  Pub- 
lic Relations  of  the 
California  Medical  As- 
sociation, is  the  assist- 
ant to  the  President 
and  Public  Relations 
Counsel  of  the  Los  An- 
geles County  Medical 
Association.  Mr.  Pettis, 
who  has  had  wide  ex- 
perience in  implement- 
ing policies  of  Califor- 
nia physicians  and  work  with  welfare  medical 
plans  in  various  California  industries,  is  presi- 
dent of  Jerry  Pettis  and  Associates,  a company 
specializing  in  Public  Relations.  A member  of 
the  Public  Relation  Society  of  America,  Mr. 
Pettis  is  a consultant  in  the  television  show 
“MEDIC.”  He  will  speak  on  “The  Usual  Fee 
and  Third  Party  Medicine.” 

Dwight  Murray,  M.D.,  President-elect  of  the 
AMA,  is  chairman  of  the  AMA  Board  of 
Trustees.  In  a speech  at  the  recent  AMA  PR 
Conference  Dr.  Murray  said  the  medical  pro- 


fession had  done  a good  formal  PR  job,  but 
had  often  ignored  the  simplest  and  most  ef- 
fective medium  of  communication — “word  of 
mouth,  neighbor-to-neighbor,  and  person-to- 
person.”  Dr.  Murray  will  elaborate  on  this 
theme  and  discuss  other  PR  problems  in  a talk 
entitled  “A  Master  Plan  for  County  PR.” 

C.  Allen  Payne,  M.D., 
a pathologist  at  Blod- 
gett Memorial  Hospital 
in  Grand  Rapids,  Michi- 
gan, is  chairman  of  the 
Public  Relations  Com- 
mittee of  the  Michigan 
State  Medical  Society. 
In  Dr.  Payne’s  talk  en- 
titled “The  Greatest 
Potential  Asset  of  the 
County  Medical  Soci- 
ety” he  will  discuss  the 
problems  of  indoctrination  and  orientation  of 
young  physicians  in  the  private  practice  of 
medicine. 

Alfred  E.  Chadwick, 

M.D.,  a general  prac- 
titioner from  New 
Brighton,  Pennsylvania, 
is  a member  of  the  Pub- 
lic Relations  Commit- 
tee of  the  Pennsylvania 
State  Medical  Society. 

Dr.  Chadwick,  who  has 
had  much  experience 
getting  county  societies 
to  work  in  effective 
public  relations  pro- 
grams at  local  level,  will  speak  on  “Public  Re- 
lations at  Work.” 

David  Allman,  M.D.. 
a surgeon  from  Atlan- 
tic City,  is  Chairman 
of  the  AMA  Legislative 
Committee.  He  is  a 
member  of  the  Board 
of  Trustees  of  the 
AMA.  Dr.  Allman  will 
discuss  the  topic  “Medi- 
cal Legislation  on  Capi- 
tal Hill”  at  the  Con- 
ference. 


Mr.  Pettis 


Dr.  Payne 


Dr.  Chadwick 
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PROGRAM 

Sixlh  Annual  County  Medical  Society  Officers  Conference 

Phoenix  Holel,  Lexington  Thursday.  March  29,  1958 

MORNING  SESSION 

Gant  Gaither,  M.  D„  Hopkinsville,  presiding 

President,  Kentucky  State  Medical  Association 

9:45  A.  M.  Welcome.  John  S.  Sprague,  M.D.,  Lexington 

President,  Fayette  County  Medical  Society 

9:50  "How  Do  You  Rate  Doctors?" 

Leo  Brown,  Chicago,  Illinois 
Director,  AMA  Public  Relations 

10:10  "The  Greatest  Potential  Asset  of  the  County  Medical  Society" 

C.  Allen  Payne,  M.D.,  Grand  Rapids,  Michigan 

10:30  "The  Usual  Fee  and  Third  Party  Medicine" 

Jerry  Pettis,  Los  Angeles,  California 

INTERMISSION  (5  Minutes) 

10:45  "Public  Relations  at  Work" 

Alfred  E.  Chadwick,  M.D.,  New  Brighton,  Pennsylvania 

11:15  "Experts  on  the  Spot" — Panel 

Clyde  C.  Sparks,  M.D.,  Ashland,  Moderator 
Past  President,  KSMA 

12:15  Lunch 

AFTERNOON  SESSION 

Richard  Slucher,  M.D.,  Louisville,  presiding 

President-elect,  KSMA 

1:00  P.  M.  "A  Master  Plan  for  County  PR" 

Dwight  Murray,  M.D.,  Napa,  California 
President-elect,  AMA 

1 ;30  "Medical  Legislation  on  Capital  Hill" 

David  Allman,  M.D.,  Atlantic  City,  N.  J. 

Chairman  of  AMA  Legislative  Committee 

2:00  "The  Impact  and  Effect  of  the  International  Labor  Organization  up- 

on World  Affairs" 

William  McGrath,  Cincinnati,  Ohio 
Employer’s  Delegate  to  the  ILO 

2:40  Discussion 

J.  Vernon  Pace,  M.D.,  Paducah 
Chairman  of  the  Council,  KSMA 


3:00 


Adjournment 
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Leo  Brown  is  Direc- 
tor of  Public  Relations 
at  the  American  Medi- 
cal Association.  M r. 
Brown  will  speak  at  the 
conference  on  the  re- 
sults of  a recent  public 
opinion  survey  made 
by  the  AMA.  His  talk 
will  be  entitled,  “How 
Do  You  Rate  Doctors?” 
He  indicated  that  pre- 
liminary viewing  of  the 
survey  showed  that  it 
was  well  done  and  quite  complimentary  to 
medicine. 

William  McGrath,  Cincinnati,  Ohio,  the  em- 
ployer’s delegate  to  the  International  Labor 
Organization,  will  discuss  “The  Impact  and 
Effect  of  the  International  Labor  Organization 
Upon  World  Affairs.”  Mr.  McGrath  has  de- 
voted much  time  to  the  ILO  by  attending  its 
conferences  at  Geneva  for  the  last  seven  years. 

A panel  discussion  entitled,  “Experts  on  the 
Spot”  will  be  moderated  by  Clyde  C.  Sparks, 
M.D.,  Ashland,  past  president  of  the  KSMA. 
Mr.  Brown,  Dr.  Payne,  Dr.  Chadwick  and  Mr. 
Pettis  will  be  panel  members. 

J.  Vernon  Pace,  M.D.,  Paducah,  Chairman 
of  the  Council,  will  act  as  moderator  of  a dis- 
cussion which  will  conclude  the  afternoon  ses- 
sion. 

Dr.  Gaither  will  act  as  pi'esiding  officer  over 
the  morning  session.  Richard  Slucher,  M.D., 
Louisville,  President-elect,  will  preside  over 
the  afternoon  session. 

The  conference  will  begin  at  9:40  A.  M.  with 
a welcome  by  John  Sprague,  M.D.,  President 
of  the  Fayette  County  Medical  Society,  and 
will  end  at  3 P.  M. 

Nominating  Committee  to  Organize 
at  County  Officers  Meeting 

The  KSMA  nominating  committee  will  have 
a special  table  at  the  County  Society  Officers 
Conference  Luncheon  March  29  in  Lexington 
at  the  Phoenix  Hotel,  at  which  time  they  will 
organize. 

The  committee  will  be  available  for  consul- 
tation to  any  member  wishing  to  make  recom- 
mendations of  colleagues  to  fill  the  various 
general  offices  for  the  1956-57  year. 

The  committee  will  announce  its  final  recom- 
mendations, according  to  By-law  provisions, 
at  the  second  scientific  session  Tuesday  after- 
noon, September  18,  during  the  1956  meeting. 
The  House  of  Delegates  will  vote  on  these 
nominees  at  its  second  session  Wednesday, 


evening.  Sept.  19.  Additional  nominations  can 
be  made  from  the  floor. 

The  House  of  Delegates  selected  five  men  at 
its  last  meeting  to  serve  on  this  committee. 
They  are:  W.  B.  Atkinson,  M.D.,  CampbellS- 
ville;  Howell  J.  Davis,  M.D.,  Owensboro; 
Thomas  J.  Gilbert,  M.D.,  Bowling  Green;  John 
S.  Harter,  M.D.,  Louisville;  and  H.  B.  Stone, 
M.D.,  Hopkinsville. 


Council  Selects  Dr.  Troutman 
Secretary-Editor  Pro  tern 

Woodford  B.  Troutman,  M.D.,  Louisville,  was 
named  Secretary-Editor  pro  tern  of  the  Ken- 
tucky State  Medical  Associa- 
tion at  a meeting  of  the  Coun- 
cil Thursday,  January  5.  Dr. 
Troutman  has  served  as  the 
KSMA  Treasurer  since  April 
17,  1946. 

The  Council  took  this  ac- 
tion folloiwing  the  resigna- 
tion of  the  Association’s 
Dr.  Troutman  twentieth  secretary,  Bruce 
Underwood,  M.D.,  on  Dec.  15.  Dr.  Underwood 
has  taken  a position  in  Washington,  D.  C.,  with 
the  United  States  Public  Health  Service,  in  the 
Department  of  Health,  Education  and  Welfare. 

For  the  past  half  century,  it  has  been  tra- 
ditional for  the  Seci’etary  of  the  KSMA  to  also 
be  Health  Commissioner  for  the  State  of  Ken- 
tucky. Just  prior  to  the  election  of  Dr.  Trout- 
man, the  Council  voted,  pending  final  action 
of  the  House  of  Delegates  in  September,  that 
the  Secretary  of  the  KSMA  and  the  State 
Health  Commissioner  should  not  be  the  same 
person. 

“The  fact  that  it  is  not  planned  in  the  future 
that  the  Commissioner  of  Health  and  the  Sec- 
retary-Editor of  the  KSMA  be  the  same  indi- 
vidual does  not  mean  that  we  in  the  Medical 
Association  do  not  have  the  highest  respect 
for  the  Health  Department  and  the  greatest 
desire  to  continue  the  closest  cooperation  with 
it,”  J.  Vernon  Pace,  M.D.,  Chairman,  said  after 
the  Council  had  acted. 

Following  his  selection.  Dr.  Troutman  said 
he  planned  to  make  no  changes  in  the  policy 
of  the  Secretary-Editor’s  office. 

Arthur  T.  McCormack,  M.  D.,  succeeded  James 
B.  Bullit,  M.D.,  in  1907  and  served  as  Secretary- 
Editor  of  the  KSMA  and  Health  Commissioner 
till  his  death  in  1943.  He  was  followed  by  his 
long  time  deputy  commissioner,  Philip  E. 
Blackerby,  M.D.,  who  held  the  two  positions 
until  his  death  in  1948.  Dr.  Underwood  took 
office  July  1,  1948. 


Mr.  Brown 
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MDs  Can  Name  Award  Candidates 
at  County  Officers  Meeting 

All  KSMA  members  who  wish  to  recom- 
mend candidates  to  receive  the  Distinguished 
Service  Medal  and  the  Outstanding  General 
Practice  Award  will  have  the  opportunity  to 
submit  these  names  to  members  of  the  Awards 
Committee  at  the  Luncheon  at  the  County  So- 
ciety Officers  Conference,  March  29,  at  the 
Phoenix  Hotel  in  Lexington. 

The  committee  which  iwas  activated  at  the 
1954  Annual  Meeting  will  have  a special  table 
at  the  luncheon,  according  to  Charles  Vance, 
M.D.,  Lexington,  Speaker  of  the  House. 

The  committee  will  report  its  recommenda- 
tions at  the  first  meeting  of  the  House  of  Dele- 
gates, Sept.  17,  1956.  At  the  second  meeting. 
Sept.  19,  additional  candidates  can  be  nomi- 
nated from  the  floor. 

The  five  member  committee  includes:  Ernest 
Strode,  M.D.,  Lexington,  Chairman;  Hugh  Ad- 
kins, M.D.,  Louisville;  Joseph  Kurre,  M.D., 
Owensboro;  Frank  Sewell,  M.D.,  Mt.  Sterling; 
and  Charles  Yancey,  M.D.,  Hopkinsville. 


AMA  Dues  Paying  Members  Have 
Choice  of  Ten  Journals 

Dues  paying  members  of  the  American 
Medical  Association  may  have  their  choice  of 
AMA  publications — either  the  AMA  Journal 
or  one  of  the  nine  special  Journals. 

Secretaries  of  county  societies  can  get  sub- 
scription cards  for  their  members  by  writing 
to  Robert  Enlow,  Director;  Membership-Cir- 
culation Department;  535  N.  Dearborn,  Chi- 
cago. 

The  nine  special  Journals  are:  Archives  of 
Internal  Medicine;  American  Journal  of  Dis- 
eases of  Children;  Archives  of  Dermatology; 
Archives  of  Neurology  and  Psychiatry;  Ar- 
chives of  Pathology;  Archives  of  Surgery;  Ar- 
chives of  Otolaryngology;  Archives  of  Ophthal- 
mology, and  Archives  of  Industrial  Health. 


Chandler  Backs  New  Med  School 
al  University  of  Kentucky 

Governor  A.  B.  Chandler  recently  told  the 
members  of  the  Kentucky  Medical  Foundation 
that  he  will  back  the  building  of  a new  medi- 
cal school  at  the  University  of  Kentucky  in 
Lexington. 

Governor  Chandler  said  he  would  ask  the 
General  Assembly  to  appropriate  funds  to  start 
the  building  plans  “at  the  earliest  possible 
moment.” 


It  has  been  estimated  that  a school  at  UK 
would  cost  $16,000,000.  Ten  million  of  this 
amount  would  be  sought  from  the  state.  The 
University  of  Louisville  Medical  School  re- 
ceives $300,000  a year  from  fhe  Medical  Re- 
search Commission  that  is  appropriated  by  the 
Legislature. 


AMA  Plans  Three  New  Series 
of  Radio  Transcriptions 

The  new  radio  transcription  series  sponsored 
by  the  AMA  and  carried  by  approximately  28 
Kentucky  radio  stations  will  be  changed  in 
1956,  according  to  the  AMA  Bureau  of  Health 
Education. 

Three  new  series  of  13  programs  each  are 
planned  by  the  Bureau.  The  first  will  feature 
a “music  with  your  meals”  theme.  W.  W.  Bauer, 
M.D.,  Bureau  director,  will  give  a medical 
commentary  on  13  different  phases  of  diet  and 
nutrition.  An  instrumental  trio  will  play  folk 
songs,  ballads  and  semi  classics. 

“Summer  Serenade”  is  the  theme  of  the 
second  in  the  series  which  will  deal  with  sum- 
mer health  situations.  The  topic  of  the  third 
has  not  been  released. 

The  KSMA  Committee  on  Public  Information 
and  Service  will  be  glad  to  cooperate  with  any 
County  Medical  Society  in  having  the  local 
radio  stations,  not  acquainted  with  these  pro- 
grams, get  the  platters,  Richard  G.  Elliott,  M.D., 
Lexington,  committee  chairman  said. 


14th  District  to  Hold  Meeting 

The  14th  Councilor  District  will  have  an  af- 
ternoon and  evening  scientific  meeting  at  the 
Paintsville  Country  Club  April  19,  according 
to  John  Archer,  M.D.,  Prestonsburg,  Councilor 
from  this  district. 

Gant  Gaither,  M.D.,  Hopkinsville,  KSMA 
President,  will  be  the  featured  speaker.  John- 
son County  Medical  Society  will  be  the  host 
society. 


First  District  to  Meet  April  25 

Gant  Gaither,  M.D.,  Hopkinsville,  KSMA 
President,  will  be  the  featured  speaker  at  the 
First  Councilor  District  Meeting  in  Paducah 
at  the  Ritz  Hotel,  April  25,  according  to  J.  Ver- 
non Pace,  M.D.,  Paducah,  Chairman  of  the 
Council. 

The  McCracken  County  Medical  Society  will 
be  the  host  society  at  the  me3ting. 
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Medical  Association  Establishes 
Physician  Loan  Program 

A naw  program  to  help  physicians  secure 
loans  at  low  interest  rates  has  been  developed 
by  the  Los  Angeles  County  Medical  Associa- 
tion. The  new  loan  system  was  established 
with  the  belief  that  the  public  will  receive  bet- 
ter medical  service  from  a physician  who  has 
few  financial  problems. 

The  LACMA  has  arranged  for  the  loans  in 
cooperation  with  a local  Bank  and  Trust  Com- 
pany. The  medical  association  first  screens  the 
applicants,  then  if  approved,  they  are  turned 
over  to  the  bank  for  further  screening.  If 
okayed  by  the  bank  the  applicant  fills  out  the 
regular  bank  loan  application. 

Kentucky  medical  associations  desiring  fur- 
ther information  relative  to  the  loan  program 
set-up  can  write  to  the  Business  Manager,  Mr. 
Bert  Fitzgerald,  at  LACMA  Headquarters,  1925 
Wilshire  Boulevard,  Los  Angeles  57. 


Frank  M,  Gaines,  M.D.,  Louisville 
Honored  by  Station  WHAS 

Frank  M.  Gaines,  M.D.,  Louisville,  Kentuc- 
ky’s Commissioner  of  Mental  Health,  was  nam- 
ed Kentucky’s  top  personality  of  1955  by  Vic- 
tor A.  Sholis,  Vice  President  and  Director  of 
WHAS.  Dr.  Gaines  was  presented  an  engraved 
silver  platter. 

Dr.  Gaines,  a 1941  graduate  of  the  University 
of  Louisville  School  of  Medicine,  is  chairman 
of  the  Southern  Regional  Council  on  Mental 
Health  Training  and  Research. 

Margaret  Morgan,  M.D.,  a classmate  of  Dr. 
Gaines  at  the  U of  L School  of  Medicine,  and 
Indiana’s  Commissioner  of  Mental  Health,  re- 
ceived a similar  award  when  named  Indiana’s 
top  personality  of  1955. 


Ike  Questionnaire  Criticized 

A questionnaire  sent  to  heart  specialists 
asking  their  opinions  of  President  Eisenhow- 
er’s physical  ability  to  seek  re-election  was 
criticized  by  the  Journal  of  the  AMA  recently. 
The  questionnaires  were  mailed  by  the  Am- 
erican Research  Foundation,  Princeton,  N.  J. 

The  questionnaires,  which  required  no  sig- 
nature and  gave  no  hint  as  to  how  informa- 
tion would  be  used,  asked  these  questions:  1. 
Do  you  think  a man  who  has  suffered  a heart 
attack  can  be  regarded  as  physically  able  to 
serve  a term  as  President?  2.  Based  on  what 
you  have  read  about  the  nature  of  the  Presi- 
dent’s illness,  and  assuming  a normal  convales- 


cence in  the  next  few  months,  do  you  think 
Mr.  Eisenhower  can  be  regarded  as  physically 
able  to  serve  a second  term? 


New  Clinic  Opens  At  Henderson 

The  opening  of  a new  clinic  at  Henderson 
was  recently  announced. 

Six  physicians  make  up  the  staff.  They  are: 
Charles  C.  Kissinger,  M.D.,  General  Surgery; 
Walter  L.  O’Nan,  M.D.,  Obstetrics  and  Gyne- 
cology; Millard  R.  Shaw,  M.D.,  Internal  Medi- 
cine; Robert  L.  Sumner,  M.D.,  General  Medi- 
cine; Don  A.  Cantley,  Jr.,  M.D.,  Pediatrics  and 
Samuel  D.  Taylor,  M.D.,  General  Medicine. 


Dr.  Ling  Succeeds  Dr.  Kerman 

J.  T.  Ling,  M.D.,  Louisville,  was  recently 
named  director  of  the  Radioisotope  Laboratory 
and  Radiation  Treatment  Section  of  the  Uni- 
versity of  Louisville  Medical  School.  Dr.  Ling, 
a native  of  Shanghai  and  assistant  professor 
of  radiology  at  the  Medical  School,  succeeds 
Herbert  Kerman,  M.D.,  who  resigned  to  enter 
private  practice  in  Florida. 


Dr.  Haynes  Is  OB-GYN  Fellow 

Douglas  M.  Haynes,  M.D.,  Louisville,  was  in- 
ducted in  the  American  Academy  of  Obstet- 
rics and  Gynecology  at  the  Annual  Business 
Meeting  in  Chicago,  Dec.  12-14,  1955.  An- 

nouncement of  the  induction  was  made  by  the 
secretary,  Paul  Hodgkinson,  M.D.,  Chicago. 


The  1956  KSMA  County  Society  Officers 
Conference  will  be  held  at  the  Phoenix  Ho- 
tel in  Lexington,  Thursday,  March  29. 
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Altention  Scienlific  Exhibitors! 

Everett  L.  Pirkey,  M.D.,  Chairman  of  the 
Committee  on  Scientific  Exhibits,  has  urged 
prospective  scientific  exhibitors  for  the  1956 
Annual  Meeting  to  make  their  reservations 
for  space  soon. 

The  application  blank  on  page  154  should  be 
filled  out  and  mailed  before  July  1,  1956. 


AM  A to  Publish  Two  Booklets 

The  AMA  will  publish,  early  in  February, 
two  booklets  that  will  be  of  interest  to  Ken- 
tucky medical  societies.  These  booklets  are 
“Guides  for  Medical  Society  Grievance  Com- 
mittees” and  “Report  of  the  Survey  on  Coun- 
ty Medical  Society  Activities.” 

Copies  of  these  booklets  will  be  available  at 
the  KSMA  Headquarters  Office  in  February. 


Shelby ville's  Dr.  Weakley  Honored 

A.  C.  Weakley,  M.D.,  Shelbyville,  was  hon- 
ored with  a surprise  party  Dec.  15  for  his  41 
years  of  service  to  Shelby  County. 

The  party,  held  at  the  Old  Stone  Inn  in  Simp- 
sonville,  was  patterned  after  the  television 
show  “This  Is  Your  Life.”  Dr.  Weakley’s  life 
was  traced  from  1914  when  he  began  practice 
in  Shelby  County  to  the  present. 


Allergists  to  Meet  in  Hew  York 

The  American  College  of  Allergists  will 
hold  a Graduate  Instructional  Course  and  a 
Twelfth  Annual  Meeting  in  New  York  City  at 
the  Hotel  New  Yorker,  according  to  Fred 
Wittich,  M.D.,  Secretary-Treasurer  of  the 
group.  The  graduate  course  will  run  from  April 
15-17  and  the  Annual  Meeting  from  April  18-20. 

New  KSMA  Members 

The  following  physicians  have  been  added 
to  the  KSMA  memibership  roster.  They  are: 
David  C.  Asher,  M.D.,  Pineville 
William  N.  Bennett,  M.D.,  Pineville 
L.  F.  Boland,  M.D.,  Frankfort 
Thornton  Bryan,  Jr.,  M.D.,  Frankfort 
John  B.  Clay,  M.D.,  Frankfort 
J.  F.  Daugherty,  M.D.,  Independence 
Norman  B.  Hasler,  M.D.,  Waverly  Hills 
Clarence  Hicks,  M.D.,  Middlesboro 
Fred  Pipkin,  M.D.,  Louisville 
James  R.  Rich,  M.D.,  Independence 
George  Schafer,  M.D.,  Louisville 
John  B.  Southard,  M.D.,  Louisville. 


News  Items 

Thornton  E.  Bryan,  M.D.,  has  opened  offices 
in  Cadiz  for  general  practice.  Dr.  Bryan  is  a 
1954  graduate  of  the  University  of  Louisville 
School  of  Medicine.  He  served  his  internship  at 
Philadelphia  General  Hospital  in  Pennsylvania. 
Recently  Dr.  Bryan  received  special  training 
in  the  administration  of  anesthetics  at  the 
Louisville  General  Hospital.  Dr.  Bryan  took 
the  office  formerly  occupied  by  Leslie  Blakey, 
M.D.,  who  moved  to  Rochester,  Minn.,  in  De- 
cember. 


Leslie  Blakey,  M.D.,  former  Cadiz  physician, 
has  been  appointed  to  a three-year  fellowship 
in  internal  medicine  at  the  Mayo  Clinic  in 
Rochester,  Minn.  Dr.  Blakey  is  a graduate  of 
the  University  of  Louisville  School  of  Medi- 
cine Class  of  1947. 


Richard  M.  Brandon,  M.D.,  a ’54  graduate  of 
the  University  of  Louisville  School  of  Medi- 
cine, joined  the  staff  of  the  Trover  Clinic  in 
Earlington.  Dr.  Brandon  interned  at  the  St. 
Elizabeth  Hospital  in  Covington. 


A.  Keith  Anderson,  M.D.,  of  Oakland  Cali- 
fornia, has  become  associated  with  the  Oneida 
Mountain  Hospital.  He  will  go  to  Boone- 
ville  where  he  will  conduct  a general  practice 
and  open  a clinic.  Dr.  Anderson  was  graduat- 
ed from  the  College  of  Medical  Evangelists 
School  of  Medicine,  in  Los  Angeles,  vie 
interned  at  Loma  Linda  Sanitorium  Hospital 
in  Loma  Linda,  California. 


John  Southard,  M.D.,  has  opened  an  office 
for  general  practice  in  Louisville.  A ’54  grad- 
uate of  the  University  of  Louisville  School  of 
Medicine,  Dr.  Southard  interned  at  Brook  Army 
Hospital  in  Fort  Sam  Houston,  Texas. 


Elwood  Woolsey,  M.D.,  has  joined  the  staff 
of  the  UMW  Hospital  in  Harlan.  Dr.  Woolsey 
interned  at  the  Alameda  County  Hospital  in 
Oakland,  California  and  served  residencies  in 
OB-GYN  at  Stanford  University  Hospital  in 
San  Francisco  and  San  Francisco  County  Hos- 
pital. 


William  Shidal,  M.D.,  a ’53  graduate  of  the 
University  of  Louisville,  is  serving  a residency 
in  pediatrics  at  St.  Joseph  Infirmary  in  Louis- 
ville. Dr.  Shidal  interned  at  St.  Elizabeth  Hos- 
pital in  Covington. 
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SMOOTHAGE  ACTION  IN  CONSTIPATION 


Roentgenographic  pattern  of  colon 

(1)  Ascending  colon  filled. 

(2)  Unsegmented  mass  propelled  through 
transverse  colon. 

(3)  Propulsive  force  follows  mass  through 
descending  colon. 

(4)  Pelvic  colon  reservoir  filled. 


nwss  propulsion:^ 


Reestablishing  Bowel  Reflexes  with  Metamucir 


Nervous  fatigue,  tension,  injudicious  diet,  failure  to  establish  regularity,  too  little 
exercise,  excessive  use  of  cathartics — all  factors  which  contribute  to  constipation? 


Sufficient  bulk  and  sufficient  fluid  form  the  basic 
rationale  of  treatment  of  constipation  with 
Metamucil. 

Metamucil  (the  mucilloid  of  Plantago  ovata) 
produces  a bland,  smooth  bulk  when  mixed  with 
the  intestinal  contents.  This  bulk,  through  its  mass 
alone,  stimulates  the  peristaltic  refiex  and  thus 
initiates  the  desire  to  evacuate,  even  in  patients  in 
whom  postoperative  hesitancy  exists. 

Such  gentle  stimulation  is  of  distinct  advantage 
in  reeducating  and  reestablishing  those  reflexes 
which  control  bowel  evacuation.  Many  factors  may 
pervert  the  normal  reflexes,  causing  finally  chronic 
constipation.  Among  them  are:  nervous  fatigue 
and  tension,  improper  intake  of  fluid,  improper 
dietary  habits,  failure  to  respond  to  the  call  to 
stool,  lack  of  physical  exercise  and  abuse  of  the 
intestinal  tract  through  excessive  use  of  laxatives.* 

Correction  of  constipation  logically,  therefore, 
lies  in  the  suitable  adjustment  of  these  factors.  The 
characteristics  of  Metamucil  permit  the  correction 
of  most  of  these  factors:  it  provides  bulk;  it  de- 


mands adequate  intake  of  fluids  (one  glass  with 
Metamucil  powder,  one  glass  after  each  dose);  it 
increases  the  physiologic  demand  to  evacuate ; and 
it  does  not  establish  a laxative“habit.”  Metamucil, 
in  addition,  is  inert,  and  also  nonirritating  and 
nonallergenic. 

The  average  adult  dose  is  one  rounded  teaspoon- 
ful of  Metamucil  powder  in  a glass  of  cool  water, 
milk  or  fruit  juice,  followed  by  an  additional  glass 
of  fluid  if  indicated. 

Metamucil  is  the  highly  refined  mucilloid  of 
Plantago  ovata  (50"„),  a seed  of  the  psyllium 
group,  combined  with  dextrose  (50%)  as  a dis- 
persing agent.  It  is  supplied  in  containers  of  4, 
8 and  16  ounces.  G.  D.  Searle  & Co.,  Research  in 
the  Service  of  Medicine. 


1 . Best,  C.  H.,  and  Taylor,  N.  B. : The  Physiological  Basis  of 
Medical  Practice : A Text  in  Applied  Physiology,  ed.  5,  Balti- 
more, The  Williams  & Wilkins  Company,  1950,  pp.  579-583. 

2.  Bargen,  J.  A.:  A Method  of  Improving  Function  of  the 
Bowel,  Gastroenterology  73:275  (Oct.)  1949. 
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Herman  D.  Kerman,  M.D.,  former  associate 
professor  of  radiology  at  the  University  of 
Louisville  School  of  Medicine,  resigned  to  en- 
ter private  practice  in  Florida.  Dr.  Kerman,  a 
graduate  of  Duke  University  School  of  Medi- 
cine, Durham,  N.  C.,  has  been  director  of  the 
radioisotope  laboratory  at  General  Hospital, 
Louisville.  He  is  a member  of  the  board  of  tele- 
therapy evaluation  at  the  Oak  Ridge  Institute 
for  Nuclear  Studies. 


George  McCrocklin,  M.D..  a ’50  graduate  of 
the  University  of  Louisville  School  of  Medi- 
cine, has  opened  offices  in  Louisville.  Dr.  Mc- 
Crocklin will  limit  his  practice  to  orthopedic 
surgery.  He  interned  at  Louisville  General 
Hospital  and  has  been  with  the  VA  Hospital 
since  1951. 


OMISSION 

The  place  of  presentation  of  the  scientific  ar- 
ticle “Use  of  Trypsin  in  Inflammation”  was 
omitted  when  published  in  the  January  1956 
Journal,  page  43.  Bert  Seligman,  M.D.,  Toledo, 
Ohio,  presented  the  paper  at  the  1955  Annual 
Meeting  of  the  Kentucky  Chapter  of  the  Am- 
erican Academy  of  General  Practice,  April  21 
in  Louisville. 


COUIxTY  SOCIETY  REPORTS 

CALLOWAY 

The  meeting  of  the  Calloway  County  Medi- 
cal Society  was  held  in  the  Murray  Hospital, 
November  1,  1955. 

The  society  agreed  to  give  $200  to  the  Hos- 
pital Auxiliary  to  be  used  in  whatever  manner 
the  hospital  admini.'trator  sees  fit. 

A discussion  was  held  on  a pending  lawsuit 
filed  by  a radiologist  in  Scottsville  against  a 
hospital. 

Hugh  Houston,  M.D.,  Secretary 


CALLOWAY 

The  December  meeting  of  the  Calloway 
County  Medical  Society  was  held  in  the  din- 
ing room  of  the  Murray  Hospital.  Robert  Hahs, 
M.D.,  vice-president  called  the  meeting  to  or- 
der. 

C.  H.  Jones,  M.D.,  president,  presided  over 
the  election  of  officers.  The  following  officers 
were  elected  for  1956: 

Charles  Clark,  M.D.^  president,  and  A.  D. 

Butterworth,  M.D.,  vice-president.  Hugh  Hous- 
ton, M.D.,  will  finish  out  his  term  of  two  years 
as  secretary-treasurer,  and  A.  D.  Butterworth, 
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MEDICAL  HORIZONS 


M.D.,  will  complete  his  two  year  term  as  KSMA 
delegate. 

Hugh  Houston,  M.D.,  Secretary. 


LETCHER 

Owen  Pigman,  M.D.,  was  re-elected  president 
of  the  Letcher  County  Medico-Dental  Society 
at  a meeting  Decemiber  27.  Also  re-elected 
were:  Lee  Moore,  D.D.S.,  vice-president;  R. 
Dow  Collins,  M.D.,  secretary-treasurer;  Carl 
Pigman,  M.D.,  1956  Annual  Meeting  delegate 
and  B.  C.  Bach,  M.D.,  alternate  delegate. 

Committee  chairmen  were  appointed  at  the 
meeting.  They  are:  Carl  Moore,  D.D.S.,  Diabetes; 
Fred  L.  Coffey,  D.D.S.,  Public  Relations;  Cwen 
Pigman,  M.D.,  Lee  Moore,  D.D.S.,  and  R.  Dow 
Collins,  M.D.,  program;  Lee  Moore,  D.D.S., 
Rural  Health. 

The  group  discussed  the  opening  and  staff- 
ing of  the  new  UMW  Hospital  which  opens  in 
February  at  Whitesburg. 

R.  Dow  Collins,  M.D.,  Cecretary. 


McCracken 

James  Headstream,  M.D.,  Professor  of  Uro- 
logy at  the  University  of  Arkansas,  presented 
the  scientific  program  at  the  November  16 
meeting  of  the  McCracken  County  Medical 
Society. 

Associate  membership  in  the  society  and  a 
new  type  of  collection  agencies  were  other 
topics  discussed  at  the  meeting.  The  society 
agreed  to  hold  a cocktail  hour  preceding  the 
December  business  meeting. 

Walter  R.  Johnson,  M.D.,  Secretary. 


McCRACKEN 

The  last  regular  monthly  meeting  of  the  Mc- 
Cracken County  Medical  Society  was  held 
Decemiber  21.  Merle  Fowler,  M.D.,  president, 
presided. 

Sydney  Dyer,  M.D.,  was  accepted  for  mem- 
bership in  the  society. 

A motion  was  made  stating  that  a Cardiac 
Evaluation  Center  for  the  medical  needy  be  es- 
tablished in  Paducah  for  the  use  of  patients 
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referred  by  physicians  of  the  First  Councilor 
District.  It  was  decided  that  the  present  Ad- 
visory Heart  Committee  (Rex  Holland,  M.D., 
W.  P.  Hall,  M.D.,  and  R.  L.  Reeves,  M.D.)  will 
work  out  the  mechanism  for  establishing  such 
a clinic,  and  handle  all  the  publicity,  and  social 
service  aspects.  The  committee  is  to  present  a 
report  of  the  progress  and  activities  of  this 
clinic  in  six  months. 

The  physicians  were  notified  that  adequate 
polio  vaccine  was  available  for  immunization 
of  children  one  to  10  years  old  and  pregnant 
women. 

A motion  was  made  and  seconded  that  the 
local  county  society  dues  be  reduced  from 
$15.00  to  $5.00  for  the  coming  year. 

A motion  was  made  and  passed  unanimous- 
ly that  the  McCracken  County  Medical  Society 
go  on  record  as  opposing  the  Social  Security 
Bill,  HR  7225.  The  new  secretary  was  instruct- 
ed to  send  letters,  after  the  opening  of  Con- 
gress in  January,  to  all  senators  and  represen- 
tatives of  Ky.,  to  inform  them  of  the  action. 

J.  Vernon  Pace,  M.D.,  Chairman  of  the 
KSMA  Council,  informed  the  group  of  the 
problems  that  confront  the  council  and  the 
House  of  Delegates  in  1956. 

The  following  officers  were  elected  for  1956; 

Harold  Priddle,  M.D.,  president;  Vernon 


Pettit,  M.D.,  vice-president;  Pitman  Orr,  M.D., 
secretary;  Leon  Higdon,  M.D.,  KSMA  delegate; 
and  James  Ward,  M.D.,  alternate  delegate. 

James  Ward,  M.D.,  Charles  W.  Harting,  M.D., 
and  Charles  Billington,  M.D.,  were  elected  to 
the  County  Board  of  Health.  New  members  of 
the  Board  of  Censors  are  Charles  E.  Billing- 
ton, M.D.,  James  Ward,  M.D.,  and  Walter 
Johnson,  M.D. 

Walter  Johnson,  M.D.,  Secretary. 


PIKE 

The  Pike  County  Medical  Society  met  No- 
vember 15,  1955  in  Pikeville.  Twenty  four 
members  were  present. 

An  application  for  membership  in  the  so- 
ciety was  made  by  Ned  R.  Johnson,  M.D.  The 
application  was  referred  to  the  Credentials 
Committee. 

The  group,  after  discussion,  agreed  to  Oip- 
pose  the  move  to  divide  the  office  of  the  Com- 
missioner of  Health  and  the  Secretaury  of  the 
Kentucky  State  Medical  Association. 

G.  N.  Combs,  M.D.,  Secretary-Treasurer 

PIKE 

J.  E.  Johnson,  M.D.,  State  Senator,  spoke  on 
the  unity  and  strength  of  organized  medicine 


• Tailored  lo  your  needs  by  a qualified,  long-established  organiza- 

tion 

• Your  opportunity  to  gain  peace  of  mind  from  office  and  business 

worries 

• Our  services  cover: 

Tax  Returns 

Bookkeeping  and  Monthly  Reports 

Servicing  Delinquent  Accounts — No  Commission 

Instructing  Office  Personnel 

Fee  Analysis  and  Comparative  Statistics 

Public  Relations 

Setting  Up  New  Practices  and  Partnerships 
Reviewing  Plans  for  Retirement,  Investments  and  Insur- 
ance 

No  charge  for  initial  survey  and  no  obligation  to  engage  our  serv- 
ices thereafter.  Survey  and  subsequent  contacts  made  only  at  your 
request.  Service  on  month-to-month  basis  at  reasonable  cost. 

PROFESSIONAL 

BUSINESS 

MANAGEMENT 

FOR  DOCTORS 
ONLY 

CLAYTON  L SCROGGINS  ASSOCIATES 

(MEDICAL  • DENTAL  MANAGEMENT) 

Clayton  L.  Scroggins 

John  R.  Lesick  141  West  McMillan  Street 

Richard  D.  Shelley  Cincinnati  19,  Ohio  » 

Alvin  S.  Haines  WOodbum  1-1010 

1 would  like  to  know  more  about  PBM. 

Name  

All  Services 
Completely 

Addr**ss  

Confidential 

Telephone 
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*Trademark  for  the  Uojohn  brand  of  prednisone  (delta-1- cortisone) 


at  the  December  20  meeting  of  the  Pike  Coun- 
ty Medical  Society. 

The  application  for  membership  of  Edwin  T. 
Thorsness,  M.D.,  was  turned  over  to  the  Cre- 
dentials Committee. 

The  following  officers  were  elected  at  the 
meeting. 

iF.  H.  Hodges,  M.D.,  president;  B.  W.  Cassady, 
M.D.,  secretary-treasurer.  Dr.  Hodges  appoint- 
ed the  program  committee 

G.  N.  Combs,  Secretary. 



SCOTT 

The  Scott  County  Medical  Society  met  Jan- 
uary 5 at  the  John  Graves  Ford  Memorial  Hos- 
pital in  Georgetown. 

The  dentists  and  pharmacists  of  Georgetown 
were  invited  to  meet  with  the  society  at  this 
meeting. 

H.  V.  Johnson,  M.D.,  secretary,  was  instruct- 
ed to  write  to  the  Councilor  and  send  him  a 
copy  of  the  motion  protesting  the  purchase  of 
polio  vaccine  by  the  state  after  February  1, 
1956. 

The  following  physicians  attended  the  meet- 
ing: J.  C.  Cantrill,  M.D.,  W.  S.  Allpin,  M.D., 
A.  F.  Smith,  M.D.,  H.  G.  Wells,  M.D.,  F.  W. 


Wilt,  M.D.,  C.  R.  Lewis,  M.D.,  E.  C.  Barlow, 
M.D.,  and  H.  V.  Johnson,  M.D. 

H.  V.  Johnson,  M.D.,  Secretary 

SHELBY-OLDHAM 

A.  C.  Weakley,  M.D.,  Shelbyville,  was  hon- 
ored at  the  December  meeting  of  the  Shelby- 
Oldham  County  Medical  Society. 

A “This  Is  Your  Life”  surprise  party  was 
given  Dr.  Weakley  who  has  practiced  medi- 
cine in  Shelby  County  for  41  years. 

A motion  to  change  the  name  of  the  society 
to  Shelby-Oldham-Henry  County  Medical  So- 
ciety was  made  and  seconded. 

C.  C.  Risk,  D.D.S.,  Secretary 

WARREN-EDMONSON-BUTLER 

Martin  Wilson,  M.D.,  was  elected  president 
of  the  Warren-Edmonson-Butler  County  Medi- 
cal Society  at  the  December  13  meeting.  John 
McKissick,  M.D.,  was  elected  vice  president 
and  Keith  Coverdale,  M.D.,  secretary  and  treas- 
urer. 

J.  T.  Gilbert,  Jr.,  M.D.,  was  re-elected  KSMA 
delegate  and  Harold  Keen,  M.D.,  was  named 
alternate  delegate. 

Charles  M.  Francis,  M.D.,  Secretary 
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Mcmoriam 

JAMES  EDWARD  HAGAN,  M.  D. 

Hazard 
1901  - 1955 

Dr.  Hagan,  surgeon  and  one  of  the  founders 
of  the  Hazard  clinic,  died  Oct.  23.  He  was  54. 

A 1923  graduate  of  the  University  of  Tennes- 
see Medical  School,  he  had  practiced  in  Haz- 
ard since  1929.  He  served  three  and  one  half 
years  in  the  army  in  World  War  II.  v 

Dr.  Hagan  had  served  as  president  and  gen- 
eral manager  of  the  Hazard  Clinic,  and  was 
president  of  the  Mount  Mary  Hospital  staff. 


IRA  N.  KERNS,  M.  D.  ' 

Louisville 
1883  - 1955 

Dr.  Kerns,  medical  director  for  several  Louis- 
ville industrial  plants,  died  November  14  at  his 
home.  He  was  72. 

A 1905  graduate  of  the  Kentucky  University 
School  of  Medicine,  Dr.  Kerns  conducted  a gen- 
eral practice  in  Louisville.  He  was  one  of  the 
founders  and  a charter  member  of  the  Blue 
Cross  Hospital  plan  in  Kentucky. 


Past  president  of  the  Muldraugh  Hill  Medi- 
cal Society,  he  was  a member  of  the  KSMA, 
AMA,  American  College  of  Surgeons  and  the 
Industrial  Medical  Association. 


CHARLES  A.  NEAL,  M.D. 

Nicholasville 
1899  - 1955 

Dr.  Neal  died  October  27  at  the  Good  Samar- 
itan Hospital  in  Lexington,  after  suffering  a 
heart  attack  and  paralytic  stroke.  A 1927  grad- 
uate of  the  Medical  Department  of  the  Uni- 
versity of  Louisville,  Dr.  Neal  began  practice 
in  Nicholasville  in  1937.  In  1949  he  was  elected 
mayor  of  Nicholasville. 

He  was  a member  of  Hart  Lodge  No.  61,  the 
Nicholasville  Methodist  Church,  KSMA  and 
was  secretary  of  the  Jessamine  County  Medical 
Society. 


LISTER  COLLINS,  M.  D. 

Mount  Eden 
1879  - 1955 

Dr.  Collins  died  at  his  home  in  Mount 
Eden,  October  25.  He  had  practiced  medicine 
in  Shelby  County  for  more  than  50  years. 

A 1902  graduate  of  the  University  of  Louis- 
ville School  of  Medicine,  Dr.  Collins  began  his 
practice  at  Duganville,  in  Mercer  County,  the 
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USE 

POLYSPORIN’ 


Drand 

POLYMYXIN  B-BACITRACIN  OINTMENT 


For  topical  use;  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  ’/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  Y. 
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same  year.  He  moved  to  Mount  Eden  a few 
months  later. 

Dr.  Collins  retired  from  practice  in  July. 


CHARLES  N.  KAVANAUGH,  M.  D. 

Lexington 
1892  - 1955 

Dr.  Kavanaugh,  63,  died  October  29,  in  Lex- 
ington. 

A graduate  of  the  Medical  Department  of 
the  University  of  Louisville,  Dr.  Kavanaugh 
completed  his  internship  at  Boston  City  Hos- 
pital, after  duty,  during  World  War  I,  with 
the  army  artillery  and  medical  corps  units. 

After  completion  of  his  internship  he  began 
practice  in  Lexington.  Since  1922  he  has  been 
an  associate  of  the  Lexington  clinic.  He  limit- 
ed his  practice  to  internal  medicine. 


ROBERT  L.  CHASE,  M.  D. 

Glasgow 
1917  - 1955 

Dr.  Chase  was  killed  Oct.  9,  iwhen  his  car 
overturned  on  Highway  252.  He  was  return- 
ing home  from  a night  call  in  the  Finney 


neighborhood. 

Dr.  Chase  began  practice  in  Glasgow  seven 
years  ago  after  leaving  Akron,  Ohio.  He  was 
associated  with  Clifton  Richards,  M.D.,  before 
the  latter’s  death. 

He  was  a member  of  the  board  of  directors 
of  the  Glasgow  Chamber  of  Commerce  and  a 
member  of  the  First  Methodist  Church.  He  was 
elected  president  of  the  Glasgow  Rotary  Club 
this  year. 


H.  C.  JASPER,  M.  D. 

Richmond 
1865  - 1955 

Dr.  Jasper,  90,  died  at  his  home  Dec.  15  after 
a long  illness. 

He  was  graduated  from  the  Kentucky  School 
of  Medicine  in  1889.  After  post  graduate  work 
in  Philadelphia  and  New  York  City,  he  went 
to  Richmond  in  1889. 

Dr.  Jasper  was  a charter  member  of  the 
Kentucky  Association  of  Railroad  Surgeons,  a 
Mason,  and  a member  of  the  Madison  County 
Octogenarian  Club  and  Baptist  Church.  He  was 
active  in  the  Madison  County  Medical  Society, 
and  was  its  second  president. 


TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES.  AND  ALCOHOLISM 


Members  of  the  American  Hospital  Association  and  National  Association 
of  Private  Psychiatric  Hospitals 


Fivo  modern  buildings,  separate  for  men  and  women. 
Individual  rooms.  All  bnildinss  equipped  with  radio. 
Rpr’*(*ation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Fdertric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD. 

Hospital  Administrator 
J.  F.  HALLER.  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal sii  1 ervision.  Of  en  to  memhcrs  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louioville-LaGrange  bus  line. 

T.  N.  KENDE,  M.  D.,  Neuropsychiatrist 
Medical  Director 

T.  J.  SMITH,  M.  D.,  Associate 
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In  Colds 


• • • Anywhere . . . Any  time . . . 


Neo-Svnephrine 

Prompt  and  Prolonged  Decongestion 
Sinus  Drainage  and  Aeration 


NO  IRRITATION  • NO  SEDATION  • NO  EXCITATION 


*^Nasal  Solutions  0.25%,  0.5%  and  1% 


■^Nasal  Spray  0.5% 

*X*Pediatric  Nasal  Spray  0.25%, 

with  Zephiran®  chloride  1:5000, 
antibacterial  wetting  agent  and  preservative 
for  greater  efficiency 


} 


plastic,  unbreakable 
squeeze  bottle 
leakproof,  delivers 
a fine  mist 


Neo-Synephrine  (brand  of  phenylephrine) 
and  Zephiran  (brand  of  benzalkonium, 
as  chloride,  refined), 
trademarks  reg.  U.S.  Pat.  Off. 


LABORATORIES 


NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT. 
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W,  I.  POOLE.  M.  D. 

Calveri  City 
1883  - 1955 

Dr.  Poole,  73,  died  Dec.  18  at  the  Illinois  Cen- 
tral Hospital  in  Paducah. 

A physician  for  50  years.  Dr.  Poole  had  prac- 
ticed at  Calvert  City  for  the  past  14  years. 

He  was  a courtesy  staff  member  of  the  West- 
ern Baptist  Hospital  and  a member  of  the 
Marshall  County  Health  Board.  He  belonged 
to  the  Calvert  City  Methodist  Church. 


CARL  BRENT  WITT,  M.  D. 
Louisville 
1879  - 1956 

Dr.  Witt,  a physician  for  50  years,  died  at 
his  home  of  a heart  attack  Jan.  9.  He  was  77. 

A 1904  graduate  of  the  Hospital  College  of 
Medicine  in  Louisville,  Dr.  Witt  was  a mem- 
ber of  the  Hardin  County  Medical  Society,  the 
AMA  and  the  KSMA.  He  belonged  to  the  Deer 
Park  Baptist  Church. 

He  practiced  in  Hardin,  Meade  and  Brecken- 
ridge  counties  before  coming  to  Louisville  in 
1925. 


inen 
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The  Harvard  School  of  Public  Health  recent- 
ly announced  its  Scholarship  Program  for 
1956-57.  For  information  about  the  program, 
catalogues  of  the  school,  admission  and 
scholarship  applications  and  further  informa- 
tion write  the  Secretary,  Harvard  School  of 
Public  Health,  55  Shattuck  Street,  Boston  15, 
Massachusetts. 


The  Hawaii  Medical  Association  will  cele- 
brate its  one  hundredth  anniversary  April  22- 
29.  The  celebration  will  include  a short  pro- 
fessional program,  a pageant,  and  a traditional 
Hawaiian  feast  with  Polynesian  entertainment. 
For  reservations  write  the  Hawaii  Medical  As- 
sociation, 510  South  Beretania  St.,  Honolulu  13, 
Hawaii. 


Hospital  room  rates  in  general  hospitals  in 

the  United  States  have  increased  approximate- 
ly five  per  cent  in  the  past  year,  according  to 
an  announcement  from  the  Arrierican  Hospital 
Association.  This  report  was  based  on  2,639 
completed  questionnaires  from  short  term  gen- 
eral hospitals  in  the  United  States  and  Canada. 


CITY  VIEW  SANITARIUM 

For  the  diagnosis  and  treatment  of  mental  and  nervous 
disorders,  alcoholism  and  drug  addictions 

Established  in  1907  by  the  late  John  W.  Stevens,  M.  D. 

52  acres  near  city.  Separate  buildings  for  men  and  women 

Two  full  time  psychiatrists 

Electric  shock  and  insulin  therapy  in  selected  cases 

Occupational  therapy 

Physiotherapy  department 

Adequate  laboratory  facilities 

NASHVILLE  TENNESSEE 
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Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

• NOW  AVAILABLE!  Men's  conduciive  shoes.  N.tt.i-.u.  speci- 
fications. For  surqeons  and  operatinq  room  personnel. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-$o-Port  Shoe  Company,  Oconomowoc,  Wis. 
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unu^ue 

in  successfully  figliting 
malpractice  charges 
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PROFESSIONAL  PROTECTION 
EXCLUSIVELY 
SINCE  1899 


LOUISVILLE  OFRce: 
Calvin  BImer,  Rep., 
Telephone  Clay  3636 


Physicianss — Patronize  your  advertisers 
for  they  support  the  Journal. 


FOR  THE  OFFICE  OF  DISTINCTION— IT’S  HAMILTON’S  NUTONE  SUITE 


Here  are  the  most 
carefully  selected 
woods;  rich  and 
durable  uphoster- 
ies;  satin  brass 
drawer  pulls,  knobs 
and  hardware;  and 
strong  construction. 

Always  the  first 
choice  of  those  who 
wisely  invest  in 
career  long  satis- 
faction. 

See  this  and  other 
Hamilton  suites  in 
our  showroom. 


The  Crocker-Fels  Company 

Ask  about  our  liberal  financing  plan 
CLay  8855 


624  S.  THIRD  ST. 


LOUISVILLE,  KY. 
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SECLUSION  MATERNITY 

FAIRMOUNT 

HOSPITAL 

FOR 

UNMARRIED 
GIRLS 
Est.  1909 

Private  sanitarium 
Write  for  Information  "ith  certified  obetet- 
rician  in  charge.  All 
adoptions  arrang- 
MRS.  EVA  THOMPSON  ed  through  juvenile 

court.  Early  entrance 
advised. 

4911  East  27th  St.  reasonable.  In 

certain  cases  work 
Kansas  City,  Mo.  given  to  reduce  ex- 
penses. 


WANTED:  Registered  physical 
therapist,  by  Kentucky  Rehabili- 
tation Center  at  the  University  of 
Kentucky,  Lexington,  Kentucky. 
Contact  Medical  Director  at  Ken- 
tucky Rehabilitation  Center,  Inc., 
at  the  University  of  Kentucky  or 
call  Lexington  2-2200,  Ext.  2401 
for  appointment. 


MEDICAL-DENTAL  BUSINESS  BUREAU,  INC. 

227  HEYBURN  BUILDING  — P.  O.  BOX  1465  WAbash  6725 

334  W.  BROADWAY 
LOUISVILLE,  KENTUCKY 

Gentlemen,  I am  interested  in  talking  with  you  about  the  subjects  checked  below. 

See  me  at  (address) on  (date) at  (hour) 

Doctor 

( ) Practice  Survey  and  Recommendations 

( ) Financial  Records  and  Reports 

( ) Professional  Management  Service 

( ) Long-Term  Financial  Planning 

{ ) Tax  Returns 

( ) Other: 


( ) Centralized  Bookkeeping 

(Statements  to  Patients) 

( ) Pre-Collection  Program 

( ) Partnership  Formation 

( ) Sale  of  Practice 

( ) Collections 


OCULISTS’  PRESCRIPTIONS  EXCLUSIVELY 

MUTH  OPTICAL  COMPANY 

Prescription  Opticians 

We  maintain  our  own  manufacturing  and  grinding  laboratory 
665  S.  4th  Brown  Hotel  Building  Louisville  2 


■ #iTHE 

K E^E  LEY 
INSTITUTE 

DWIOHT,  ILLINOIS 


Treating  alcoholism  and  other  problems  of  addiction! 

REGISTERED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION - 
MEMBER  AMERICAN  HOSPITAL  ASSOCIATION. 


On  The  Kratzville  Road 

EVANSVILLE,  IND. 


TELEPHONE  6 6181 

A PRIVATE  HOSPITAL  FOR  THE  TREATMENT  OF 
PATIENTS  SUFFERING  FROM  MENTAL  ILLNESS, 
ALCOHOLISM  ANO  DRUG  ADDICTION. 

SEPARATE  BUILDINGS  FOR  DISTURBED  AND 
CONVALESCENT  PATIENTS. 


Equipped  for  Surgery 

ELECTR0ENCEPHAL06RAPH— CLINICAL  LAIORA- 
TORY EKG  AND  BMR  EQUIPMENT  — STEREO- 
SCOPIC X-RAY— HYDROTHERAPY 

Albert  J.  Crevello,  M.  D. 

Diplomtte,  Anericti  Botr4  of  PsyckUtry  ft  NcBrsUfy,  lie 

MEDICAL  DIRECTOR 
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WAYSIDE  HOSPITAL 

168  North  Broadway 
Lexington,  Kentucky 

A private  psychiatric  hospital  for  men,  offering  modern  diagnostic  and 
treatment  procedures,  a luxurious  club-like  atmosphere,  and  a cordial  hos- 
pitality. 

Approved  By  American  Medical  Association 


STAFF 

H.  Halbert  Leet,  M.  D.  John  H.  Rompf,  M.  D. 

Carl  Wiesel,  M.  D.  Irving  A.  Gail,  M.  D. 

Edward  L.  Houchin,  Administrator 

Phone:  2-2050 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

(The  Pioneer  Postgraduate  Medical  Institutioji  in  America) 


UROLOGY 

A comfbined  full-time  course  in  Urology,  covering  an  aca- 
demic year  (8  months).  It  comprises  instruction  in  pharma- 
cology ; physiology ; embryology ; biochemistry ; bacteriology  and 
patholog  y practical  work  in  surgical  anatom\  and  urological 
operative  procedures  on  the  cadaver;  regional  and  general  anes 
thesia  (cadaver):  office  g necology ; proctological  diagnosis;  the 
use  of  the  ophthalmoscope;  physical  diagnosis;  roentgenological 
interpretation ; electrocardiographic  interpretation ; dermatology 
and  s i>hilology;  neurologic  physical  medicine;  continuous  in- 
struction in  cysto-endoscopic  diagnosis  and  operative  infltrumen- 
tal  manipulation;  operative  surgical  clinics;  demonstrations  in 
the  operative  instrumental  management  of  bladder  tumors  and 
other  vesical  lesions  as  well  as  endoscoj)ic  prostatic  resection. 


PROCTOLOGY  and 
GASTROENTEROLOGY 

A combined  course  comprising  attendance 
at  clinics  and  lectures;  instruction  in  ex- 
amination, diagnosis  and  treatment;  path- 
ology, radiology,  anatomy,  operative  proct- 
ology on  the  cadaver,  anesthesiology,  wit- 
nessing of  operations,  examination  of  pa- 
tients preoperatively  and  postoperatively 
in  the  wards  and  clinics;  attendance  at  de- 
partmental and  general  conferences. 


For  information  about  these  and 
other  courses  Address^ 


THE  DEAN.  345  WEST  50th  St..  New  York  19.  N.  Y. 


NEW  CASTLE  SANITARIUM 

Telephone  362  I 
NEW  CASTLE,  KY, 

For  the  core  of 

CHRONIC,  CONVALESCENT  AND  GERIATRIC 
PATIENTS 

Member  of  the  American  Hospital  Association 
Member  of  the  American  Assn,  of  Nursing  Homes 
Licensed  ond  Approved  by  the  State  of  Kentucky 

SPECIAL  DIETS  PREPARED — ELECTRO-THERAPY 
TREATMENTS  AVAILABLE 

PRIVATE  PHYSICIAN  AVAILABLE  AT  ALL  HOURS 
24-HOUR  EFFICIENT  AND  CHEERFUL  NURSING  CARE 

REASONABLE  RATES 

New  Selectemp  Moduloted  Steam  Heat  With  FrItered  Air 
For  Maximum  Comfort  and  Safety 
Protected  Throughout  With  Automotic  Fire  Detection 
and  Alorm  System 

IRA  0.  WALLACE,  Administrator 


POLIOMYELITIS 


For  the  modification  of 
measles  and  the  prevention 
or  attenuation  of  infectious 
hepatitis  and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 

AMf.RirAS  (ifonamul roA/PA/vr 

PEARL  RIVER.  NEW  YORK 
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the  most  complete 
optical  seRvice 


in  Kentucky 


OVER  3 MILLION  FACTS 

IN  THE  NEW  EIGHTEENTH  EDITION 


DATA  ON  219,677  PHYSICIANS 

Physicians  grouped  alphabetically 
hy  cities  anil  states,  with  year  of 
hirth;  school,  year  grad.;  state 
license;  military  service;  whether 
(iiplomate  of  Nati.  Hoard  of  Med. 

Examiners,  or  certitied  by  one  of 
examining  boards  in  med.  speciai- 
ties;  home,  oltice  aiidresses;  mem- 
ber special  society;  medical  school 
professorship. 

LICENSING  AND  EXAMINING  BOARDS, 

HEALTH  OFFICERS 

Shows  State  Board  of  Med.  Exami- 
ners for  each  state;  personnel  of 
Natl.  Board  of  Med.  E^xanviners; 
educ.  requirements  of  appiicants, 
plan  of  Natl.  Board  examinations. 

.\lso  Examining  Boards  in  Med. 

Specialties;  lists  of  Health  Olllcers — 
state,  district,  county,  city. 

MEDICAL  LAWS;  JOURNALS;  LIBRARIES 

Medical  Practice  Act,  Digest  of  Law 
and  Board  Rulings.  Requirements 
for  examination  and  reciprocity, 
grounds  for  refusing,  revoking  or 
suspending  a license,  penalties  for 
violation  of  the  Act.  -\lso  fees  for 
licensure,  <lates  of  meetings,  name  ,5.?,5  .V.  Dcurhorn  Si. 
and  aildress  of  executive  odicer. 


.imericdii  Medical 


Ii69  medical  libraries,  with  addresses, 
number  volumes,  names  of  librar- 
ians. 24H  medical  journals  listed. 

FACTS  ON  7,482  HOSPITALS 

Listing  all  recognized  hospitals  and 
sanatoriums  of  each  state — name  and 
address,  year  estahlished,  type  of 
service;  number  of  beds;  how  con- 
trolled; whether  approved  for  gen- 
eral internship  and  residencies  in 
specialties;  director’s  name. 

ALPHABETICAL  INDEX  DF  PHYSICIANS 

.Vll  physicians  are  aiphabetically 
listed  by  name,  with  city  location. 


MEDICAL  SCHOOLS 

Existing  and  extinct,  arranged  chron- 
ologically under  state.  \ general 
descriptive  section  shows  all  schools 
geographically,  with  history,  location, 
name  of  <lean. 


MEDICAL  SOaETIES 

■ Members  of  special  societies  grouped 

.iSSOCiatlOIl  g(.()graphically,  classified  by  related 
D seven  groups.  Names 
50  societies  shown. 


Chicaqo  10  interests  i: 

• of  nearly  1 


AMERICAN  MEDICAL  DIRECTORY 


/ 

H^diroCortoiie  -T  B A 

(HYDROCORTISONE  TE  RTI A R Y- B UTYLAC  ETAT  E.  MERCK) 


gives  fhe  arthritic  patient  more  days  of  freedom 

from  joint  symptoms — in  many  patients  the 
anti-rheumatic  effect  persists  2 to  10  times  longer 
than  after  injection  of  hydrocortisone  acetate. 

Its  action  is  local  and  without  systemic  effect. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


SUPPLIED:  SALINE  SUSPENSION  H YDROCORTON E TBA  — 25  MG./CC.,  VIALS  OF  5 CC. 
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introduc 


the  latest  add 


to  AIVIA’s  parade 


of  PR  aids 


a companion  PR  aid 


lO  ALL  MY  PATIENTS  plaque  for  display  in  the 
office  or  reception  room  , . . encourages  patients  to 
ask  questions  about  medical  services  or  fees  . . . 

available  from  AMA  for  one  dollar  postpaid. 
Send  in  the  coupon  today! 


sure  to  make  a hit  with  your  patients  by  providing  written  answers 
to  many  questions  about  their  medical  care. 

AMA  now  offers  you  its  newest  publication  designed  as  a PR 
adjunct  to  your  medical  practice.  TO  ALL  MY  patients  is  just 
one  of  several  public  relations  pieces  recently  developed  by 
AMA  to  help  you  and  your  patients  achieve  that  mutual  under- 
standing so  important  to  a successful  doctor-patient  relation- 
ship. This  attractive  12-page  pamphlet — which  was  mailed  to  all 
AMA  members — briefly  describes  the  responsibilities  of  various 
persons  on  the  medical  team  . . . discusses  medical  and  hospital 
fees  and  health  insurance  . . . and  encourages  a friendly  discus- 
sion of  medical  services  and  fees. 

TO  ALL  MY  PATIENTS  begins:  "I  appreciate  the  confidence  you 
have  expressed  in  me  by  selecting  me  as  your  physician.  I sin- 
cerely hope  that  I can  give  you  and  your  family  the  kind  of 
medical  service  you  desire.  . 

TO  ALL  MY  PATIENTS  Concludes:  "It  is  difficult  for  a physician 
briefly  to  explain  every  service  necessary  in  providing  good  care 
because  each  case  is  different.  I sincerely  hope  this  leaflet 
will  give  you  a better  understanding  of  some  of  the  services 
you  may  require.  . 

For  that  added  personal  touch,  space  has  been  provided  on  the 
back  cover  for  you  to  imprint  or  stamp  your  name.  Quantities 
of  TO  ALL  MY  PATIENTS  may  be  secured  free  of  charge  from  the 
American  Medical  Association  by  sending  in  the  coupon  below. 


membershi 

service 


P 


ORDER 

NOW 


Public  Relations  Department 

AMERICAN  MEDICAL  ASSOCIATION 


535  North  Dearborn  Street  • Chicago  ID,  Illinois 

Send  me TO  ALL  MY  PATIENTS  pamphlets 

Also  send office  plaques  at  $1.00  each 


NAME 

ADDRESS. 


{.phase  print) 


CITY 


.ZONE STATE. 
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‘Thorazine’  is  available  in  ampuls,  tablets  and  syrup, 
as  the  hydrochloride;  and  in  suppositories,  as  the  base. 

‘Thorazine’  should  be  administered  discriminately; 
and,  before  prescribing,  the  physician  should  be  fully 
conversant  with  the  available  literature. 


for  emergencies— always  carry  ‘Thorazine^  Ampuls  in  your  hag 


Smith,  Kline  & French  Laboratories^  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
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There  was  an  old  woman  who  lived  in  a shoe 
She  had  so  many  children  but  she  knew  what  to  do 

She  bundled  them  up  and  whisked  them  away 
For  a DTP  injection  to  safeguard  their  day. 


• One  complete  immunization 

• 99%  of  nonspecific  protein  removed 


AND  TETANUS  TOXOIDS  AND  PERTUSSIS  mClNE 
COMBINED.  Alum  Precipitated  or  Plain. 

• Meets  most  rigid  specifications 

• Freedom  from  tissue  irritation 

• Maximum  antigenicity  with  mini- 
mum of  untoward  reactions 

Additional  products  in  The  National  Drug  Company’s 
most  complete  line  of  biologicals. 

TETANUS  ANTITOXIN 
INFLUENZA  VIRUS  VACCINE, 
POLYVALENT 
SMALLPOX  VACCINE 
GAS  GANGRENE  ANTITOXIN, 
TRIVALENT 

TETANUS-GAS  GANGRENE  ANTITOXIN, 
POLYVALENT 


n 

> 
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M 
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Tetanus  Toxoid,  Alum  Precipitated  or  Plain.  Diph- 
theria Antitoxin.  Diphtheria  Toxin  for  Schick  Test. 
Diphtheria  Toxoid,  Alum  Precipitated  or  Plain.  Diph- 
theria and  Tetanus  Toxoids,  Alum  Precipitated.  Per- 
tussis Vaccine,  Alum  Precipitated  or  Plain.  Rabies 
Vaccine.  Rhus  Tox  Antigen.  Typhoid  Vaccine.  Ty- 
phoid-Paratyphoid Vaccine.  Catarrhalis  Combined  Vac- 
cine for  prophylaxis  and  treatment  of  the  barterial 
complications  of  the  common  cold.  Staphylococcus- 
Toxoid-Vaccine  Vatox.  Strepto-Combined  Vaccine. 
Strepto-Staphylo  Vatox.  Yellow  Fever  Vaccine. 

coo 

Established  for  Highest  Quality 

Careful  selection  and  processing  of  all  ingredients 
under  supervision  of  leading  baaeriologists  guarantees 
uniformly  high  potency,  purity  and  efficacy  of  each 
product.  Minimum  of  untoward  reaaions. 

Complete  direaions,  including  dosage,  route  and  tech- 
nique of  administration,  precautions  and  contraindica- 
tions if  any,  are  given  in  the  individual  package  inserts 
which  accompany  each  produCT. 

A supply  of  records  of  immunizations  and  tests  are 
available  to  physicians  on  request. 


«■ 

PRODUCT’S  OF  ORIGIRAU  RESEARCH 


THE  NATIONA  L DRUG  COMPAHY  PillllPl'.''!"'  a i*' 
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New  Evidence 

again  demonstrates  the  antihypertensive  vaiue  of 

Rauwiloid 


THE  ORIGINAL  ALSEROXYLON 


Rauwiloid® 


/ In  Mild  Labile  Hypertension 


Up  to  80  % of  mild  hypertensives  respond* . . . and  with  less  danger 
of  depression^  than  with  single  alkaloidal  preparations. 

Easy  to  prescribe ...  uncomplicated  dosage...  two  2 mg.  tablets 
at  bedtime. 


Rauwiloid®  + Veriloid®/ 


In  Moderate  to  Severe  Hypertension 


Single-tablet  medication  combines  3 mg.  Veriloid  (alkavervir),  a 
potent  hypotensive  agent  noteworthy  for  its  safety,®  with  1 mg. 
Rauwiloid.  High  efficacy  from  lower  Veriloid  dosage,  with  greatly 
reduced  side  actions  to  Veriloid.  Initial  dose,  one  tablet  t.i.d.,  p.c. 


Rauwiloid®  + Hexamethonium  / 

In  Severe,  Otherwise  Intractable  Hypertension 

Combines  ganglionic  blockade  action  of  hexamethonium  chloride 
dihydrate  (250  mg.  per  tablet)  with  Rauwiloid  (1  mg.)  in  a single 
tablet  for  easier,  safer,  ambulatory  management  of  severe  cases. 
Initial  dose,  tablet  q.i.d. 


1 . Moyer,  J. II.,  in  discussion  of  Galen,  W.P.,  and  Duke,  Alone  (Orally)  for  Therapy  of  Aintmlatory  Patient.s 

J.F.:  Outpatient  Treatment  of  Hypertension  with  with  Hypertension,  A.M.A.  Arch.  Iiit.  Med  Vo:5U) 

Hexamethonium  and  Hydralazine,  South.  M.J.  -/7;858  (Oct.)  1955. 

(Sept.)  1954.  3 Wilkins.  R.W.;  Stanton.  J.R.,  ami  Kreis.  E.I).:  Es- 

2.  Moyer,  J.H. ; Dennis,  E.,  and  Ford,  R.:  Drug  Therapy  sential  Hypertension.  Iherapeutic  Trial  ot  Veriloid . a 

(Rauwolfia)  of  Hypertension.  1 1 A C'omparative  Study  New  Extract  of  Veratrum  viride,  Proc.  Soc.  Exper. 

of  Different  Extracts  of  Rauwolfia  When  Each  Is  Used  Biol.  & Med.  7-:i02  (Nov.)  1949. 


r 


When  Angina  Complicates  Hypertension 


Each  long-acting  tablet  contains  1 mg.  Rauwiloid  and  10  mg. 
pentoerythritol  tetronitrate  (PETN).  Lessens  incidence  and  sever- 
ity of  attacks,  overcomes  tachycardia,  calms  fear  and  tension. 
Lowers  elevated,  but  not  normal  blood  pressure.  Dosage:  one 
to  two  tablets  q.i.d.,  before  meals  and  on  retiring. 
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WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all 
your  eligible  dependents. 


BUYERS'  GUIDE 

Journal  of  the  Kentucky  State  Medical 
Association,  February,  1956 

Abbott  Laboratories  198,  199 

American  Medical  Association  188 
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the  efficacy  and  safety  of 
Pentids  have  been  confirmed 
by  clinical  experience  in 
many  millions  of  patients 


Pentids 

Squibb  200,000  Units  Peniciiiin  G Potassium 


tablets  (buffered) 
bottles  of  12  and  100 


Squibb 


capsul  OS  (unbuffered) 

bottles  of  24  and  1 00 

for  infants  and  children 


*PCNT10S’®  IS  A SQUiBB  TAAOeMARK 
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What  makesTiceroy 
dififerent  from 
other  filter  cWarettes  ? 


The  VICEROY  filter  tip  contains  20,000 
tiny  filters  made  exclusively  from  pure 
cellulose  . . . soft,  snow-white,  natural. 
This  is  twice  as  many  filters  as  the  other 
two  largest-selling  filter  brands. 


That  is  why  VICEROY  gives  you  such 
a fresh,  clean  taste — that  real  tobacco 
taste  you  miss  in  other  filter  brands.  No 
wonder  so  many  doctors  now  smoke  and 
recommend  King-Size  VICEROYS. 


Hf  tik  ifou.  Cdh~k// 


King-Size 
Filter  Tip 


Viceroy 


Viceroy 

filter  ^ip 
CIGARETTES 
KING-SIZE 
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in  arthritis 
and 

allied  disorders  . . . 


nonhormonal  anti  - arthritic 


BUTAZOLIDIN’ 

(brand  of  phenylbutazone) 


relieves  pain  • improves  function  • resolves  inflammation 


Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."' 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."* 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazolidin 
in  rheumatoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lower  than  with  hormonal  therapy.* 

(1)  Payne,  R.  W.;  Sheflar,  AA.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.:  J.  Lab.  & 
Clin.  Med.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.:  J.  Chron.  Dis. 
J:168,  1955.  (3)  Holbrook,  W.  P.;  M.  Clin.  North  America  39:405,  1955. 

Butazolidin®'  (brand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  are  urged 
to  send  for  literature  before  instituting  therapy. 


GEIGY  PHARMACEUTICALS  Division  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
suss  In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 

Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia — Phone  Salem  4761 


Copyr/ghf  ?955  H.N.  Afford,  Atlanta,  Ca. 


are  making  medical  history 


in  the  golden  age  of  antibiotic  medicine 


Brand  of  oxytetracycline 


Reports  by  thousands  of  physicians  on  millions  of  cases 
have  built  confidence  in  Terramycin  as  a well -tolerated, 
broad -spectrum  antibiotic  of  choice— now  finishing  its  sixth 
year  of  successful  clinical  use. 

Pfizer  PFIZER  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


turno?- 


nTabscess 


jvw^undj, -Q?’- 

■y^^s^isolat 

^n^sitivities: 

fprj^,and  WQ 

-Durulent  : 


Op-, 

discharge 

aureus  A? pa 

' follow 

erytbr^lLf 

v/a^§^ 


units 

tientirnEXO^- 

und^cpntinu^* 

TTn  a ter  i al,__ — 


ntinue 


Dn  6JJ.3J2^^' 

rta'rtedi?^-^^-' 

char_g,eJ>S5i-^-‘°; 

rv,a0  disj;*am 
VnoTin.aUhSA'ig 


ntinuec 

)nd7-^i 


pirrypiti 


Abbott 


Now,  you  can  prescribe  an  antibiotic  (Filmtab 
Erythrocin)  that  provides  specific  therapy  against 
staph-,  strep-  or  pneumococci.  Since  these 
organisms  cause  most  bacterial  respiratory  infections 
(and  since  they  are  the  very  organisms  most  sensitive 
to  Erythrocin)  doesn’t  it  make  good  sense  to 
prescribe  Erythrocin  when  the  infection  is  coccic? 


STEARATE 


I 


1 


Since  Erythrocin  is  inactive  against  gram- 
negative organisms,  it  is  less  likely  to  alter  intestinal 
flora— with  an  accompanying  low  incidence  of  side 
effects.  Also,  your  patients  seldom  get  the  allergic 
reactions  sometimes  seen  with  penicillin.  Or 
loss  of  accessory  vitamins  during  Erythrocin 
therapy.  Filmtab  Erythrocin  (100  ^ ^ ^ 
and  250  mg.),  bottles  of  25  and  100.  (JJjvTOtt 


filmtab* 


STEARATE 


®Filmtab — Film  sealed  tablets;  patent  applied  for. 
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Sick  patients 


need  food 


for  therapy 


THAT  MAN  MUST  EAT  to  remain 
well  is  a concept  as  old  as  medicine. 
But  only  recently  has  it  been  estab- 
lished (1)  that  nutritional  needs  are 
increased  in  illness;  (2)  that  food  suffi- 
cient to  meet  these  needs  is  well  uti- 
lized, and  (3)  that  therapeutic 
nutrition  prevents  many  of  the  debili- 
tating effects  of  disease  and  injury. 

Unfortunately,  because  of  the  ano- 
rexia accompanying  illness,  effective 
nutritional  therapy  requires  added 
care  on  the  part  of  the  physician. 
Food  comes  from  familiar  kitchens 
and  lacks  the  impressive  aura  of  more 
dramatic  therapeutic  agents.  Thus  it 
is  often  difficult  to  convince  the 
patient  that  food,  too,  is  therapeutic 
— that  although  drugs  may  arrest 
disease  only  food  can  repair  the 
ravages  of  disease. 

Whatever  the  nutritional  problem — 
whether  caused  by  anorexia,  mechan- 
ical difficulty  in  eating  or  limitation  of 
gastric  capacity  or  tolerance — only 
an  assured  food  intake  will  solve  it. 
The  use  of  Sustagen,  a food  formu- 
lated for  therapeutic  nourishment, 
will  overcome  many  difficulties  in  the 
therapeutic  feeding  of  sick  patients. 
A foundation  for  therapy  thus  may 
be  established. 

The  development  of  Sustagen  ex- 
emplifies the  continuous  effort  of 
Mead  Johnson  & Company  to  provide 
the  medical  profession  with  products 
basic  to  the  management  of  illness 
and  the  restoration  of  health. 


Sustagen 

Therapeutic  Food  for 
Complete  Nourishment 


Sustagen®  is  the  only  single  food  which 
contains  all  known  nutritional  essentials : 
protein,  carbohydrate,  fat,  vitamins  and 
minerals.  It  may  be  given  by  mouth  or  tube 
as  the  only  source  of  food  or  to  fortify  the 
diet  in  brief  or  prolonged  illness. 


repairs  tissue 
restores  appetite 
overcomes  asthenia 


Sustagen 


in 

cirrhosis 
peptic  ulcer 
geriatrics 
infections 
trauma 
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SENSITIVITY  OF  COMMON  PATHOGENS  TO  CHLOROMYCETIN  AND  THREE  OTHER  MAJOR  ANTIBIOTIC  H 


NONHEMOLYTIC  STREPTOCOCCUS  HEMOLYTIC  STREPTOCOCCUS 

(109-141  STRAINS)  (179-197  STRAINS) 


» a 


effective  against 


AEROBACTER  FECALIS 
(14-21  STRAINS) 


-ANTIBIOTIC  C 


more  strains 


Chloromycetin 


for  today’s  problem  pathogens 


Resistant  microorganisms  frequently  cause  poor, 
delayed,  or  no  response  to  antibiotic  therapy. 
Because  in  vitro  sensitivity  tests  are  valuable 
guides  in  determining  the  antibiotic  most  likely 
to  produce  optimal  clinical  response,  it  is  important 
that  such  tests  be  employed  whenever  possible. 
Recent  clinical  and  laboratory  studies^'^-show  that 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis) 
is  effective  against  more  strains  of  microorganisms 
than  other  commonly  used  antibiotics. 

CHLOROMYCETIN  is  a potent  tlierapeutic  agent  and,  be- 
cause certain  blood  dyscrasias  have  been  associated  with 
its  administration,  it  should  not  be  used  indiscriminately  or 


for  minor  infections.  Furthermore,  as  witli  certain  other 
drugs,  adequate  blood  stvidies  sliould  be  made  when  tlie 
patient  re(piires  prolonged  or  intermittent  tlicrapv. 
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Throughout  the  world... 
use  in  millions  of  cases 
and  reports  by  thousands 
of  physicians  have  built 
confidence  in 


BRAND  OF  OXYTETRACYCLINE 


. . . well-tolerated, 
rapidly  effective 
broad-spectrum 
antibiotic  of  choice. 

Capsules,  tablets, 
taste-tempting  liquid 
forms  and  special 
preparations  for 
parenteral,  topical 
and  ophthalmic  use. 


Pfizer  Laboratories 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


8/12/55 

DISCHARGE  SUMMARY 

Patient^  white  female^  age  39^  entered  hospital  with  a 

diagnosis  of  lymphoma,  proved  to  be  lymphosarcoma  by 

biopsy. 

Initially  she  was  treated  by  X-ray  radiation,  adrenal  cortical 

hormone  and  an  antinauseant.  During  this  regimen  she 

developed  a generalized  rash  which  became  infected.  This 

was  a drug  reaction  with  infection  due  either  to  (1)  scratching 

or  (2)  a low  WBC  count  due  to  radiation.  A number  of  boil- 

like  lesions  appeared  over  the  body. 

On  8/4  penicillin  was  started  in  a dosage  of  600,000  units 

daily.  Penicillin  was  continued  for  six  days  during  which 

i 

time  the  pyoderma  be’came  worse. 

j 



Aspirated  material  from  the  lesions  yielded  hem.  S.  aureus. 

coag.  p and  the  following  sensitivities  were  obtained: 

penicillin,  more  than  10  units;  erythromycin,  10  meg.  ; 

1 ^ _ . .. 

tetracycline,  50  meg.  When  these  results  became  available 

penicillin  was  discontinued. 

Final  Diagnosis:  (1)  lymphosarcoma  (Z)  secondary  pyoderma 


On  8/9,  erythromycin  was  started  in  a dosage  of  200  mgm, 
q.  i.  d.  Marked  improvement  was  noted  very  soon  and  by 


8/12  almost  complete  healing  of  all  lesions  had  occurred. 


Patient  was  afebrile  throughout. 


due  to  hemolytic  Staphylococcus  aureus. 


Result:  complete  healing  of  secondary  pyoderma  with 


erythromycin. 


'^Communication  to  Abbott  Laboratories  ' 


Now,  you  can  prescribe  an  antibiotic  (Filmtah 

VTUT?  r^r^TM  ^ flnof  r'^rr^Trirloc*  oy^/y/^-i -fi fh/yy-rf-rn  o 


STEARATE 


Since  Erytpirocin  is  inactive  against  gram- 
negative organisms,  it  is  less  likely  to  alter  intestinal 
flora— with  an  accompanying  low  incidence  of  side 

effects.  Also,  your  patients  seldom  get  the  allergic 
reactions  sometimes  seen  with  penicillin.  Or 
loss  of  accessory  vitamins  during  Erythrocin 
therapy.  Filmtab  Erythrocin  (100  ^ ^ ^ 
and  250  mg. j,  bottles  of  25  and  100.  (JJjuOtt 


filmtab® 


STEARATE 


^Filmtab— Film  sealed  tablets;  patent  applied  for. 
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The  history  of  Kentucky  medicine  is  filled  with  great  ac- 
complishments by  physicians.  The  pioneers  with  the  complex 
problems  of  family  health,  public  health,  transportation  difficul- 
ties and  care  of  the  sick  solved  these  problems  in  the  face  of  ob- 
stacles that  they  recognized  but  repulsed. 

Today,  the  problems  have  taken  the  form  of  legislation, 
organization,  education,  desegregation  and  socialistic  trends.  As 
the  Norwegians  refer  to  the  North  wind  as  the  factor  that  made 
the  Vikings  strong  so  can  we  say  that  the  winds  of  arduous  tasks 
have  given  us  strength. 

The  Councilors  of  our  State  Medical  Association  meet  monthly 
or  as  often  as  required  to  work  on  the  business  of  the  moment  and 
to  make  necessary  decisions  when  the  House  of  Delegates  is  not  in 
session.  The  sincerity  of  these  councilors,  the  quality  of  the  dis- 
cussions, the  harmony  after  votes  are  taken  and  the  effort  to  do 
all  possible  for  a better  State  Association  is  impressive  and  a 
challenge  to  all  of  us. 

There  is  an  East,  a West  and  a Central  section  of  the  State 
Medical  Association.  The  care  of  the  sick  and  the  protection  of 
health  is  our  mission  whether  in  the  largest  center  in  Jefferson 
County  or  in  the  most  remote  hillside  of  the  East  or  West  section. 
Sympathetic  understanding  of  each  other’s  problems  is  a goal 
that  should  engage  our  constant  attention.  Beneficial  legislation 
and  advantageous  decisions  will  be  our  reward. 

The  Divine  guidance  that  gave  courage  and  direction  to  the 
pioneer  is  with  us  now  as  we  move  rapidly  into  1956. 

Everett  Baker,  M.  D. 

Vice-President 


penicillin  units/ml.  serum 


ORAL  PENICILLIN 
WITH  INJECTION  PERFORMANCE 


Now!  A 500,000-unit  tablet  for  higher,  faster  blood  levels 
than  from  injected  procaine  penicillin 


1 2 4 

HOURS  AFTER  ADMINISTRATION 


PEN-VEE-Oro/,  500,000  units, 

one  tablet,  19  subjects’ 

Procaine  Penicillin  G,  600,000  units, 

one  injection,  10  subjects^ 


Supplied:  PEN*VEE*OmZ  Tablets,  500,000  units, 
scored,  bottles  of  12;  200,000  units, scored,  bottles 
of  36.  Also  available:  Bicillin“ *Vee  Tablets, 
100,000  units  of  benzathine  penicillin  G and 
100,000  units  of  penicillin  V,  bottles  of  36. 

1.  Wright,  W.W.:  Personal  communication. 

2.  Price,  A.H.:  Personal  communication. 


Pen  -Vee  • Oral 


* 


Penicillin  V,  Crystalline  (Phenoxymethyl  Penicillin) 


® 

Philadelphia  1,  Pa. 


‘Trademark 
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Meat 


• • • 


and  the  Value  of  Fat  in  Nutrition 


component  of  the  diet.  Evidence  from  the  laboratory  and  bedside  indi- 
cates that  fat  in  small  amounts  may  be  looked  upon  as  an  obligatory  con- 
stituent of  a health-promoting  diet.^ 


strated  in  laboratory  animals  in  its  pronounced  effect  on  growth,  on 
pregnancy  and  lactation,  on  nitrogen-sparing  action,  on  work  capacity, 
on  time  of  sexual  maturity,  on  the  period  of  survival  during  fasting,  and 
on  ability  to  combat  external  stresses.^ 

Young  animals  fed  a fat-free  diet  not  only  fail  to  grow  normally,  but 
develop  hair  and  skin  changes  characteristic  of  "essential”  fatty  acid 
deficiency. 2 Fatty  acids  other  than  the  "essential”  fatty  acids  also  ap- 
pear to  be  necessary  for  optimal  health.  Animals  fed  "essential”  fatty 
acids  but  no  others  do  not  grow  optimally. 

The  value  of  fat  in  human  nutrition  was  emphasized  in  a recent  study^ 
comprising  200  patients  incapable  of  receiving  adequate  nourishment. 
For  periods  of  1 to  30  days,  these  patients  were  given  supplementary  fat 
alimentation  by  vein  in  the  form  of  fat  emulsion  containing  "essential” 
as  well  as  other  fatty  acids.  The  result  was  typically  a marked  increase 
in  weight  and  more  positive  nitrogen  and  potassium  balances. 

Meat,  recognized  for  its  high  content  of  biologically  valuable  protein, 
B vitamins,  and  essential  minerals,  provides,  in  addition,  substantial 
amounts  of  nutritionally  important  fat. 

1.  Deuel.  H.  J..  Jr.:  Newer  Concepts  of  the  Role  of  Fats  and  of  the  Essential  Fatty  Acids  in  the  Diet,  Food 

Res.  20:81  (Jan.-F'eb.)  1955. 

2.  Meng,  H.  C\:  Preparation,  Utilization,  and  Importance  of  Neutral  Fat  Emulsion  in  Intravenous  Alimen- 
tation, in  Najjar,  V.  A.:  Fat  Metabolism,  Baltimore,  The  Johns  Hopkins  Press,  1954,  pp.  69-92. 


in  the  field  of  nutrition  no  longer  consider  fat  as  an  optional 


The  far-reaching  value  of  fat  in  nutrition  has  been  amply  demon- 


The  nutritional  statements  in  this  advertisement  have 
been  reviewed  by  the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association  and  found  con- 
sistent with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 
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NASAL- 

SUSPENSION 


IMVOROCORTONE®  WITH  PROPADRINe'®  AND  NEOMYCIN! 

Anti-inflammatory — 
Decongestant — Antibacterial 


HVO»0&IM»AY' 


Topically  applied  hydrocortisone'  in  therapeutic 
concentrations  has  been  shown  to  afford  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic. 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  relief 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  these  agents  is  employed  alone. 
INDICATIONS:  Acute  and  chronic  rhinitis,  vaso- 
motor rhinitis,  perennial  rhinitis  and  polyposis. 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup- 
plying 1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base). 


Philadelphia  1,  Pa. 
DIVISION  OF  MERCK  & CO.,  Inc. 


REFERENCE;  1.  Silcox,  L.  E..  A.M.A.  Arch.  Ololarvng.  GOASl.  Oct.  19.'>4. 


212  The  Journal  of  the  Kentucky  State  Medical  Association  [Mar.,  1956 


TEXTBOOK  OF  ENDOC5RINOLOGY— edited 

by  Robert  H.  Williams,  M.  D.;  Second  Edi- 
tion; 77G  pages;  W.  B.  Saunders  Co.;  Phila.; 

1955.  S13.00. 

It  requires  more  than  a modicum  of  courage 
to  bring  out  a textbook  of  endocrinology  in 
these  days.  Our  knowledge  of  this  field  of  med- 
icine, so  long  minimal,  is  increasing  by  leaps 
and  bounds,  and  undergoing  revision  and 
changes.  Concepts  presented  today  may,  in  a 
short  time,  undergo  marked  modification,  or 
be  supplanted  by  other  concepts  reflecting 
newer  information. 

The  authors  and  publishers  of  Robert  Wil- 
liams’ second  edition  have  done  the  best  that 
could  be  done  in  such  a situation.  The  first 
edition  has  been  completely  reviewed  and  re- 
vised, and  the  necessary  mechanics,  incident 
to  publication,  so  exi>edited  that  many  of  the 
really  new  things  in  endocrinology  are  found 
between  the  covers. 

The  editor  has  enlisted  the  aid  of  outstand- 
ing authorities  in  the  preparation  of  several 
sections  of  the  book.  The  portion  dealing  with 
the  testes,  particularly,  is  presented  in  a simple 
and  lucid  manner.  To  single  out  one  section 
however,  by  no  means  indicates  any  derogation 
of  the  others.  All  are  presented  in  a form  ap- 
pealing to  the  student  and  the  practitioner  and 
in  accordance  with  the  consensus  of  current 
endocrine  thought.  There  are  many  illustra- 
tions, some  in  color. 

A perfectionist  might  question  the  inclu- 
sion of  discussions  of  the  use  of  hormones  in 
disorders  of  non-endocrine  nature.  The  phy- 
sician will  welcome  the  aid  these  provide  to 
his  therapeutic  stockpile.  More  questionable  is 
the  inclusion  of  a chapter  on  obesity  in  a treat- 
ise on  endocrinology.  Such  inclusion — though 
little  fault  is  found  with  the  argument  present- 
ed— may  serve  to  retain  this  subject  in  a field 
where  it  has  no  business. 

One  is  conscious  at  times  of  a desire  for  more 
careful  editing.  There  are  instances  of  needless 
repetition,  of  inconsistency  of  recommenda- 
tions in  different  parts  of  a given  section.  These 
are  minor  matters  w'hich  may  have  been  the 
result  of  a sincere  attempt  to  bring  to  men  of 
medicine  new  and  authoritative  information 
about  endocrinology.  This  attempt  has  met 
with  bright  success. 

James  Robert  Hendon,  M.  D. 


PATHOLOGY  FOR  THE  SURGEON— by  Wil- 
liam Boyd,  M.  D.;  Seventh  Edition;  737  pp., 
547  illustrations;  W.  B.  Saunders  Co.;  Phila- 
delphia; 1955;  $12.50. 

Every  surgeon  must  be  conversant  with  sur- 
gical pathology  to  some  degree,  and  of  neces- 
sity must  have  available  a reference  text  or 
two.  Dr.  Boyd  has  provided,  in  my  opinion,  the 
most  readable  text  on  surgical  pathology  in 
30  years.  The  book  is  designed  for  the  surgeon 
rather  than  the  pathologist,  but  as  a literary 
achievement,  it  can  be  recommended  to  every- 
one. The  reader  will  not  encounter  the  dreary 
details  of  morbid  anatomy  at  the  sacrifice  of 
clinical  correlation.  The  wit  and  warmth  of 
the  essayist  leads  the  reader  to  explore  each 
successivle  chapter  with  enthusiasm,  an  un- 
usual feature  in  pathology  texts. 

Dr.  Boyd’s  book  truly  differs  from  those 
written  on  general  pathology  in  that  it  deals 
with  a future  of  disease  and  not  the  past.  Path- 
ology must  be  presented  in  a dynamic  manner 
to  be  of  greatest  value  to  the  surgeon. 

Dr.  Boyd  may  not  endear  himself  to  the 
oversensitive  surgeon;  his  remarks  are  often 
blunt  and  unveiled.  Thus  his  discussion  of 
‘•‘chronic  appendicitis”  and  “chronic  mastitis” 
are  examples  of  interesting  reading  material 
on  two  not  so  controversial  subjects. 

The  illustrations  are  well  chosen,  and  the 
reproduction  is  of  excellent  quality. 

No  book  of  737  pages  can  cover  such  a vast 
subject  as  surgical  pathology,  and  many  of  Dr. 
Boyd’s  discussions  are  too  abbreviated  to  be 
of  great  value.  The  bibliography  in  many  in- 
stances is  incomplete  and  disappointing.  How- 
ever, for  anyone  with  the  price  of  the  book 
and  the  time  and  inclination  to  use  it,  it  should 
prove  to  be  a valuable  addition  to  his  library. 

William  Christopherson,  M.D. 


PREVENTIVE  MEDICINE  IN  WORLD  WAR 
II;  VOLUME  II.  ENVIRONMENTAL  HY- 
GIENE— from  the  Medical  Department  of 
the  United  States  Army. 

Military  preventive  medicine  is  based  on  the 
broad  application  of  disease  prevention  to  mil- 
itary conditions.  A large  factor  in  this  is  en- 
vironmental hygiene.  The  development  by  the 
,army  of  food  management,  housing,  water 
purification,  waste  disposal,  insect  and  rodent 
(Continued  on  page  214) 


Even  where  hydrocortisone,  cortisone,  and  other  agents  had 
failed,  prednisolone  (STERANE)  restored  articular  mobility 
and  functional  capacity  to  normal  in  rheumatoid  arthritis.^ 

Four  times  more  effective  than  hydrocortisone,  and,  on  the 
basis  of  preliminary  findings, superior  in  potency  even  to 
prednisone  (cortisone  analog),  STERANE  is  also  relatively 
free  of  such  hormonal  side  effects  as  edema,  hypertension, 
or  hypopotassemia. 


Supplied:  White,  5 mg.  oral  tablets, 
in  bottles  of  20  and  100.  Pink,  1 mg. 
oral  tablets,  in  bottles  of  100.  Both 
are  deep-scored  and  in  the  dis- 
tinctive “easy-to-break”  size  and 
Pfizer  oval  shape. 


References:] . Bunim,J.  J.,etal.:J.A.M.A. 
157:311,  1955.  2.  Forsham,  P.  H„  et 
al.;  Paper  presented  at  First  Inter- 
nat.  Conf.  on  Prednisone  and  Pred- 
nisolone, New  York,  May  31-June 
1,  1955.  3.  Perlman,  P.  L.,  and 
Tolksdorf,  S.;  Scientific  Exhibit  pre- 
sented at  A.M.A.  Annual  Meet., 
Atlantic  City,  June  6-1 1,  1955. 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


^brand  of  prednisolone 
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SOCIALIZED 

MEDICINE 

May  never  come,  but.  . . Socialized 
Insurance  is  here  to  stay,  and  it 
has  created  a sizable  Estate  Handi- 
cap against  the  physician. 

In  the  case  of  a young  doctor  with 
young  children,  this  economic  pen- 
alty may  be  as  high  as  $40,000.00 

But  there  is  a solution,  and  the 
cost  is  no  greater  than  the  Social 
Security  Tax.  Write  now  for  com- 
plete information 


W.  R.  LONG  & ASSOCIATES 
1634  Bardstown  Road — Louisville,  Ky. 

Without  obligation  to  me  I would  like  to  have 
more  information  about  the  solution  to  the 
Social  Security  problem  of  the  young  doctor. 
I am  in  good  health  and  was 

born  

Month  Day  Year 

Name 

Address 


IN  THE  BOOKS 

(Continued  from  page  212) 

control,  and  foreign  quarantine  under  the 
great  variety  of  conditions  faced  by  our 
troops  in  the  many  lands  to  which  they  were 
disbursed  in  our  late  global  war  is  one  of  the 
major  accomplishments  of  the  Medical  Depart- 
ment. 

In  this  volume  the  major  activities  of  the 
Division  of  Sanitation  and  the  Division  of  San- 
itary Engineering  of  the  Army  Medical  De- 
partment during  World  War  II  are  reviewed 
from  a historical  as  well  as  an  operative  view- 
point. An  analysis  is  presented  of  those  plans, 
operations  and  activities  which  utilized,  modi- 
fied or  controlled  environment  for  health  pur- 
poses. 

Evaluation  of  these  experiences  and  the 
analysis  of  the  condition,  forces,  circumstances 
and  motivations  and  the  plans  and  operations 
followed  gives  us  a sound  framework  upon 
which  to  base  future  management  of  environ- 
mental hygiene.  The  failures  as  well  as  the 
successes  have  been  recorded.  The  material 
was  edited  by  a distinguished  staff  of  eminent 
authorities  in  the  field  of  preventive  medicine. 
All  of  them  held  responsible  positions  in  the 
Medical  Department  during  the  war. 

The  book  holds  considerable  interest  and 
some  nostalgia  for  those  former  medical  of- 
ficers who  were  directly  involved  in  some  of 
the  problems.  It  will  no  doubt  serve  the  army 
as  a textbook  on  military  sanitation  and  is  a 
valuable  reference  book  for  medical  and  en- 
gineering school  libraries 

Asa  Barnes,  M.  D. 


The  US  Food  and  Drug  Laws  were  fifty 

years  old  February  29.  To  celebrate  the  occa- 
sion, Abbott  Laboratories  of  New  York,  held  a 
commemorative  dinner  and  program.  Austin 
Smith,  M.  D.,  editor  of  the  Journal  of  the 
American  Medical  Association,  participated  in 
a panel  discussion  entitled  “50  Years’  Progress 
Under  Food  and  Drug  Laws.” 



M and  R.  Laboratories,  Columbus,  Ohio, 

pioneers  in  the  field  of  infant  nutrition,  recent- 
Ij’’  changed  its  name  to  Ross  Laboratories.  The 
new  name  commemorates  the  name  of  Stanley 
Ross,  one  of  the  founders  of  the  company.  An- 
nouncement of  the  change  was  made  by  Harry 
C.  Moores,  chairman  of  the  board. 


Patronize  the  Advertisers  in  your  Jour- 
nal. 
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Two  articles  in  the  April  30th  issue  of  The  Journal  of  the  AMA'-^  report  on  . , . 

an  entirely  new  type  of  tranquilizer 
with  muscle  relaxant  action-orally  effective  in 

ANXIETY,  TENSION 
and  MENTAL  STRESS 

• no  autonomic  side  effects— well  tolerated 

• selectively  affects  the  thalamus 

• not  related  to  reserpine  or  other  tranquilizers 

• not  habit  forming,  effective  within  30  minutes 
for  a period  of  6 hours 

• supplied  in  400  mg.  tablets.  Usual  dose: 

1 or  2 tablets— 3 times  a day 

1.  Selling,  L.  S.:  J.A.M.A.  157:  1594,  1955.  2.  Borrus,  J.  C.:  J.A.M.A.  157:  1596, 1955. 

Miltowii 

the  original  meprobamate  — 2-mefhyl-2-n-propyl-l, 3-propanediol  dicarbamate  — U.  S.  Patent  2,724,720 

DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.J. 

Literature  and  Samples  Available  On  Request 
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What  makes^iceroy 
different  from 
other  fllfer  cigarettes  ? 


Only  VICEROY- 
has  20,000  tiny  filters 
in  every  tip . . . twice  as 
many  as  the  other  two 
largest-selling  filter 
brands!  That’s  why  you 
get  that  fresh,  clean 
real  tobacco  taste! 


The  VICEROY  filter  tip  contains  20,000 
tiny  filters  made  exclusively  from  pure 
cellulose  . . . soft,  snow-white,  natural. 
This  is  twice  as  many  filters  as  the  other 
two  largest-selling  filter  brands. 


That  is  why  VICEROY  gives  you  such 
a fresh,  clean  taste — that  real  tobacco 
taste  you  miss  in  other  filter  brands.  No 
wonder  so  many  doctors  now  smoke  and 
recommend  King-Size  VICEROYS. 


Hf  fk  l/fCBfhi/  t^ou  Cdh  ~kfl 


King-Size 
Filter  Tip 


Viceroy 


Viceroy 

'filter  ’Oip 
CIGARETTES 
KING-SIZE 


/ 


HydroCortone  -T  B A 

(HYDROCORTISONE  TE  RTI A R Y - B UTYLAC  ETATE.  MERCK) 


gives  the  arthritic  patient  more  days  of  freedom 

from  joint  symptoms — in  many  patients  the 
anti-rheumatic  effect  persists  2 to  10  times  longer 
than  after  injection  of  hydrocortisone  acetate. 

Its  action  is  local  and  without  systemic  effect, 

Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


SUPPLIED  : SALINE  SUSPENSION  HYDROCORTONE  TBA--25  MG./  CC.,  VIALS  OF  5 CC. 
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WASHINGTON  NEWS  DIGEST 


Washington,  D.  C., — All  too  frequently  over- 
looked in  Congressional  activity  on  health  and 
related  bills  each  year  are  the  little-publicized 
but  highly  important  appropriations  measures 
— without  which  no  program  of  the  federal 
government  could  move  forward.  The  appro- 
priations hearings  in  the  House  (where  all 
money  bills  must  originate)  rarely  get  head- 
lines they  are  conducted  behind  closed  doors. 
Weeks  and  some  times  months  later,  the  hear- 
ings are  published,  but  by  then  the  bill  sup- 
plying money  for  an  agency  has  been  reported 
to  the  House. 

It’s  only  when  the  measure  gets  to  the  Sen- 
ate that  private  groups  and  individuals  are 
heard — by  then  in  open  sessions.  Closed  House 
sessions  are  not  new.  That  is  the  way  it  has 
been  done  ever  since  Congress  set  up  a sepa- 
rate committee  on  appropriations  back  in  1865. 

The  importance  of  appropriations  in  running 
the  federal  government  was  clearly  illustrated 
when  the  President  submitted  to  Congress  his 
1,272-page  budget  message  in  which  he  sought 
$65.9  billion  for  all  federal  programs  for  the 
fiscal  year  beginning  July  1. 

While  there  was  no  overall  total  of  projected 
spending  by  all  the  agencies  in  the  health  field, 
the  budget  requests  for  the  Department  of 
Health,  Education,  and  WePare  showed  a 
sharply  upward  trend.  And  if  certain  new  legis- 
lation is  voted  on  this  session — like  the  pro- 
jected 5-year  program  of  construction  grants 
for  medical  schools  and  private  laboratory  fa- 
cilities— the  total  figure  for  subsequent  years 
is  likely  to  be  even  higher. 

On  the  medical  school-laboratory  construc- 
tion bill,  the  President  asked  Congress  for  $40 
million  for  the  first  year  ( estimated  cost  over 
five  years  is  $250  million).  Construction  grants, 
which  would  have  to  be  matched  on  a 50-50 
basis,  would  be  available  for  private  medical 
schools  as  well  as  non-federal  laboratories  con- 
ducting research  into  a wide  range  of  crippling 
diseases. 

The  budget  message  also  calls  for  another 
$30  million  in  outright  grants,  to  the  states  to 
help  them  in  financing  poliomyelitis  vaccina- 
tion programs,  the  same  amount  appropriated 
by  Congress  last  session.  The  administration  in 
a separate  request  asked  for  extension  of  the 
polio  law,  from  February  15,  1956  to  June  30, 
1957,  and  both  the  House  and  Senate  with  only 
brief  debate  voted  the  17-month  extension. 
Since  only  half  of  last  year’s  $30  million  was 
spent  up  to  February  15  expiration  date  of  the 
original  act,  there  was  no  rush  for  Congress  to 
act  on  the  new  account. 


Other  new  spending  asked  by  the  adminis- 
tration, contingent,  of  course,  on  enabling  legis- 
lation, includes  $10  million  for  initial  capitali- 
zation of  mortgage  loan  guarantees  for  health 
facilities;  $5  million  for  graduate  and  practical 
nurse  and  professional  health  personal  train- 
ing, $3  million  for  water  pollution  grants;  $1.5 
million  for  mental  health  expansion  programs; 
and  $1  million  for  sickness  and  disability  sur- 
veys in  the  U.S. 

If  Congress  approves  the  requests,  virtually 
all  segments  of  the  Department  of  HEW  will 
have  more  money  to  spend  than  in  this  fiscal 
year.  None  would  benefit  more,  however,  than 
the  medical  research  arm  of  government,  the 
National  Institutes  of  Health.  The  total  sought 
for  the  seven  institutes  in  28 'A  more  than  esti- 
mated spending  this  year.  Here  are  some  ex- 
amples: National  Cancer  Institute,  $32,437,000, 
up  297f;  National  Heart  Institute,  $22,106,000, 
up  17  9(,  and  the  National  Institute  of  Allergy 
and  Infectious  Diseases  (formerly  the  National 
Microbiological  Institute),  $9,799,000,  a 26%  in- 
crease. 

The  President  requested  $130  million  for  the 
Hill-Burton  hospital-clinic  construction  pro- 
gram which  will  be  10  years  old  this  August. 
In  this  connection  Congress  has  been  asked  to 
extend  the  act  for  two  years  beyond  next  year, 
and  action  is  expected  this  session. 

NOTES; 

After  a study  of  possibilities  in  the  peaceful 
uses  of  atomic  energy,  a panel  has  recommend- 
ed, among  other  things,  that  the  U.  S.  encour- 
age states  and  private  organizations  to  take 
full  advantages  of  the  opportunities  offered  by 
radioactive  material  for  medical  research  and 
treatment. 

It  now  appears  that  an  improved  and  more 
uniform  program  of  medical  care  for  service 
families  will  be  adopted  this  session — possibly 
•before  this  is  published.  One  feature:  A $25 
deductible  charge  in  civilian  hospitals,  but 
with  the  government  paying  the  full  insurance 
premium,  and  a mandatory  subsistence  charge 
in  military  hospitals. 

Making  slower  progress  is  the  plan — under 
consideration  for  more  than  a year — for  a 
health  insurance  program  for  U.  S.  civilian 
workers.  Here  the  government  would  pay  about 
half  the  cost. 

Several  committees  are  urging  stricter  pen- 
alties and  other  changes  to  bring  the  illicit 
narcotic  traffic  under  better  control;  so  far 
no  suggestion  of  more  controls  over  the  medi- 
cal profession  in  the  handling  of  narcotics. 


l^john 


Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 

5 inp.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  .500 

• REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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THORAZINE* 


“An  effective  antiemetic  a^cnt  for 

O 


disease 

surgical 

procedures 

pregnancy 


radiation 

therapy 


a wide  ran^e  of  clinical  conditions 

O 

[and  situations]  complicated  by 
nausea  and  vomitina.”^ 

O 


1.  Moyer,  J.H.,  et  al.;  Arch.  Int.  Med.  95:202  (Feb.)  1955. 

‘Thorazine’  is  available  in  ampuls,  tablets  and  syrup  (as  the  hydrochloride), 
and  in  suppositories  (as  the  base). 

‘Thorazine’  should  be  administered  discriminately  and,  before  prescribing,  the 
physician  should  be  fully  conversant  with  the  available  literature. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


★T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F, 
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Maintaining  Lean  Body  Mass 
in  the  Edentulous  Geriatric  Patient 


KNOX 


Extensive  loss  of  body  protein  can  occur  in  either 
the  spare  or  obese  geriatric  patient.  But  whatever 
the  patient’s  somatotype,  a decrease  in  lean  body 
mass  is  usually  the  result  of  inadequate  protein 
intake  due  to  poor  dentition,  slowed-down  diges- 
tion and  quite  frequently,  unappetizing  main 
dishes. 

Knox  Gelatine  is  an  excellent  non-residue  pro- 
tein which  is  easy  to  chew  and  readily  digested  and 
assimilated.  As  a vehicle  for  many  foods,  Knox 
Gelatine  brightens  bland  diets,  giving  a new  inter- 
est to  jaded  appetites.  As  a concentrated  protein 
drink,  Knox  Gelatine  supplies  seven  out  of  eight 
essential  amino  acids  and  a majority  of  the  other 
amino  acids  composing  protein. 


Specific  suggestions  on  how  to  use  Knox  Gela- 
tine in  different  types  of  geriatric  diets  are  de- 
scribed in  the  booklets  listed  in  the  coupon  below. 

f* — 

S Chas.  B.  Knox  Gelatine  Company,  Inc.  | 

1 Professional  Service  Department  gj.jg  • 

2 Johnstown,  N.  Y.  ■ 

1 Indicate  number  of  special  diet  booklets  desired  ■ 

■ for  your  patients  opposite  title:  • 

2 GERIATRIC REDI’CING | 

1 DIABETIC CONVALESCENT  i 

2 yOUR  NAME  AND  ADDRESS  2 


L. 
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when  the 
patient 
needs  a 


diuretic— 


HE  NEEDS  AN  ORGANOMERCURIAL 

In  those  patients  with  borderline  or  very  mild  congestive  heart  failure  who  can  even 
get  along  without  diuretic  therapy,  any  agent  producing  minimal  or  intermittent 
diuresis  may  appear  to  produce  benefit. 

But  when  cardiac  decompensation  — mild,  moderate,  or  severe— is  established,  depend- 
able and  continuously  effective  diuresis  — obtainable  only  with  potent  oral  organomer- 
curials— is  a therapeutic  necessity. 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN  ne.a  mg.  Of  a-CHLOROMEftCURI-Z-METHOXY-PRO^VLUREA 
EQUIVALENT  TO  tO  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  QF  MCRAULURlOe  INJECTION 
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As  a ^liysician,  you  appreciate  the 
strictness  of  pharmaceutical  stand- 
ards. Pablum  Cereals  are  the  only 
baby  cereals  made  by  nutritional  and 
pharmaceutical  specialists.  That’s  why 
you  can  specify  Pablum  Cereals  with 
confidence. 

All  four  Pablum  varieties  are  espe- 
cially enriched  with  iron  in  its  most 
assimilable  form.  And  all  are  enriched 
with  thiamine,  riboflavin,  calcium, 
phosphorus  and  copper. 

To  be  sure  infants  enjoy  Pablum 
Cereals,  our  scientists  work  tirelessly 
to  make  them  wonderfully  smooth  in 
texture,  delightfully  delicate  in  flavor. 
For  your  young  patients,  suggest: 

Pablum  Mixed  Cereal 
Pablum  Barley  Cereal 
Pablum  Rice  Cereal 
Pablum  Oatmeal 

PoMim/  P/uKiuctL 

OlVlSlON  or  MEAD  JOHNSON  & CO..  EVANSVILLE.  INDIANA 
MANUFACTURERS  OF  NUTRITIONAL  AND  PHARMACEUTICAL  PRODUCTS. 


You  can  specify 


when  patients  complain  of  ^ 


unexcelled  relief  in  nonspeciiit« 


N€W 


SiG/vl 


best  of  the  old  Acetylsalicylic  acid  . . 325  mg. 

potentiated  by  the  best  of  the  new  . . . Meticorten  ....  0.75  mg. 

augmented  by Ascorbic  acid 20  mg. 

plus  Aluminum  hydroxide  . 75  mg. 


Meticorten  (prednisone),  new  Schering  corticosteroid,  has  three  to  five 
times  the  therapeutic  effectiveness,  milligram  for  milligram,  of  oral  corti- 
sone or  hydrocortisone.  Combined  in  Sigmagen  with  aspirin  and  ascorbic 
acid,  it  permits  unexcelled  maintenance  of  “rheumatic"  relief  at  minimal 
dosages. 


\iff  neck  • backache  • charleyhorse  • rheumatics 

lumbago  • glass  arm  • devil’s  grip  • bursitis 
^'ennis  elbow  • trigger  finger  • sciatica  • neuralgia 


indicated  in 

muscular  rheumatism  • mild  rheumatoid  arthritis  • myalgia 
mild  spondylitis  • fibrositis  • myositis  • subacute  gout 
pleurodynia  • tenosynovitis  • panniculitis  • frozen-shoulder 

packaging 


lieumatic  disorders 


Bottles  of  100  and  1000. 

SiGMAGEN.*  brand  of  corticoid-analgesic  compound. 
Meticorten,*  brand  of  prednisone. 
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Seconal  Sodium’ 


(secobarbital  sodium,  LILLY) 


The  secret  of  sleep  in  a capsule 


When  simple  insomnia  is  the  presenting  complaint,  a bedtime  dose  of  'Seconal 
Sodium’  is  often  indicated.  Its  effect  is  prompt — within  fifteen  to  thirty 
minutes;  relaxation  and  sleep  foUow  quickly.  Your  patient  awakens  refreshed 
and  well  rested. 


Available  in  1/2,  3/4,  and  1 1/2 -grain  pulvules  at  pharmacies  everywhere. 


622004 
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VUe  [OURNAL  ojj-  ike 
Kentucky  State  Medical  Association 


VOL.  54 


Issued  Monthty  Under  the  Direction  of  the  Council 


MARCH,  1956 


NO.  3 


Retropubic  Prostatectomy  For  The  Benign  Gland* 

N.  LEWIS  BOSWORTH.  M.D. 

Lexington 


The  retropubic  approach  to  the  benign 
prostate  gland  for  its  removal  has  been 
through  the  trial  stage  and  now  takes  its 
place  along  with  the  other  time  honored 
and  accepted  methods  of  prostatectomy. 
As  with  any  new  procedure,  there  have 
been  many  individual  variations  intro- 
duced, but  the  basic  principles  of  the  op- 
eration as  originally  advocated  by  Ter- 
ence Millin  in  August  1945  are  still  sound 
and  in  force  today.  In  many  sections  of 
the  country  this  approach  has  supplanted 
the  suprapubic  operation  because  it  meets 
more  fully  the  basic  requirements  of  good 
surgery.  The  ease  of  execution,  the  direct- 
ness of  approach  and  the  exceptional  vis- 
ualization of  the  operative  field  are  its  at- 
tractive features.  In  large  series  the  mor- 
tality and  morbidity  rates  compare  favor- 
ably with  prostatectomy  by  any  other 
route. 


Approaches 

One  of  the  oldest  approaches  to  the  pros- 
tate gland  and  one  that  is  widely  used  to 
date  is  the  suprapubic  or  transvesi- 
cal route:  One,  two  and  three  stages 

have  been  used  to  do  this  type  of  opera- 
tion although  at  present  it  is  doubtful 
that  many  men  use  over  two  stages  for 
this  procedure  and  many  men  throughout 
this  country  and  elsewhere  are  now  doing 
only  one  stage  suprapubic  enucleations. 
The  main  disadvantage  of  this  operation 
is  that  the  enucleation  is  done  blindly. 

Perineal:  This  operation  has  regional 
popularity  depending  largely  upon  the 
training  of  the  individual  in  this  type  of 
surgery.  It  is  an  excellent  operation  and 
particularly  indicated  in  the  glands  show- 
ing early  malignancy.  Its  main  disadvan- 
tages are  rectal  injury  and  incontinence. 


Sursiral  Society  Meeti 
. la.\  -1.  19oo,  at  Hot  Spring's,  Virginia. 


It  is  also  contraindicated  in  cases  in  which 
the  preservation  of  the  ejaculatory  ducts 
is  a factor. 

Transurethral:  This  operation  is  prob- 

ably the  most  popular  approach  to  the 
removal  of  the  prostate  gland.  The  dis- 
tressing features  of  this  operation  are  de- 
layed hemorrhage,  urethral  stricture  and 
incomplete  removal  of  large  adenomas. 

Retropubic:  This  operation  is  a very 
important  addition  since  1945  and  may  be 
}>erformed  in  one  or  two  stages. 

Choice  of  Operation 

The  most  reasonable  formula  for  choice 
of  type  of  operation,  in  my  estimation,  is 
as  follows:  For  benign  adenomas  estimat- 
ed as  approximately  100  grams  or  over, 
the  retropubic  approach  is  the  /one  of 
choice.  It  has  been  my  experience  that 
small  glands  are  difficult  through  this  ap- 
proach; therefore,  for  the  glands  esti- 
mated to  be  under  100  grams  and  fibrotic 
bladder  necks,  transurethral  prostatec- 
tomy is  used.  For  the  early  carcinomas  of 
the  prostate  the  radical  perineal  operation 
is  chosen. 


Retropubic  Procedures 

(1)  Simple  Prostatectomy:  For  which 
the  operation  was  devised.  (2)  Radical: 
Removal  of  the  prostate,  seminal  vesicles 
and  a portion  of  the  bladder  in  early  car- 
cinomas is  advocated  and  practiced  by 
Millin  and  others,  and,  undoubtedly,  is  a 
sound  procedure.  However,  the  perineal 
route  in  my  experience  has  given  good 
results  and  appeals  to  me  as  being  me- 
chanically less  difficult.  (3)  Bladder  neck 
contractures:  Are  attacked  through  the 
retropubic  approach  but  when  the  urethra 
will  accommodate  the  resectoscope  there 
appears  to  be  no  real  indication  for  the 
use  of  the  retropubic  route  here.  (4)  The 
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removal  of  valves  and  other  pathology  of 
the  posterior  urethra  in  infants:  A very 
useful  and  logical  addition  in  the  treat- 
ment of  these  conditions  where  resecto- 
scopic  instrumentation  is  impossible. 

Advantages  of  the  Retropubic  Operation 

The  advantages  of  the  retropubic  oper- 
ation are  (1)  It  is  performed  away  from 
the  rectum,  and  rectal  injury  should 
be  rare  if  not  absent.  (2)  Injury  to  the 
external  sphincter  may  result  from  this 
operation  and  cases  of  incontinence  do 
occur,  probably  from  roughness  in  enu- 
cleating the  gland  and  avulsion  of  the 
membranous  urethra;  however,  this  com- 
plication should  be  eliminated  as  exper- 
ience and  gentleness  are  gained.  (3)  One 
of  the  most  important  advantages  of  this 
operation  is  the  complete  visualization  of 
bleeding  points,  capsule  and  bladder 
neck.  Hemostasis  should  be  accurate, 
either  by  ligature  or  cauterization.  (4) 
Convalescence  is  short,  the  patient  is  am- 
bulatory, as  a rule,  24  hours  after  the  op- 
eration and  the  postoperative  course  is 
usually  benign.  (5)  There  is  no  planned 
suprapubic  drainage  of  urine. 

Operation 

The  technical  principles  of  the  opera- 
tion are  (1)  The  incision  should  be  ade- 
quate and  necessarily  larger  in  fat  indi- 
viduals. (2)  Careful  attention  should  be 
given  to  the  clamping,  and  either  ligating 
or  fulgurating  the  friable  veins  in  the 
superficial  prostatic  fat.  This  factor  alone 
will  minimize  the  operating  time  substan- 
tially if  adhered  to.  As  soon  as  these  veins 
are  broken  they  retract  readily  under- 
neath the  symphysis  and  are  difficult  to 
recover.  It  is  possible  that  it  is  here,  where 
careless  fulguration  in  an  attempt  to  con- 
trol venous  oozing  is  practiced,  that  ostei- 
tis pubis  has  its  beginning.  (3)  Control 
of  arterial  bleeding  from  the  capsule  af- 
ter the  incision  is  made  is  very  important, 
and  it  is  here  that  a large  percentage  of 
the  blood  is  lost  and  not  from  actual 
enucleation.  In  an  attempt  to  get  on  with 
the  operation  an  arterial  bleeder  in  the 
lateral  angle  of  the  incision  may  be  al- 
lowed to  spurt  and  a considerable  amount 
of  blood  be  lost  needlessly.  (4)  As  has 
been  stated  before,  one  of  the  most  im- 
portant factors  in  this  operation  is  gen- 
tleness in  the  enucleation  of  the  adenoma- 
tous tissue.  The  presence  of  an  indwell- 
ing catheter  put  in  prior  to  operation  and 
left  in  through  the  operation  facilitates 
the  removal  of  the  adenomatous  tissue 
and  serves  as  a guide  to  locate  the  apex. 
It  also  eliminates  the  possibility  of  con- 


tamination of  the  operative  field.  (5)  Li- 
gation of  the  two  anterior  pedicle  attach- 
ments at  the  bladder  neck  saves  time. 
Some  type  of  hemostasis  of  the  bladder 
neck  at  5 and  7 o’clock,  either  suture  or 
fulguration,  should  be  routinely  used  and 
will  obviate  a large  percentage  of  early 
postoperative  hemorrhage  since  it  is 
largely  the  bladder  neck  bleeders  that 
are  responsible  in  this  complication  and 
not  the  capsular  oozers.  (6)  The  removal 
of  a “V”  shaped  wedge  from  the  posterior 
lip  of  the  sclerotic  bladder  neck  is  impor- 
tant. (7)  A water  tight  closure  of  the  cap- 
sule either  by  interrupted  mattress  su- 
tures or  over  and  over  continuous  sutures 
or  by  any  other  means  should  be  accom- 
plished. This  not  only  prevents  leakage 
of  urine  but  also  controls  bleeding  from 
the  edge  of  the  capsule  that  may  have 
been  overlooked. 

Complications 

(1)  Hemorrhage:  If  and  when  bleeding 
occurs  to  the  extent  that  it  is  not  controll- 
ed by  catheter  irrigation,  then  it  has  be- 
come the  practice  of  most  urologists  to  ful- 
gurate the  bleeders  through  the  resecto- 
scope.  (2)  Fortunately  wound  infection  is 
not  too  common  an  occurrence  if  adequate 
drainage  is  maintained  over  a long  enough 
period.  As  a rule  there  is  no  set  time  for 
removal  of  drains,  but  when  drainage  stops 
the  drains  are  taken  out.  This  usually  is 
within  a 48-72  hour  period.  (3)  Postoper- 
ative retention  is  an  occasional  complica- 
tion and  may  be  due  to  a very  small  nod- 
ule remaining  in  a strategic  position.  (4) 
Incontinence  of  urine  following  this 
type  of  procedure  occurs  in  a small  per- 
centage of  cases  just  as  it  does  in  any 
other  type  of  prostatic  operation  but  us- 
ually clears  up  within  a matter  of  days  to 
a few  weeks’  time.  (5)  Osteitis  pubis  is 
probably  one  of  the  most  distressing  com- 
plications but  is  a self-limited  one.  There 
is  no  specific  treatment,  and  its  cause  is 
not  definitely  known.  (6)  Mortality:  In 
the  reported  large  series  of  cases  through- 
out this  country  and  abroad,  the  mortality 
ranges  between  l.GT'r  and  5%.  In  most  in- 
stances in  this  country  the  figure  is  a 
very  acceptable  one  and  averages  about 
2%.  Most  of  the  deaths  occurring  follow- 
ing this  operation  can  be  classified  as  car- 
diovascular accidents,  and  only  an  occa- 
sional death  is  a direct  result  of  the  op- 
erative procedure. 

Summary 

Retropubic  prostatectomy  is  discussed 
from  the  standpoint  of  approaches,  indi- 
cations, procedures,  advantages  and  tech- 
nical principles. 
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Clinical  Pariiiions  In  Pediatrics* 
FREDERIC  N.  SILVERMAN.  M.D.** 
Cincinnali.  Ohio 


The  opportunity  to  present  this  discus- 
sion places  me  in  an  unusual,  but  not  un- 
pleasant situation.  Generally,  I have  been 
privileged  to  address  similar  meetings  on 
fairly  sharply  limited  subjects  in  the 
guise  of  an  “authority.”  An  “authority,” 
you  know,  has  been  defined  as  “a  fellow 
from  another  city  with  a lot  of  slides.” 
Previously,  I have  dealt  with  ideas  and 
facts  which  could  be  reduced  to  slides, 
particularly  of  x-ray  films.  One  of  my 
radiologic  friends  from  this  city,  coined 
the  term  “radioactive  pediatrician”  to  des- 
ignate a kind  of  super-specialist  who  would 
occupy  himself  as  I may  appear  to  do. 

It  is  from  this  position  of  a so  called 
“super-specialist”  that  I am  going  to  pre- 
sent the  thesis  that  partitions  of  pediatrics 
into  super-specialties  are  disadvantageous 
— and  that  they  lead  to  a tendency  for 
pediatricians  to  shift  responsibility  for 
thinking  along  certain  lines,  to  other 
physicians  whose  overall  qualifications 
for  child  care  actually  are  not  so  good  as 
those  of  the  referring  physician.  And  I am 
going  to  develop  this  idea  without  so 
much  as  a single  slide — let  alone  an  x-rav 
film. 


Specialty  Boards 


Although  specialization  did  not  begin 
with,  it  received  its  greatest  impetus  from, 
the  formation  of  formal  Boards  of  Spe- 
cialties. The  American  Board  of  Ophthal- 
mology was  founded  in  1918,  the  first  of 
a series  of  similar  bodies  in  other  special- 
ized fields  of  medicine.  The  American 
Board  of  Pediatrics  came  into  existence 
in  1931.  Like  its  predecessors,  its  purpose 
has  been  to  set  the  standards  to  be  met 
by  those  who  wish  to  be  recognized  as 
having  special  proficiency  in  a given 
field;  in  this  instance,  the  care  of  children. 
Emerson  North,  M.D.,  who  was  professor 
of  pyschiatry  at  the  University  of  Cincin- 
nati from  1933  to  1942,  once  told  me  that 
this  movement  toward  specialization  was 
probably  the  strongest  single  factor  favor- 
ing the  development  of  pyschiatry.  As  the 
general  practitioner,  the  family  doctor, 
began  to  disappear  from  the  American 
scene,  the  specialty  of  psychiatry  had  to 
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be  developed  to  replace  the  understand- 
ing, impartial  confidant  who  was  no  long- 
er available. 

The  boards  of  specialties  do  not  deter- 
mine the  nature  of  medical  practice;  it 
is  the  practice  of  medicine  which  deter- 
mines the  foundation  of  boards.  It  is 
therefore  disturbing  to  note  the  trend 
toward  further  special  divisions  as  pedi- 
atric allergy,  pediatric  surgery,  pediatric 
pyschiatry,  and  even  pediatric  roentgen- 
ology. When  these  divisions  are  restric- 
tive, as  implied  for  instance  in  the  term 
“pediatric  roentgenology”  as  opposed  to 
‘roentgenology  in  pediatrics,”  they  im- 
pose arbitrary  clinical  partitions  on  pedi- 
atrics which  tend  to  deny  the  child  and 
his  family  the  services  of  the  general 
pediatrician,  one  of  the  few  “GP’s”  re- 
maining. Other  specialty  groups  which 
make  no  claim  to  the  modifying  word 
‘■pediatric”  can  contribute  to  this  medical 
fence-building.  We  all  know  that  the  true 
general  pediatrician  does  not  treat  just 
the  child,  but  the  child  in  relation  to  his 
family  and  his  entire  environment  insofar 
as  he  can.  This  common  sense  attitude 
has  been  glorified  as  the  “concept  of  the 
whole  child,”  which  is  a good  concept. 
The  care  of  the  “whole  child”  is  the  goal 
of  pediatrics  in  its  supervisory  role  as  well 
as  its  therapeutic  role;  but  unless  we  have 
a “whole  pediatrician”  to  accomplish  this 
end,  our  care  is  incomplete.  As  indicative 
of  the  partitions  of  which  I speak,  it  may 
be  pointed  out  that  there  is  only  one  pedi- 
atric text  book  which  still  reflects  the 
work  of  one  author,  and  that  is  the  one  by 
James  Hughes,  M.D.,  who  is  with  us  at 
this  meeting.  All  the  other  text  books 
used  for  instruction  of  students  and  for 
reference  by  clinicians  are  the  product 
of  a group  of  superspecialists.  The  divi- 
sion of  labor  may  be  advisable  for  writing 
a text  book,  but  I maintain  it  is  not  so  for 
the  practice  of  pediatrics. 

Adverse  Effects  of  Partitioning 

Perhaps  some  of  the  ways  in  which 
clinical  partitions  in  pediatrics  act  ad- 
versely are  best  illustrated  by  recounting 
a few  experiences  which  have  been  col- 
lected since  the  title  for  this  talk  was  a- 
greed  upon.  These  are  instances  in  which 
symptoms  related  to  a specific  organ  sys- 
tem led  to  premature  unnecessary  refer- 
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ral  to  a “specialist;”  or  in  which  concern 
over  a narrow  aspect  of  disease,  express- 
ing the  limitations  of  the  specialist,  led 
to  inadequate  care  of  the  entire  situation. 
In  some  instances,  failure  of  the  family 
physician  to  assume  adequate  responsibil- 
ity for  care  of  the  child  led  to  these  un- 
necessary referrals. 

Let  us  consider  the  case  of  a 17  month 
old  white  female  who  was  sent  to  the  hos- 
pital by  a staff  orthopedic  surgeon  for 
biopsy  of  a lesion  of  the  left  clavicle.  A- 
bout  two  weeks  earlier  she  had  fallen  in 
her  crib;  several  days  later,  when  the  mo- 
ther accidentally  touched  the  region  of 
the  left  clavicle,  the  child  withdrew  as  if 
it  were  tender.  The  next  day,  remember- 
ing the  incident,  the  mother  noted  a swell- 
ing in  this  region;  and  a few  days  before 
admission  she  called  her  pediatrician  who 
without  examining  the  child,  referred  her 
to  the  orthopedist.  Since  the  complaint 
was  related  to  the  collar  bone,  naturally 
a bone  specialist  was  needed.  An  x-ray 
was  taken  of  the  area  and  demonstrated 
a lesion  and  the  child  was  admitted  to  the 
hospital  with  the  diagnosis  of  tumor.  The 
physical  examination  on  admission  show- 
ed a somewhat  tender  swelling  in  the 
medial  third  of  the  left  clavicular  region 
which  was  hard,  smooth,  and  apparently 
represented  an  enlargement  of  the  bone. 
The  skin  was  not  red  over  the  area,  nor 
warm.  X-ray  examination  of  the  area  in 
question  revealed  a destructive  lesion 
Vvhich  had  characteristics  suggesting 
eosinophilic  granuloma.  Because  we  have 
learned  that  it  is  always  wise  to  consider 
the  possibility  that  a given  lesion  repre- 
sents a local  manifestation  of  systemic  dis- 
ease, a complete  skeletal  survey  was  re- 
quested by  the  x-ray  department.  This 
revealed  a similar  lesion  in  the  neck  of  the 
left  femur  which  had  been  totally  unsus- 
pected, but  no  other  abnormalities.  The 
new  finding  gave  a different  complexion 
to  the  original  diagnosis;  this  was  systemic 
disease! 

Whenever  more  than  one  lesion  of  eos- 
inophilic granuloma  is  found,  particular- 
ly in  a young  child,  the  average  well 
trained  pediatrician  finds  his  thoughts 
running  in  the  direction  of  the  first  mani- 
festations of  Hand  - Schuller  - Christian 
and/or  Letterer-Siwe’s  disease.  However’ 
the  report  of  the  biopsy  as  eosinophilic 
granuloma  satisfied  the  orthopedic  sur- 
geon. The  child  was  discharged  as  soon 
as  wound  healing  was  complete  and  re- 
ceived a course  of  x-ray  therapy  to  both 
lesions. 


The  child  was  next  seen  in  the  hospital 
six  months  later,  this  time  as  a_  patient 
of  an  ear-nose  and  throat  specialist  to 
whom  she  had  been  referred  four  months 
earlier  because  of  a running  ear.  This 
competent  specialist,  with  knowledge  of 
the  previous  diagnosis  of  eosinophilic 
granuloma,  but  unable  to  relate  it  to  the 
present  complaint — after  all,  what  do 
bone  lesions  have  to  do  with  a running 
ear?— had  been  treating  the  ear  for  four 
months.  Three  months  prior  to  the  second 
admission,  x-rays  of  the  mastoids  were 
taken  in  another  department  and  another 
area  of  destruction  was  described.  At  the 
time  of  the  second  admission,  the  area  of 
destruction  in  the  temporal  bone  was  re- 
examined and  found  to  have  increased. 
There  was  also  a punched  out  area  in  the 
parietal  bone.  On  review  of  films  taken 
in  the  other  hospital,  the  lesion  in  the  pa- 
rietal bone  could  be  identified,  although  it 
was  somewhat  smaller.  So  much  attention 
had  been  focused  on  the  ear-mastoid  re- 
gion because  this  child  was  a patient  of 
an  ear-nose-and  throat  specialist,  that  the 
lesion  at  the  margin  of  the  film  was 
missed.  At  the  time  of  this  second  admis- 
sion, the  child  also  demonstrated  skin 
lesions  over  the  neck  and  chest  which  re- 
sembled scabies,  but  which,  of  course, 
means  only  one  thing  to  all  of  us  here, 
that  the  cutaneous  manifestations  of  Let- 
terer-Siwe’s disease  were  making  their 
appearance  in  what  practically  amounts 
to  a classical  case  of  the  condition.  This 
child’s  diagnosis  was  delayed  at  least  four 
months  because  the  limitations  of  “spe- 
cialists” were  focused  on  a bone,  or  an 
ear,  and  not  on  a child.  To  any  well 
trained  or  well  read  pediatrician,  a com- 
bination of  a “proved  eosinophilic  granu- 
loma” in  one  area,  an  asymptomatic  lesion 
of  similar  type  in  another  area,  a chronic 
draining  ear  with  destruction  in  the  mas- 
toid bone,  a punched  out  area  in  the  skull, 
and  scabetic-like  lesions  in  the  skin  would 
mean  Letterer-Siwe’s  disease  until  it  could 
be  proved  otherwise.  To  the  specialists 
however,  the  diagnosis  was  eosinophilic 
granuloma — an  orthopedic  disease  treated 
by  excision  and  x-ray;  and  chronic  otitis, 
a problem  for  the  oto-rhino-laryngologist. 
Had  there  been  proper  whole  child-whole 
pediatrician  care,  the  diagnosis  most  cer- 
tainly would  have  been  made  at  the  time 
when  the  new  symptom  of  draining  ear 
Vv^as  added  to  the  radiologic  signs  of  bone 
lesion.  This  may  be  a bad  case  to  illustrate 
the  point,  because  the  prognosis  of  the 
condition  is  not  necessarily  altered  by 
early  diagnosis.  This  child  subsequently 
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developed  mandibular  lesions,  lost  many 
teeth,  and  even  developed  diabetes  insip- 
idis.  She  has  had  a fairly  good  response  to, 
or  at  least  a remission  after,  the  admini- 
stration of  ACTH  and  x-ray  therapy,  and 
is  at  present  enjoying  relatively  normal 
activity. 

Another  Example 

Perhaps  a better  example  is  provided 
by  the  next  case:  A 12  year  old  boy  was 
admitted  to  the  hospital  four  months  after 
a fracture  of  the  lett  femur  while  playing. 
The  youngster  had  been  vigorous  and  ac- 
tive up  to  the  time  of  injury.  As  is  cus- 
tomary, following  reduction  of  the  frac- 
ture, a cast  was  applied  including  the 
entire  lower  extremity  and  the  lower  half, 
at  least,  of  the  trunk. 

A few  days  later,  the  boy  began  to  vom- 
it and  complained  of  severe  headaches. 
These  symptoms  continued  unexplained 
and  un-investigated  by  the  “fracture-spe- 
cialist” for  two  months,  at  which  time  gen- 
eralized convulsions  supervened.  The  cast 
was  removed  alter  two  days,  and  the  con- 
vulsions ceased,  but  because  healing  was 
incomplete  by  x-ray,  it  was  re-applied. 
Vomiting  recurred,  and  ten  days  later, 
convulsions  began  again.  After  five  days, 
he  was  sent  to  another  hospital  for  neu- 
rological consultation  because  of  hyper- 
tension and  papilledema.  Ventriculograms 
were  done,  but  were  normal.  To  aid  in 
fracture  healing  he  was  given  large  quan- 
tities of  milk  and  sodium  bicarbonate.  He 
was  then  found  to  have  hypercalcemia. 
The  surgical  consultant  recommended  a 
neck  exploration  which  was  undertaken, 
but  the  parathyroid  glands  could  not  be 
identified.  Convulsions,  hypertension,  and 
hypercalcemia  continued.  Renal  dysfunc- 
tion became  evident  with  an  increase  in 
the  non-protein  nitrogen  content  of  the 
blood,  a decrease  in  the  phenolsulfon- 
phthalein  clearance,  and  low  specific 
gravity.  It  was  in  this  state  that  the  child 
Vv^as  transferred  to  Children’s  Hospital. 

On  admission,  the  child  was  poorly 
nourished  and  irritable.  The  left  leg  and 
the  lower  trunk  were  encased  in  a hip 
spica.  The  optic  disks  were  blurred  and 
there  was  evidence  of  old  and  new  retinal 
hemorrhages  bilaterally.  The  blood  pres- 
sure ranged  between  160-180/120-130.  This 
patient,  who  baffled  the  orthopedic  sur- 
geon who  originally  treated  the  fracture, 
the  neuro-surgeon  who  felt  it  necessary 
to  do  ventriculograms,  and  the  general 
surgeon  who  unsuccessfully  sought  a par- 
athyroid tumor,  presented  a clear  cut 


syndrome  to  the  pediatrician  who  took 
care  of  him  for  the  first  time.  It  is  prob- 
ably pertinent  to  note  that  the  pediatrician 
happened  to  be  Katie  Dodd,  M.D.,* — yet. 
Doctor  Dodd  is  a good  example  of  what  I 
mean  by  the  phrase  “the  whole  pediatri- 
cian.” Because  of  her  ability  to  integrate 
the  information  available  in  the  history 
and  examination  of  this  child,  and  because 
she  accepted  completely  the  responsibility 
for  supervising  the  total  care  of  this  child, 
she  was  able  to  make  a diagnosis  and  in- 
itiate the  proper  course  of  therapy.  Doctor 
Dodd  recognized  that  the  problem  was 
one  of  immobilization  and  the  associated 
biochemical  changes — ^what  is  called  “the 
cast  syndrome.” 

When  a previously  active  individual  is 
totally  immobilized,  as  is  done  very  effec- 
tively hy  a hip  spica,  certain  changes  take 
place  in  the  body.  Among  them  is  a prompt 
significant  mobilization  of  calcium  from 
the  now  inactive  bones;  the  resulting  hy- 
percalcemia may  produce  renal  damage, 
Hypertension,  and  encephalopathy  as  in 
this  boy;  and  recovery  is  related  to  per- 
manence of  the  damage  and  the  reversa- 
bility  following  discontinuance  of  the  ex- 
treme body  immobilization. 

A happy  result  was  obtained  in  the 
youngster  in  question  with  improvement 
beginning  within  2-3  days  after  Doctor 
Dodd  persuaded  the  orthopedic  service  to 
remove  the  cast. 

This  is  an  instance  in  which  a pediatri- 
cian allowed  her  mind  to  consider  the 
causes  of  convulsions  rather  than  imme- 
diately turning  the  patient  over  to  a “con- 
vulsion” specialist.  The  pediatrician  ac- 
cepted her  basic  responsibility,  maintain- 
ed control  of  the  patient,  and  the  patient 
benefited.  Properly  used  consultants  make 
their  contribution  through  the  referring 
physician;  to  relinquish  patient  responsi- 
bility is  to  abuse  rather  than  use  special- 
ist consultation. 

Additional  Illustrations 

I should  like  to  recount  one  other  exper- 
ience, in  which  too  restricted  an  interpre- 
tation of  x-ray  films  by  this  speaker  con- 
tributed to  erroneous  diagnosis.  A 10y2 
year-old  boy  was  admitted  to  the  hospital 
last  March  with  a complaint  of  persistent 
and  recurrent  back  pain.  Four  months 
earlier,  after  participating  in  gym  in  what 
is  called  “crab-racing,”  he  first  complain- 
ed of  severe  back  pain.  The  back  was  stiff 
and  pain  radiated  down  in  the  right  thigh 


*Tliis  case  lias  Iuhmi  rei)Orli‘(l  in  detiiil  by  Dodd,  Grau- 
'bartli,  and  Rapport,  Pediatrics  (5:  PJ5-130,  1950. 
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and  leg.  A physician  taped  the  back  and 
gave  diathermy  treatment  and  the  pain 
subsided;  in  one  to  two  days  it  recurred 
more  severely  than  before  and  persisted 
for  three  weeks.  After  another  free  period 
of  about  ten  days,  recurrence  again  took 
place.  Once  again  the  back  was  taped,  as- 
pirin was  prescribed,  and  oral  penicillin 
was  administered.  Pain  is  spasms  recurr- 
ed three  to  four  times  daily;  after  two 
months  of  this  the  patient  was  referred  to 
an  orthopedist,  who  obtained  a series  of 
x-rays  which  were  reported  to  show  no 
pathologic  change.  A back  brace  was  ap- 
plied, but  this  appeared  to  make  the  pain 
worse.  At  the  time  of  admission,  four 
months  after  the  onset,  the  patient  had 
lost  eight  pounds  in  weight  and  his  back 
was  so  stiff  he  could  not  bend  to  tie  his 
shoe.  X-ray  examination  of  the  spine  at 
this  time  showed  narrowing  of  the  inter- 
spaces between  D 10  and  11,  irregular  de- 
struction of  the  adjacent  surfaces  of  the 
body  and  a paravertebral  soft  tissue  mass 
interpreted  as  an  abscess. 

These  findings  were  interpreted  as 
“characteristic  of  tuberculosis”  and  treat- 
ment with  the  standard  triad  of  antituber- 
culous drugs  was  begun.  Two  days  after 
the  x-ray  examination,  the  intradermal 
tuberculin  test  was  found  to  be  negative. 
As  pediatricians,  we  have  come  to  place 
great  faith  in  the  intradermal  tuberculin 
test  in  the  diagnosis  of  tuberculosis,  and 
the  finding  of  a negative  tuberculin  test 
is  an  indication  for  serious  reconsidera- 
tion of  the  diagnosis.  The  child  had  not 
had  measles  or  other  viral  diseases  recent- 
ly to  depress  his  tuberculin  sensitivity; 
neither  was  he  sufficiently  debilitated  to 
be  unable  to  react.  Revaluation  of  the 
roentgen  films  in  the  light  of  this  nega- 
tive tuberculin  test  showed  that  we  had 
been  too  glib  in  calling  the  lesion  “char- 
acteristic” of  tuberculosis.  There  was  too 
much  sclerosis  and  bone  reaction  in  the 
vertebral  bodies  adjacent  to  the  areas  of 
v^estruction.  Moreover,  in  using  tne  wora 
“characteristic”  we  had  been  violating  a 
principle  of  interpretation  which  we  our- 
selves had  voiced  repeatedly  to  our  staff, 
namely,  that  the  x-rays  deal  only  with 
shadows  and  that  many  different  condi- 
tions may  have  a similar  radiographic  ap- 
pearance. It  was  not  difficult  then  to 
bring  into  the  differential  diagnosis  the 
possibility  of  a low  grade  osteomyelitis 
of  the  spine  and  to  find  similar  cases  in 
the  literature  or  in  the  unreported  exper- 
ience of  other  physicians  with  whom  we 
talked.  Aspiration  of  the  paravertebral 
soft  tissue  shadow  was  thought  perhaps 


to  carry  the  clue  to  the  correct  diagnosis. 
The  orthopedist  was  reluctant  to  accept 
any  diagnosis  other  than  tuberculosis  and 
insisted  on  the  continuance  of  therapy 
which  in  these  days  is  tantamount  to  a 
sentence  of  at  least  six  months  duration. 
It  took  us  a full  week  to  persuade  him  to 
let  us  carefully  introduce  a needle  into 
the  paraspinal  soft  tissue  swelling.  When 
this  was  done,  although  a definite  abscess 
was  not  encountered,  the  small  amount  of 
bloody  fluid  which  was  withdrawn  was 
found  to  contain  hemolytic  staphylococ- 
cus aureus,  coagulase  positive  and  sensi- 
tive to  penicillin.  It  was  another  week  be- 
fore we  were  able  to  institute  adequate 
penicillin  therapy  and  a few  days  later 
following  a surprising  relief  of  clinical 
symptoms,  the  streptomycin,  para-amino- 
salicylic acid,  and  isoniazide  were  dis- 
continued. The  subsequent  course  of  this 
boy  has  been  very  gratifying.  The  soft 
tissue  paravertebral  abscess  became  pro- 
gressively smaller  and  the  area  of  bone 
destruction  began  to  fill  in  to  the  point 
that  autofusion  was  seen  to  be  taking 
place  with  little  or  no  deformity.  A pleural 
effusion  developed  about  three  weeks  af- 
ter the  aspiration  of  the  abscess;  the  fluid 
was  sterile  and  we  were  not  able  to  say 
whether  it  was  a sequel  to  the  aspiration 
or  a spontaneous  extension  from  the  ab- 
scess. The  subsequent  clinical  course  was 
entirely  without  incident  and  when  last 
seen,  there  was  progressive  radiologic 
healing  of  the  lesion  in  the  vertebral 
bodies  and  progressive  fusion. 

In  this  case  an  initial  over-enthusiastic 
interpretation  of  x-ray  films  led  to  the 
strong  statement  that  the  shadows  were 
“diagnostic  of  tuberculosis.”  At  the  same 
time,  a report  of  the  electrophoretic  pat- 
tern of  the  serum  proteins  was  said  to 
show  high  protein  value  with  increased 
globulin — “characteristic  for  tuberculosis.” 

This  is  a beautiful  example  of  just  how 
wrong  the  super-specialist  can  be  because 
of  his  preoccupation  with  just  one  facet 
of  the  entire  picture.  The  radiologist  look- 
ing only  at  a film;  and  the  chemist  only  at 
values  for  protein  in  the  blood.  There  are 
many  other  instances  which  could  have 
been  used — ^probably  more  interesting  and 
more  pointed  than  the  three  cases  I have 
recounted.  For  example,  we  might  cite 
the  case  of  the  pediatric  allergist  unsuc- 
cessfully treating  a child  referred  to  him 
with  asthma  until  the  foreign  body  was 
removed  from  the  bronchial  tree;  or  the 
pediatric  pyschiatrist  carefully  altering 
the  environment  of  the  room  of  a depress- 
ed negativistic  child,  and  the  attitude  of 
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the  nurses  and  interns  about  her,  shortly 
before  she  dies  of  her  unsuspected  brain 
tumor. 

On  Assuming  Responsibility 

A medical  center  offers  great  opportu- 
nities for  shifting  responsibility  to  “spe- 
cialists;” 1 have  seen  an  otherwise  com- 
petent resident  hear  a heart  murmur  and 
immediately  refer  the  patient  to  the  staff 
cardiologist  instead  of  attempting  to  eval- 
uate this  one  finding  himself.  The  sub- 
specialists  who  are  needed  in  these  medical 
centers,  where  facilities  exist  for  the  ex- 
ploration of  narrow  frontiers,  provide 
‘answers”  so  readily  that  the  stimulus  to 
find  out  for  himself  may  suffer  a disuse 
atrophy  in  the  pediatric  resident.  In  this 
respect,  our  training  centers  must  bear 
the  brunt  of  the  criticism  for  not  turning 
out  “general  pediatricians;”  but  the  prac- 
titioner himself  is  not  blameless.  It  is 
much  easier  to  refer  a patient  to  a “con- 
sultant” when  response  to  “wide-spec- 
trum”  medication  (I  do  not  call  it  treat- 
ment) in  an  incompletely  examined  pa- 
tient, is  not  sufficiently  rapid  to  command 
the  admiration  of  the  family,  than  it  is  to 
review  the  history  in  greater  detail  and 
do  the  complete  physical  examination  the 
situation  demands.  The  simple  routine  of 
a pertinent  history  and  physical  examina- 
tion is  adequate  to  permit  a diagnosis  in 
a majority  of  cases  of  disease  in  childhood; 
the  specialist  consultant  is  necessary  to 
evaluate  the  relatively  small  group  of 
patients  whose  problems  require  addi- 
tional tests  or  examinations  not  in  the 
province  of  the  general  practitioner.  But, 
notwithstanding  the  popular  definition, 
one  does  not  have  to  be  a super-specialist 


to  do  a rectal  examination  to  aid,  for  ex- 
ample, in  a differentiation  between 
Hirschsprung’s  disease  and  symptomatic 
megacolon;  or  to  take  a blood  pressure  to 
recognize  the  wide  pulse  pressure  of  pat- 
ency of  the  ductus  arteriosus  in  a child 
with  a heart  murmur;  or  to  palpate  for 
femoral  arteries  to  help  evaluate  the 
cause  of  cardiac  failure  in  a young  infant; 
or  to  do  an  initial  examination  of  the  eye 
grounds  in  a child  with  symptoms  refer- 
able to  the  central  nervous  system.  The 
easy  way  of  referring  patients  to  consult- 
ants before  an  adequate  personal  evalua- 
tion relegates  the  pediatrician  to  the  posi- 
tion of  a traffic  manager  for  his  consult- 
ants; he  repudiates  his  responsibility  to 
his  patients  and  deprives  himself  of  some 
of  the  most  gratifying  experiences  of  med- 
ical practice.  The  “whole-pediatrician” 
therefore  will  know  his  limitations  and 
use  his  consultants  wisely;  but  he  will  al- 
so recognize  his  own  abilities  and  the  ad- 
vantages of  his  position  as  a general  pe- 
diatrician and  exploit  them  for  the  benefit 
of  the  “whole-child.”  We  can  be  grateful 
for  the  availability  of  super-specialists  for 
those  times  when  they  are  really  needed. 
Let  them  plow  their  narrow  furrows,  deep 
as  they  wish;  the  practicing  pediatrician 
should  be  prepared  to  cover  the  whole 
field  and  reap  the  crop  of  worthwhile  fu- 
ture citizens. 

In  closing,  I might  say  that  this  discus- 
sion may  be  considered  as  an  introduction 
to  a “do-it-yourself”  course  for  pediatri- 
cians. The  remainder  of  this  course  should 
be  found  in  your  training,  your  books, 
and  your  journals;  and  in  your  pride,  and 
in  your  ability  and  responsibility,  tem- 
pered by  your  good  judgement. 
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An  Oblique  Upper  Abdominal  Incision* 

HENRY  S.  COLLIER,  M.  D. 

Louisville 


An  abdominal  incision  should  meet  the 
following  basic  requirements: 

(1)  It  should  give  the  most  direct  ap- 
proach to  the  pathology  to  be  treated. 

(2)  It  should  be  placed  so  that  if  exten- 
sion is  necessary  this  may  be  done  with 
ease. 

(3)  Vital  structures  should  not  be  dam- 
aged. 

(4)  Closure  of  the  incision  should 
not  be  under  such  tension  as  to  result  in 
disruption  and  postoperative  hernia. 

(5)  The  length  should  be  adequate  to 
give  proper  exposure. 

(6)  Postoperative  pain  and  muscular 
splinting  should  be  at  a minimum,  giving 
the  least  number  of  chest  complications. 

(7)  Retraction  to  obtain  adequate  ex- 
posure should  not  have  to  be  so  hard  as 
to  traumatize  the  abdominal  wall. 

Basic  Types 

There  are  three  basic  types  of  upper 
abdominal  incisions. 

(1)  Vertical  incisions,  which  may  be 
midline,  transrectus,  or  paramedian. 

(2)  Transverse  incisions,  dividing  one  or 
both  recti  muscles,  and  dividing  the  other 
fascia  in  the  line  of  the  skin  incision. 

(3)  Subcostal  incisions,  both  left  and 
right  side. 

Combinations  of  these  basic  types  may 
convert  an  incision  into  an  “L,”  inverted 
‘"Y”,  “T”,  or  various  other  shapes  and  let- 
ters. All  incisions  have  certain  advantages 
and  disadvantages,  and  no  one  type  of  in- 
cision will  always  be  the  most  advantage- 
ous. 

What  are  the  most  commonly  used  in- 
cisions in  upper  abdominal  work  today?  J. 
Summers,  in  his  article  in  the  American 
Journal  of  Surgery,  August  1952,  entitled 
“Incision:  Present  Status  in  the  United 
States,”  presented  statistical  studies  from 
questionnaires  sent  to  a thousand  diplo- 
mates  of  the  American  Board  of  Surgery 
in  1950.  In  doing  cholecystectomy  for 
chronic  disease  or  stones,  the  Kocher  in- 
cision was  used  most  frequently — 38.8% 
of  surgeons  preferring  it.  The  second  most 
commonly  used  was  a vertical  incision — 


*Presented  before  t!ie  Kenturky  Sur^rical  Society  Meet- 
ing. May  21.  1955.  at  Hot  Si)rings.  "N’irginia. 


34%  using  this.  18%  used  a transverse  in- 
cision. 13.2%  used  either  a vertical  inci- 
sion for  narrow  subcostal  angle,  or  trans- 
verse or  subcostal  incision  when  the  costal 
cage  was  wide.  In  doing  gastrectomy,  the 
upper  left  paramedian  incision  was  used 
most  frequently — 23.3%.  16.4%  used  an 
upper  midline.  14.1%  used  a straight  trans- 
verse incision.  The  remaining  surgeons 
used  curved  transverse,  left  subcostal,  in- 
verted “V”,  and  right  subcostal  incisions. 

Today  I am  presenting  an  upper  ab- 
dominal incision  which  basically  is  the 
abdominal  portion  of  the  thoraco-abdom- 
inal  incision.  This  incision  has  been  used 
by  my  associate,  R.  Arnold  Griswold,  and 
myself  over  a period  of  the  past  five  years. 
We  have  found  its  greatest  use  in  biliary 
surgery.  No  originality  is  claimed  for  this 
incision.  In  reviewing  the  literature,  it 
was  found  that  it  was  first  described  by 
C.  Gale  in  the  Australian  and  New  Zea- 
land Journal  of  Surgery,  Volume  19,  Au- 
gust 1949  in  an  article  entitled  “Approach 
to  the  Upper  Abdomen.”  He  described 
the  incision  and  advocated  its  use  for  the 
surgery  of  the  gallbladder  and  common 
duct.  A somewhat  similar  description  with 
slight  variations,  was  made  by  J.  S.  Car- 
man in  the  Journal  of  International  Col- 
lege of  Surgeons,  Volume  13,  March  1950, 
in  an  article  entitled  “Incisions  for  Ex- 
posure of  the  Gallbladder.”  At  that  time 
he  stated  that  he  was  unable  to  find  a de- 
scription of  a similar  incision  in  the  litera- 
ture. It  would  be  difficult  to  attach  any- 
one’s name  to  the  incision,  because  it  is 
essentially  the  abdominal  portion  of  a 
thoraco-abdominal  incision.  I believe  it 
should  be  named  simply  an  oblique  upper 
abdominal  incision. 

Description  of  Incision 

This  incision  extends  over  the  lower 
costal  cage,  either  on  the  right  or  left 
side,  beginning  about  the  7th  interspace, 
approximately  2-2  Ve  inches  above  the 
lower  costal  margin,  and  extending  in  the 
same  general  direction  as  the  interspace 
across  the  upper  abdomen,  crossing  the 
midline  at  about  1 V2  - 2 inches  above  the 
umbilicus,  and  generally  extending  an 
inch  to  2 inches  beyond  the  midline.  The 
muscles  and  fascia  are  divided  in  line 
with  the  skin  incision.  The  external 
oblique  muscle  is  incised  over  the  lower 
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costal  cage.  The  rectus  muscle  may  be 
divided  transversely  or  obliquely  in  the 
line  of  incision.  The  internal  oblique  and 
transversus  muscles  are  incised  behind 
the  costal  cage,  and  the  transversalis  fas- 
cia and  peritoneum  are  opened  posterior 
to  the  costal  cage  for  a distance  of  approx- 
imately 2 inches.  When  a self-retaining 
retractor  is  placed,  it  will  be  observed  that 
the  opening  becomes  kite  or  diamond 
shaped,  with  the  widest  portion  of  the 
opening  at  the  point  immediately  below 
the  costal  margin.  This  generally  will 
give  the  greatest  exposure  at  the  level  of 
the  infra-hepatic  region,  and  so  therefore 
will  expose  the  gallbladder  and  common 
duct  area.  The  incision  will  make  an  angle 
of  approximately  309^  with  the  transverse 
line  at  the  waist.  It  can  be  enlarged  su- 
periorly by  going  across  costal  cartilages 
and  extending  into  the  7th  interspace  and 
into  the  chest  if  necessary,  dividing  the 
diaphragm  if  one  so  desires.  It  may  also  be 
enlarged  in  several  directions  by  extend- 
ing  the  lateral  extremity,  or  by  extensions 
either  vertically  or  transversely.  When 


Figure  1 

Drawing  showing  the  position  of  the  marked 
out  incision  for  cholecystectomy.  Costal  cage 
and  intercostal  nerves  are  drawn  in  to  show 
relationship  of  the  incision  to  these  structures. 


Figure  2 

Drawing  showing  exposure  after  placing  self- 
retained  retractor.  The  kite-shaped  opening  is 
shown  with  the  widest  exposure  at  the  infra- 
hepatic  region.  It  will  be  noted  that  the  free 
edge  of  the  duodeno-hepatic  ligament,  in  which 
the  common  duct  is  located,  runs  parallel  to 
the  line  of  the  incisional  opening. 


more  room  is  desired  it  is  advisable  to  de- 
vide  both  recti  muscles. 

We  have  found  this  incision  best  adapt- 
able for  cholecystectomy  and  exploration 
of  the  common  bile  duct.  However,  the 
incision  placed  on  the  right  has  been  used 
also  for  pyloroplasties,  procedures  on  the 
first  and  second  portions  of  the  duode- 
num, and  for  resections  of  the  right  half 
of  the  transverse:  Using  the  oblique  in- 
cision on  the  left  side,  we  have  found  it 
satisfactory  for  sub-diaphragmatic  vagot- 
omy, gastroenterostomy,  gastric  resec- 
tion, splenectomy,  colon  resection  involv- 
ing the  left  half  of  the  transverse  colon 
and  splenic  flexure,  and  for  surgery  of  the 
pancreas.  The  advantages  are: 

(1)  It  is  placed  in  line  with  the  nerves 
and  blood  supply  to  the  upper  abdomen. 

(2)  The  widest  exposure  is  at  the  point 
desired — ^that  is,  in  biliary  surgery,  im- 
mediately below  the  costal  cage. 

(3)  It  is  placed  immediately  over  the 
parts  to  be  exposed,  and  generally  no  deep 
or  vigorous  retraction  is  needed. 

(4)  The  exposure  is  not  limited  by  the 
flare  of  the  costal  margin  as  is  the  high 
transverse  incision. 

(5)  There  is  great  ease  of  extension  for 
surgery  to  include  other  upper  abdominal 
viscera,  or  even  to  include  surgery  to  be 
done  in  the  pelvis. 

(6)  Closure  is  firm  and  anatomical. 

(7)  Sutures  are  placed  in  the  fascia  at 
right  angles  to  the  direction  of  the  fibers 
of  the  fascia. 


236 


The  Journal  of  the  Kentucky  State  Medical  Association  [Mar.,  1956 


(8)  The  patient  is  generally  more  com- 
fortable postoperatively,  and  after  a pe- 
riod of  forty-eight  hours  is  almost  free  of 
pain,  with  the  exception  that  there  is  us- 
ually some  discomfort  immediately  over 
the  costal-margin — this  seems  to  be  the 
only  disadvantage  to  the  incision.  Appar- 
ently, as  the  healing  process  proceeds 
there  occurs  an  adherence  between 
the  muscles  and  fascia  anterior  to  the 
costal  cage  and  those  running  pos- 
terior to  the  costal  cage,  preventing  the 
normal  gliding  action  of  these  muscles 
ovmr  and  under  the  lower  edge  of  the  cos- 
tal margin.  We  have  found  that  this  dis- 
comfort disappears  completely  within 
four  to  six  weeks  postoperatively. 

(9)  When  the  incision  is  placed  on  the 
left  side  for  gastric  surgery  it  will  give 
an  adequate  exposure  of  the  two  most 
fixed  points  of  the  stomach — that  is  at 
the  esophagocardial  junction  and  at  the 
pylorus.  The  incision  also  will  run  in  the 
general  direction  of  the  body  of  the  stom- 
ach. 

(10)  On  the  right  side  it  has  been  no- 
ticed that  after  retracting  the  stomach, 
duodenum,  and  abdominal  contents  infe- 
riorly,  and  having  placed  retractors  on  the 
inferior  surface  of  the  liver  the  common 
duct  is  in  a position  which  is  almost  paral- 
lel to  the  line  of  incision.  In  this  position 


the  operator  is  looking  directly  down  up- 
on the  structures  upon  which  he  is  work- 
ing, and  not  trying  to  see  around  a corner. 

Summary 

An  oblique  upper  abdominal  incision 
has  been  described.  It  has  been  found  to 
be  useful  in  doing  surgery  of  any  struc- 
tures in  the  upper  abdomen,  placing  the 
incision  either  to  the  right  or  to  the  left. 
There  are  anatomical  advantages  in  the 
placement  of  this  incision,  and  the  ex- 
posure obtained  is  adequate  and  easy. 
This  incision  has  been  found  to  be  par- 
ticularly useful  in  doing  biliary  surgery, 
but  also  has  usefulness  in  surgery  of  the 
stomach  and  duodenum,  the  transverse, 
hepatic,  and  splenic  flexures  of  the  colon, 
the  spleen,  and  pancreas.  The  advantages 
and  disadvantages  of  the  incision  are  de- 
scribed. 
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The  Use  of  Cortisone  in  Aged  Patients  with 
Acute  Infections 
WILLIAM  A.  BLODGETT.  M.D. 

JAMES  ROBERT  HENDON.  M.D. 
LAWRENCE  T.  MINISH.  JR..  M.D. 
Louisville 


It  is  the  purpose  of  this  report  to  em- 
phasize a sphere  of  clinical  usefulness  of 
adrenocortical  steroid  therapy  which  has 
received  little  attention  to  date — the  treat- 
ment of  overwhelming  infection  in  the 
aged  patient. 

Masking  Potentiality 

From  the  first  introduction  of  ACTH 
and  cortisone  into  clinical  medicine, 
the  dangers  of  their  use  in  bacterial  in- 
fections have  been  emphasized.  Numerous 
cases  of  fatal  intercurrent  and  unsuspect- 
ed infections  occurring  during  the  course 
of  steroid  treatment  of  rheumatoid  arth- 
ritis, disseminated  lupus  erythematosis, 
and  other  diseases  have  been  reported. 


Finland  and  co-workers  demonstrated  the 
dramatic  clinical  response  in  patients  with 
lobar  pneumococcal  pneumonia  treated 
with  ACTH  alone.  They  noted,  however, 
the  persistence  of  positive  blood  and  spu- 
tum cultures,  the  continued  pulmonary 
consolidation,  and  the  absence  of  phagocy- 
tosis of  pneumococci  in  the  sputum.  The 
perforation  of  peptic  ulcer  leading  to  over- 
whelming peritonitis  in  the  presence  of 
minimal  clinical  signs  emphasized  the 
masking  potentiality  of  steroid  therapy 
and  the  apparent  lowering  of  resistance  to 
infection.  Reactivation  of  supposedly  quies- 
cent tuberculous  infection  and  spread  of 
minimal  tuberculous  lesions  during  corti- 
sone and  ACTH  therapy  has  indicated  the 
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need  for  care  in  the  use  of  these  hormones 
when  dealing  with  infection. 

The  paradox  of  clinical  improvement 
while  the  underlying  disease  state  contin- 
ues at  an  unabated  or  even  accelerated 
rate  has  been  the  basis  for  the  concern 
which  has  attended  widespread  use  of 
these  agents  in  a variety  of  disease  states. 

Host  Response  Alteration 

This  paradox  has  led  to  considerable 
speculation  concerning  the  role  of  ACTH 
and  cortisone  in  infectious  diseases  and 
the  immune  mechanism.  Lack  of  antibac- 
terial activity  of  these  hormones  has  in- 
dicated clearly  that  it  is  the  response  of 
the  host  which  is  altered  rather  than  the 
bacterial  organism.  Antibody  response  is 
interfered  with  little,  if  at  all,  indicating 
that  there  is  no  specific  suppression  of 
the  immune  mechanism.  Some  phases  of 
the  hypersensitivity  mechanisms  are  al- 
tered by  ACTH  and  cortisone,  but  not 
with  sufficient  specificity  to  separate  the 
alteration  from  an  effect  on  the  inflam- 
matory process  in  general.  While  the 
mechanism  remains  obscure,  it  is  clear 
that  the  common  denominator  of  the  wide 
variety  of  states  affected  by  ACTH  and 
cortisone  is  inflammation. 

Evidence  of  adrenal  cortical  activation 
as  part  of  the  physiologic  response  to  in- 
fection has  been  obtained  in  studies  on 
patients  at  the  height  of  acute  illness.  It 
is  attractive  to  speculate  that  adrenal 
cortical  failure  plays  a role  in  the  fatal 
termination  of  overwhelming  infections, 
such  as  the  Waterhouse-Friderichsen  syn- 
drome, diphtheria,  and  overwhelming 
toxemia  in  the  aged. 

With  the  realization  that  the  action  of 
ACTH  and  cortisone  in  infectious  diseases 
is  probably  identical  with  their  action  in 
inflammation  produced  by  a variety  of 
chemical  and  physical  agents,  it  has  been 
logical  to  combine  their  use  with  that  of 
antibacterial  agents  in  combating  certain 
infections.  Woodward,  Smadel,  and  others 
have  shown  that  the  combined  use  of 
cortisone  and  chloramphenicol  in  the 
treatment  of  typhoid  fever  decreased 
the  morbidity  of  that  disease  by  several 
days  and  lowered  the  incidence  of  ex- 
pected relapses  materially.  Similarly,  in 
Rocky  Mountain  Spotted  Fever,  tetanus, 
and  meningococcemia,  favorable  responses 
have  been  obtained  in  terms  of  rapid  re- 
duction in  toxicity  while  the  antibiotics 
produced  the  desired  antibacterial  re- 
sponse. 

The  following  case  summaries  indicate 


a particular  group  of  patients  in  which 
this  principle  was  applied  with  gratifying 
results. 

Case  I 

A 76  year  old  female  was  admitted  to 
the  hospital  on  March  2,  1952, with  a four- 
day  history  of  fever  and  progressive  weak- 
ness. For  two  days  prior  to  admission,  she 
had  been  comatose,  with  fixed  gaze,  un- 
able to  respond  and  had  been  diagnosed 
as  having  had  a cerebro-vascular  accident. 
The  findings  of  marked  nuchal  rigidity  and 
a temperature  of  103.8  suggested  the  diag- 
nosis of  meningitis,  and  this  was  confirm- 
ed by  lumbar  puncture,  which  showed  a 
cloudy  spinal  fluid  with  an  initial  cell 
count  of  23,090  leucocytes  per  cu.  mm.  Her 
condition  was  obviously  poor  with  a rapid, 
irregular  pulse,  cyanosis,  basal  rales  in 
the  lungs,  and  skeletal  muscular  twitching. 

Gram  stain  of  the  spinal  fluid  revealed 
an  encapsulated  diplococcus;  but  differ- 
entiation between  pneumococcus,  influ- 
enza, and  Friedlander’s  bacillus  was  im- 
possible on  morphological  grounds.  Mul- 
tiple antibiotic  therapy  was  begun  with 
penicillin-streptomycin  combination  in- 
tramuscularly and  aureomycin-sulfadia- 
zene  therapy  intravenously.  Additional 
supportive  measures  included  oxygen  by 
tent,  digitalization,  and  intravenous  fluids. 

The  first  24-hour  period  was  marked  by 
generalized  convulsions  and  deepening 
coma  with  stertorous  respiration  and  ac- 
cumulating tracheal  secretions.  It  seemed 
impossible  that  she  could  survive  this 
moribund  state,  and  cortisone  was  begun 
with  little  expectation  of  improvement. 
The  initial  dosage  was  100  mgm.  intra- 
muscularly at  six-hour  intervals. 

At  the  end  of  the  next  24-hour  period, 
no  appreciable  improvement  could  be  de- 
tected except  some  decline  in  fever  which 
could  not  be  interpreted  as  improvement 
since  the  blood  pressure  had  fallen  to 
shock  levels,  the  pulse  volume  was  per- 
ceptibly smaller,  urinary  output  decreas- 
ed markedly,  and  a hemolvtic  process  was 
evidenced  by  a falling  red  cell  count  and 
bilirubinuria.  Treatment  was  continued 
as  before,  however;  and  in  the  next  24- 
hour  period,  during  which  time  300  mgm. 
of  cortisone  was  given,  a dramatic  change 
occurred.  The  blood  pressure  returned  to 
normal  levels,  cardiac  output  improved, 
urine  volume  increased,  a blink  reflex 
v/as  noted,  and  a soinal  fluid  examination 
showed  a marked  drop  in  cell  count  to  382 
cells  per  cu.  mm. 

A day  later  she  was  conscious,  reason- 
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ably  coherent,  and  taking  fluids  by  mouth. 
Combined  cortisone  and  antibiotic  therapy 
was  continued  for  10  days,  and  cortisone 
was  then  discontinued  in  a stepwise  fash- 
ion. The  antibacterial  agents  were  con- 
tinued for  an  additional  14  days  because 
of  a severe  iridocyclitis,  continued  nuchal 
rigidity,  and  low-grade  fever.  The  conval- 
escence was  lengthy  and  complicated,  but 
at  the  end  of  four  months,  she  had  re- 
turned to  her  pre-illness  state  without 
neurological  residuals. 

After  much  subculturing  the  offending 
organism  proved  to  be  Klebsiella  pneu- 
moniae. 

Case  II 

A 90  year-old  man  had  been  under  a 
physician’s  care  previously  with  a severe 
weeping  dermatitis  of  the  legs,  for  which 
cortisone  had  been  prescribed  with  excel- 
lent response  two  months  prior  to  hospital 
admission.  Due  to  misinterpreted  orders  he 
had  continued  to  take  12.5  mgm.  of  cor- 
tisone four  times  dailv  for  the  four  weeks 
before  admission,  although  the  original 
dermatitis  had  largely  subsided. 

Twelve  hours  before  admission  the 
svmptoms  of  cough,  dyspnea,  rusty  sputum, 
fever  and  prostration  came  on  very  rapid- 
Iv.  On  admission  he  was  seen  to  be  acute- 
Iv  ill.  and  on  examination  showed  a tem- 
nerature  of  101°,  and  an  area  of  bronchial 
breathing  with  crepitant  rales  over  the 
left  lower  lobe.  The  right  lung  was  clear. 
A bedside  chest  x-ray  confirmed  the  diag- 
nosis of  early  consolidation  of  the  left 
lower  lobe,  and  antibiotic  therapy  was  be- 
ffun  Avith  NEOPENTL  500,000  units  at  12- 
hour  intervals.  That  the  illness  was  an 
overwhelm.ing  one  was  evident  from  his 
state.  Usually  a bright,  alert  individual, 
he  had  changed  in  a few  hours  to  a state 
of  pre-coma  drowsiness  from  which  he 
could  be  aroused  only  with  difficulty.  He 
was  incontinent  and  unable  to  cooperate 
in  any  Avay. 

A specimen  of  sputum  showed  pram 
PositiA'e  diplococci,  which  upon  culture 
proved  to  be  pneumococci.  The  type  was 
not  determined. 

Because  of  the  extreme  toxicitv  and  al- 
so because  of  the  previous  cortisone  ad- 
ministration, it  seemed  logical  to  give 
full-scale  cortisone  therapv  along  with 
the  antibiotic.  A daily  schedule  of  400 
mgm.,  300  mgm.,  and  gradually  decreas- 
ing dosage  on  successive  days  was  begun. 
The  initial  24-hour  period  showed  little 
change  in  his  status,  but  the  second  24 
hours  brought  about  a dramatic  return 


to  his  usual  cheerful,  irascible  state  with 
refusal  of  medications  by  injection,  insis- 
tence on  mobilization,  full  appetite,  and 
deferA^escence. 

Cortisone  administration  was  changed 
to  the  oral  route,  and  dosage  was  rapidly 
decreased  over  a six-day  period  because 
of  a sudden  rise  in  blood  pressure  from 
normal  levels  on  the  fifth  day  of  therapy. 
Physical  and  x-ray  evidence  of  pneumo- 
nitis disappeared  rapidly  and  were  virtual- 
ly cleared  at  the  time  of  discharge  one 
Aveek  after  admission. 

Case  III 

A white  male,  aged  93,  with  a past  his- 
tory of  mild  senile  dementia  was  admitted 
to  the  hospital  in  a comatose  state.  He  had 
had  a cold  and  cough  for  three  days,  and 
had  been  unconscious  for  about  15  hours 
before  admission. 

Rectal  temperature  was  102°  F.,  pulse, 
110,  blood  pressure,  100/60.  He  was  a frail 
individual  with  definite  cyanosis.  Evi- 
dences of  pneumonia  were  present  in  both 
lung  bases. 

He  was  placed  in  an  oxygen  tent.  Peni- 
cillin 100,000  U every  four  hours  and  cor- 
tisone, 100  mgm.  every  eight  hours  were 
gi\^en  intramuscularly.  Dextrose  in  Ring- 
er’s solution  was  given  subcutaneously, 
and  he  was  digitalized. 

Nine  hours  after  institution  of  these 
measures,  he  was  fully  conscious,  sitting 
up  in  bed,  saying  he  felt  “fine,”  and  taking 
food  and  fluids  by  mouth. 

Twenty-four  hours  after  admission,  he 
was  rather  confused  and  a bit  difficult  to 
manage.  He  took  soft  foods  well  and  was 
allowed  to  be  out  of  bed  for  commode 
priAuleges.  Cyanosis  had  cleared.  Ausculta- 
tion of  the  chest  revealed  no  change  from 
the  first  examination.  It  was  not  possible 
to  gain  his  co-operation  for  chest  x-ray 
or  sputum  examination.  Cortisone  dosage 
was  reduced  to  50  mgm.  every  eight  hours. 

During  the  next  few  days  signs  of  con- 
solidation in  the  lungs  cleared,  cough  be- 
came more  productive  and  fever  declin- 
ed. He  became  more  confused  and  dis- 
oriented. Morphine  sulfate  in  eight  mgm. 
doses  was  required  a few  times  to  obtain 
quiet.  Oxygen  therapy  was  discontinued, 
and  cortisone  dosage  was  reduced  to  50 
mgm.,  later  25  mgm.,  every  12  hours.  On 
the  seventh  hospital  day  cortisone  was  dis- 
continued; penicillin  therapy  was  con- 
tinued. 

On  the  twelfth  day  his  lungs  sounded 
relatively  clear.  A chest  film  made  that 
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day  showed  evidence  of  pneumonic  con- 
solidation in  the  left  lung.  His  tempera- 
ture was  normal.  Though  still  confused, 
his  mental  state  had  cleared  considerably, 
and  he  was  tractable. 

Convalescence  was  complicated  b y 
symptoms  of  prostatism.  On  the  twenty- 
third  hospital  day,  after  preparation  with 
100  mgm.  cortisone  intramuscularly  every 
eight  hours  and  blood,  transurethral  pros- 
tatectomy was  done.  Cortisone  was  dis- 
continued 36  hours  following  surgery.  On 
the  night  following  the  prostatectomy  he 
fell  out  of  bed,  but  sustained  no  severe  in- 
juries. His  further  hospital  course  wgs 
uncomplicated,  and  he  was  discharged  to 
a nursing  home  37  days  after  admission. 

Case  IV 

A 91-year-old  female  with  mild  diabetes 
and  senile  mental  changes  was  admitted 
to  the  hospital  with  pneumonia  involving 
the  base  of  the  right  lung.  Her  tempera- 
ture was  101  °F.  Erythrocytes  numbered 
2.5  million,  hemoglobin  6.5  gms,  leuko- 
cytes, 21,400,  neutrophils,  807(.  She  was 
semi-conscious  on  admission. 

She  received  cortisone  100  mgm.  every 
eight  hours,  intramuscularly,  and  penicil- 
lin 100,000  units  intramuscularly  every 
four  hours.  Ten  hours  later  she  was 
drowsy,  but  not  somnolent,  and  was  as  co- 
operative and  rational  as  before  her  ill- 
ness. Clinitest  gave  a yellow  reaction; 
blood  sugar  was  382  mgm.  per  100  cc. 
Regular  insulin  was  given  as  indicated  by 
the  clinitest  performed  every  four  hours. 
She  received  500  cc  blood  and  took  a free 
soft  diet.  She  climbed  out  of  bed  during 
her  nurse’s  absence  and  was  found  walk- 
ing about  the  room,  declaring  she  felt 
“fine.” 

Examination  of  the  chest  48  hours  after 
admission  revealed  evidences  of  clearing 
of  the  pneumonic  process,  and  cortisone 
and  penicillin  dosage  were  reduced.  On  the 
third  hospital  day  fever  ascended  to  102°, 
and  cortisone  and  penicillin  dosage  were 
again  increased. 

Convalescence,  from  a physical  stand- 
point, -progressed  smoothly  thereafter. 
Penicillin  and  cortisone  were  gradually 
withdrawn,  ACTH  being  given  before  fi- 
nal discontinuance  of  cortisone.  Follow- 
ing cortisone  withdrawal,  glycosuria  dis- 
appeared; and  insulin  was  not  required. 

During  cortisone  therapy  she  was  quite 
demented  and  combative,  requiring  mor- 
phine sulfate  (8  mgm)  at  times  to  induce 
quiet. 


She  v</as  discharged,  ambulatory,  to  her 
home  on  the  twelfth  hospital  day. 

Discussion 

Several  features  of  these  cases  deserve 
comment,  not  the  least  of  which  is  the  fact 
that  all  patients  survived  what  appeared 
at  the  onset  to  be  terminal  illnesses. 
Whether  antibiotics  alone  would  have  ef- 
fected recovery  in  any  of  them  seemed 
doubtful  when  compared  with  similar 
previous  experiences  in  aged  patients. 
The  uniform  response  with  defervescence, 
clearing  of  sensorium  to  the  pre-illness 
state,  rapid  gain  in  appetite,  strength  and 
well  being  was  dramatic  and  could  only 
be  interpreted  in  the  light  of  a remarkable 
suppression  of  all  evidences  of  toxicity. 

It  is  interesting  to  note  that  in  Case  IV 
a reduction  in  uosage  of  cortisone  and 
penicillin  was  promptly  lollowed  by  a re- 
lapse in  fever  which  was  again  suppressed 
by  resuming  the  previous  schedules. 

All  patients  had  evidence  of  arterioscle- 
rotic cardiovascular  disease,  but  in  none 
did  the  usual  doses  of  cortisone  jeopardize 
the  welfare  of  the  patient  m any  way. 

The  onset  of  an  overwhelming  infection 
in  the  nonagenarian  who  was  taking 
small  doses  of  cortisone  illustrated  the 
necessity  of  control  of  patients  on  steroid 
therapy.  A dose  of  12.5  mgm.  four  times 
daily  was  obviously  inadequate  to  conceal 
the  infection,  and,  conceivably,  may  have 
contributed  to  its  activation. 

Patient  HI,  a mild  diabetic,  was  readily 
controlled  with  small  amounts  of  insulin 
and  required  none  when  cortisone  was 
stopped.  If  diabetes  mellitus  were  consid- 
ered an  absolute  contraindication  to  cor- 
tisone therapy,  this  patient  would  have 
been  denied  its  usefulness.  Obviously,  dia- 
betes does  not  constitute  contraindication 
to  cortisone  therapy  in  such  a case. 

Summary  and  Conclusions! 

1.  Four  cases  of  severe  acute  infections 
in  aged  persons  are  discussed. 

2.  The  combined  use  of  antibiotic  and 
adrenal  steroid  therapy  in  these  cases  ef- 
fected recovery  when  a fatal  outcome 
was  expected. 

3.  The  exhibition  of  cortisone  or  ACTH 
alone  in  the  presence  of  infection  is  a 
dangerous  procedure;  the  use  of  these 
hormones  in  conjunction  with  effective 
antibiotics  may  be  life  saving. 
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Eye  Injuries* 
MERRILL  J.  REEH.  M.  D. 
Portland,  Oregon 


Many  of  the  injuries  resulting  from 
automobile  and  airplane  accidents,  and 
an  ever  expanding  industry  involve  the 
eyes.  They  vary  from  minor  to  extensive 
wounds  which  may  be  associated  with 
multiple  injuries  of  the  face  and  head. 
Much  of  the  future  success  depends  upon 
the  effectiveness  of  the  original  treatment 
which  is  administered.  The  physician  must 
determine  the  nature  and  severity  of  the 
injuries,  and  then  decide  whether  his  abil- 
ity and  facilities  warrant  attempting  treat- 
ment beyond  that  of  first-aid. 

Orbit 

The  orbit  acts  as  a bony  cavity  for  the 
eyeball,  permitting  free  movement,  un- 
obstructed passage  of  vessels  and  nerves, 
and  affording  maximum  protection.  Seven 
bones  (1)  take  part  in  the  formation  of 
the  orbit.  The  zygomatic  (malar)  bone 
forms  a large  part  of  the  floor  and  lateral 
wall  of  the  orbit. 

Fractures  of  the  zygomatic  bone  and 
zygomatic  arch  are  next  in  frequency  to 
fractures  of  the  nasal  bones.  (2)  Frac- 
tures may  also  involve  other  portions  of 
the  orbit,  being  at  times  associated  with 
fractures  of  other  facial  bones,  the  para- 
nasal sinuses  and  the  skull. 

When  patients  are  encountered  who 
have  suffered  multiple  injuries  and  are  in 
desperate  need  of  care,  the  physician  is 
often  compelled  to  give  life-saving  treat- 
ment and  limit  his  examination  to  a rapid 
appraisal  of  the  injuries.  Immediate  in- 
spection of  the  face  and  eyes  will  often 
be  of  value.  The  lids  should  be  gently 
opened  to  permit  a thorough  inspection  of 
the  eyes  when  the  patient  is  unable  to  do 
so  voluntarily.  Gentle  palpation  of  the 
orbital  rims  and  the  cheeks  will  often  sug- 
gest a fracture  with  dislocation  of  the 
zygomatic  bone.  Information  obtained  in 
this  manner  aids  in  making  more  accurate 
requests  for  x-ray  studies.  A thorough  x- 
ray  study  should  always  be  made  if  there 
is  any  suggestion  of  fracture  of  the  facial 
bones.  If  inspection  reveals  the  presence 
of  ecchymosis  of  the  eyelids  and  conjunc- 
tiva, it  is  well  to  consider  the  differentia- 
tion between  a simple  “black  eye”  and  a 
fracture  of  the  orbit  with  or  without  ex- 
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tension  into  the  skull.  Walsh  (3)  states 
that  when  the  extravasations  of  blood  are 
associated  with  fracture,  the  blood  comes 
from  the  torn  dura  and  bone  and  does  not 
usually  become  visible  for  several  hours 
or  even  for  days  after  the  injury.  In  many 
instances  the  lower  lid  contains  more  blood 
than  the  upper  and  often  there  is  a “but- 
terfly” distribution  of  the  blood  staining. 
The  hemorrhage  appears  to  be  purplish  in 
color.  It  also  appears  to  be  under  the  con- 
junctiva. The  ecchymosis  of  the  lids  tends 
to  be  limited  by  the  orbital  margins.  It  is 
well  to  bear  in  mind  that  occasionally 
fractures  of  the  orbital  bone  with  hemor- 
rhage will  involve  the  optic  nerve  sheath 
producing  partial  or  complete  loss  of  vis- 
ion. In  case  of  head  injury  the  pupils 
should  be  observed  immediately  and  at 
intervals  thereafter.  Changes  in  size, 
shape,  or  reaction  may  indicate  injury  to 
the  eyes,  visual  pathways  or  brain. 

Exophthalmos  and  fixation  of  the  globe 
in  case  of  orbital  injury  suggest  the 
presence  of  hemorrhage,  a foreign  body, 
or  both. 

Fractures  of  the  zygomatic  bone  and 
other  orbital  bones,  should  be  reduced 
immediately  or  as  soon  as  the  patient’s 
condition  will  permit.  Marked  edema  of 
the- face  and  the  pressing  demands  of  in- 
juries elsewhere  may  cause  the  physician 
to  overlook  a marked  fracture-dislocation 
of  the  zygomatic  bone.  It  is  most  unfor- 
tunate that  late  repairs  of  this  disability 
are  often  quite  unsatisfactoi'y  to  the  pa- 
tient. 


Lids 

The  lids  are  designed  to  moisten  and 
protect  the  eyes.  Failure  on  their  part 
may  prove  disastrous  within  a short 
period  of  time.  In  general  the  lids  may  be 
considered  to  consist  of  two  principal 
layers,  the  outer  and  the  inner  layers. 
The  outer  layer  is  composed  of  the  skin 
and  orbicularis  muscle  and  the  inner  lay- 
er, the  tarsal  plates  and  adherent  conjunc- 
tiva supported  by  the  medial  and  lateral 
palpebral  ligaments.  The  inner  layer  can 
be  thought  of  as  the  skeleton  of  the  lid. 
The  two  layers  can  be  separated  surgical- 
ly at  the  white  line  which  appears  on  the 
margin.  (Fig.  1)  (4) 

Lacerations  of  the  lids  may  be  superfi- 
cial or  deep.  They  may  or  may  not  involve 
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Fig.  1 The  lids  are  composed  of  two  principal 
layers.  The  ouler  poriion,  skin,  and  orbicularis 
muscle,  and  the  inner  portion,  tarsus  and  con- 
junctiva suspended  by  palpebral  ligaments.  (4) 


the  margin  of  the  lid.  Deep  lacerations  of- 
ten involve  the  orbital  septum,  levator 
palpebrae,  superior  oblique  tendon,  and 
even  the  eyeball  itself.  It  is  imperative 
that  the  physician  determine  the  nature 
of  the  wound  and  above  all  the  structures 
which  require  repair.  To  close  only  the 
skin  and  leave  a levator  muscle  unattach- 
ed or  an  eyeball  wound  unrepaired,  is  a 
most  unfortunate  oversight.  iTie  levator 
palpebrae  can  usually  be  identified  and 
sutured  into  position  when  the  laceration 
is  fresh,  thus  preventing  future  ptosis,  but 
a wound  which  has  healed  often  presents 
an  impossible  barrier  to  adequate  identi- 
fication of  the  muscle  and  correction  of  the 
ptosis.  The  lid  wound  may  also  involve  the 
tear  duct  (canaliculus),  especially  the 
lower  one,  which  is  the  major  source  of 
drainage  of  tears  into  the  nose.  (Fig.  2) 
This  should  be  recognized  and  the  duct  re- 
paired immediately.  Early  repair  offers 
a reasonable  chance  of  success,  whereas 
late  repair  usually  results  in  failure. 


Fig.  2 Laceration  of  the  lower  lid  with  involve- 
menl'  of  the  lower  tear  duct.  (Courtesy  Lt.  Col. 
John  Edwards,  U S Army,  MC) 


Lacerated  wounds  of  the  lids  involving 
the  margin  may  demonstrate  horizontal 
or  vertical  tensions.  Failure  to  correct 
vertical  tension  may  result  in  a deformity 
in  which  the  lids  fail  to  close.  Extensive 
wounds  of  the  lids  in  which  tissues  have 
been  avulsed,  often  manifest  vertical  ten- 
sion after  repair.  Intermarginal  adhesions 
V'hich  are  permitted  to  remain  until  the 
contraction  has  subsided  will  usually  pre- 
vent this  deformity.  Uncorrected  horizon- 
tal tension  will  result  in  the  formation  of 
a notch.  A notch  is  not  only  unsightly  but 
may  result  in  exposure  of  the  cornea. 
(Figs.  3 and  4) 


Fig.  3 Deep  lid  laceration  with  resulting  ver- 
tical tension. 


Fig.  4 Complete  laceration  of  lid  with  horizon- 
tal tension.  Wound  was  closed  improperly, 
horizontal  tension  was  uncontrolled  resulting 
in  separation  and  formation  of  a notch  con- 
taining granulation  tissue. 


Lacerations  of  the  lids  involving  the 
margin  should  be  closed  layer  by  layer 
after  a carefully  placed  marginal  suture 
has  been  inserted.  (Figs.  5 and  6).  If  the 
repair  of  these  wounds  requires  more 
than  a simple  closure  it  is  wise  to  obtain 
specialized  assistance  at  once. 
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Fig.  5 Vertical  laceration  of  entire  lid  with 
horizontal  tension.  Perforating  wound  of  globe 
with  retained  metallic  foreign  body  compli- 
cated this  wound. 


Fig.  6 Closure  of  complete  laceration  of  up- 
per lid.  Marginal  suture  inserted,  followed  by 
closure  of  the  two  principal  layers  of  the  lid 
with  interrupted  sutures. 


In  case  of  lacerations  of  the  lids,  pre- 
operative care  is  highly  important.  The 
wound  should  be  meticulously  cleaned  re- 
moving all  foreign  matter  and  debris. 
Soap  and  water,  saline  and  hydrogen 
peroxide  may  be  used.  It  may  be  necessary 
to  remove  gross  foreign  matter  and  de- 
bris mechanically.  Hemorrhage  should  be 
controlled.  The  possibility  of  tetanus 
should  not  be  overlooked  especially  if 
the  wounds  are  deep  or  badly  contaminat- 
ed. In  the  case  of  small  wounds,  1500  units 
of  antitetanic  serum  may  be  sufficient. 
Larger  wounds  will  require  3,000  units  or 
more,  to  a total  of  6,000  to  10,000  units 
given  in  3,000  unit  weekly  doses.  Tetanus 
toxoid  may  be  administered  when  appli- 
cable. 

There  are  certain  surgical  principles 
which  should  be  considered  in  the  repair 
of  lid  lacerations.  All  lid  tissues  must  be 
handled  with  extreme  gentleness.  De- 


bridement must  be  sparing,  removing  on- 
ly devitalized  or  necrotic  tissue.  The  lids 
have  an  excellent  blood  supply,  thus  per- 
mitting many  severely  injured  tissues  to 
survive.  Ocular  tissues  are  limited;  sacri- 
fice them  wisely.  In  case  of  avulsion  or  se- 
vere lacerations  of  the  lid  corneal  expo- 
sure must  be  prevented.  The  remaining 
iid  or  a skin  flap  may  be  sutured  to  the 
opposite  lid  for  protection  until  repair 
can  be  made.  The  wound  should  have 
smooth  edges  which  are  vertical  to  per- 
mit accurate  closure.  The  tissues  must  be 
free  so  that  the  wound  can  be  closed  with- 
out tension.  Delicate  lid  tissues  undergo 
necrosis  and  separate  before  healing  is 
firm  if  undue  tension  exists. 

Closure  of  lid  wounds  should  be  layer 
by  layer,  that  is  the  two  principal  layers 
of  the  lid,  restoring  the  anatomy  to  its  orig- 
inal state.  Hemostasis  should  be  complete 
since  clots  interfere  with  good  healing 
and  often  lead  to  excessive  scar  forma- 
tion. It  is  well  to  use  fine  suture  material, 
preferably  No.  000000  silk.  Tension  may 
oe  prevented  by  closure  of  subcutaneous 
structures  with  fine  catgut  prior  to  inser- 
tion of  skin  sutures.  A simple  skin  suture 
m which  the  needle  is  passed  through  the 
skin  into  the  apex  of  the  wound  and 
brought  out  and  then  passed  into  the  apex 
and  up  through  the  skin  of  the  opposite 
side,  making  the  maximum  tension  on  the 
corium  is  considered  ideal  for  closure  of 
the  skin  in  lid  and  face  wounds.  Skin  su- 
tures should  not  be  tied  too  tightly.  As  a 
genei’al  rule  skin  sutures  are  removed  in 
live  days.  When  silk  sutures  are  used  in 
the  tarsus  they  should  not  be  removed  for 
seven  or  10  days  because  this  firm  con- 
nective tissue  heals  slowly.  Prompt,  gen- 
tle, aseptic  closure  of  lid  wounds  will  do 
much  to  prevent  infection.  Antibiotics 
may  be  used  when  deemed  necessary. 

Globe 

Injuries  of  the  globe  are  either  perforat- 
ing or  non-perforating.  The  pathologic 
changes  are  due  to  the  injury  itself  or  the 
complications  which  may  follow.  Non-per- 
forating injuries  of  the  globe  are  fre- 
quently encountered  and  usually  are 
minor  in  nature.  The  contusion,  however, 
occasionally  produces  severe  ocular  in- 
juries. 

Foreign  Body 

Loose  foreign  bodies  or  those  imbedded 
in  the  cornea  cause  immediate  symptoms. 
A careful  examination  should  be  made, 
using  good  light  and  magnification  af- 
forded by  the  loupe.  The  upper  lid  should 
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be  turned  and  a careful  search  should  be 
made  for  presence  of  foreign  bodies.  Im- 
bedded foreign  bodies  located  in  the  cor- 
nea can  usually  be  discovered  in  good 
light  with  magnification  produced  by  the 
loupe.  On  rare  occasion,  a tiny  imb^ded 
corneal  foreign  body  requires  study  with 
the  biomicroscope  and  slit  lamp.  Removal 
of  an  imbedded  foreign  body  requires 
good  light,  magnification,  a proper  instru- 
ment, preferably  a golf  stick  spud,  and 
adequate  local  anesthesia.  I prefer  OPH- 
THAINE  .5^a  or  TETRACAINE  .5%  mak- 
ing two  instillations  prior  to  surgery. 
When  the  foreign  body  is  removed,  one 
should  support  one’s  hand  on  the  forehead 
or  cheek  so  that  the  touch  can  be  light 
and  properly  controlled.  The  foreign  body 
should  be  lifted  from  its  bed  and  not  scrap- 
ed away  causing  considerable  injury  to 
the  epithelium  and  stroma.  If  rust  is 
present,  it  can  be  removed  by  gentle  scrap- 
ing of  the  margins  of  the  foreign  body 
crater.  If  the  rust  does  not  come  away 
readily  an  attempt  on  the  following  day 
will  usually  prove  successful.  After  the 
foreign  body  is  removed,  it  is  rarely  neces- 
sary to  instill  atropine  or  scopolamine. 
Ointments  should  not  be  instilled  into  the 
eye  following’  the  removal  of  a foreign 
body.  ISOPTO-CETAMIDE,  sodium  sul- 
facetamide or  GANTRISIN  may  be  instill- 
ed into  the  eye  prior  to  the  application  of 
a dressing.  A firm  dressing  should  always 
be  employed.  The  eye  should  be  dressed 
until  the  wound  is  covered  with  epithe- 
lium. Medication  should  be  made  available 
to  the  patient  to  prevent  pain  following 
the  removal  of  the  foreign  body.  If  this  is 
not  done  the  patient  may  believe  that  the 
foreign  body  has  not  been  removed. 

Because  of  the  possible  claims  which 
may  be  made  at  a later  date,  it  is  advisable 
that  a careful  history  be  obtained  and  re- 
corded. The  visual  acuity  should  be  re- 
corded. Careful  examination  should  be 
made  of  both  eyes  to  determine  the  pres- 
ence of  disability  due  to  previous  disease 
or  injury.  Unfortunately,  many  claims  are 
difficult  or  impossible  to  evaluate  because 
of  the  absence  or  inadequacy  of  records 
pertaining  to  the  original  injury.  (5) 

Abrasion 

Corneal  abrasions  are  commonly  en- 
countered. The  patient  immediately  offers 
the  history  of  having  been  struck  in  the 
eye  by  an  object.  After  a careful  search  is 
made  to  rule  out  the  presence  of  a loose 
or  imbedded  foreign  body,  it  is  well  to 
stain  the  cornea  with  fluorescein.  This 
will  produce  a green  stain  wherever  the 


epithelium  has  been  detached.  Because  of 
the  possibility  of  contamination  of  fluores- 
cein with  pseudomonas  aeruginosa  (pyo- 
cyaneous)  it  is  best  to  use  solutions  which 
are  prepared  commercially.  One  or  two 
drops  of  local  anesthesia  are  used  prior 
to  the  application  of  the  dressing.  The  pa- 
tient should  be  given  adequate  medica- 
tion to  control  pain.  The  dressing  should 
be  maintained  until  the  epithelium  has 
healed  to  prevent  immediate  or  late  com- 
plications. Under  no  circumstances  should 
a local  anesthetic  be  prescribed  to  the  pa- 
tient. Improper  use  of  these  drugs  by  the 
uninformed  patient  may  prove  disastrous. 

Burns 

The  eye  may  be  burned  by  fire,  hot 
liquids,  chemicals,  or  actinic  rays.  First 
aid  treatment  is  extremely  important. 
The  pain  should  be  controlled  if  it  is  se- 
vere. All  debris  should  be  removed  by  ir- 
rigation. McLaughlin  (6)  advises  irriga- 
tion at  the  scene  of  the  accident  and  later 
in  the  office.  He  does  not  recommend  the 
use  of  alkalis  or  weak  acids  and  states 
that  at  times  they  may  prove  to  be  harm- 
ful. In  case  of  alkali  bums,  the  eye  should 
be  irrigated  for  15  to  20  minutes.  All  vis- 
ible particles  of  alkali  should  be  removed 
immediately.  After  adequate  irrigation  of 
the  eye  fluorescein  should  be  instilled  to 
determine  the  extent  of  the  burn.  A my- 
driatic (atropine  or  scopolamine)  should 
be  instilled  and  a dressing  applied.  Alkali 
burns  which  show  definite  stain  with 
fluorescein  indicate  destruction  of  tissue 
and,  if  possible,  should  be  referred  to  an 
ophthalmologist.  They  tend  to  be  more  se- 
vere than  their  original  appearance  indi- 
cates because  of  the  delayed  activity  of 
alkali.  There  is  often  a sloughing  of  the 
cornea  and  conjunctiva  with  subsequent 
scarring  and  the  formation  of  symblepha- 
ron. 

Experimental  studies  showed  several 
forms  of  calsulfhydryl  (hydrosulphasol) 
in  treatment  of  acid  burns  of  the  cornea 
to  be  of  no  benefit  and  in  alkali  burns  of 
the  cornea  to  have  a deleterious  effect.  (7) 

Actinic  burns  (welder’s  flash)  are  usu- 
ally painful  but  seldom  result  in  perma- 
nent damage.  One  should  examine  the  eye 
carefully  for  the  presence  of  a foreign 
body  despite  the  insistence  of  the  patient 
that  he  has  suffered  only  a “welder’s 
burn.”  Local  anesthetic  should  be  instill- 
ed and  adequate  medication  dispensed  for 
the  control  of  pain.  Do  not  dispense  a lo- 
cal anesthetic  or  condone  the  use  of  this 
OH  the  part  of  the  patient. 
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Contusion 

The  pathologic  changes  resulting  from 
a contusion  depend  upon  the  force  of  the 
blow  and  the  ability  of  the  structures  to 
withstand  it  without  tearing.  All  ocular 
tissues  are  subject  to  injury  by  contusion. 
(Fig.  7).  When  one  considers  the  extent 
and  the  variability  of  the  injuries  which 
may  result  from  a contusion,  it  is  quite 
evident  why  a careful  examination  should 
be  made  and  adequate  treatment  adminis- 
tered. All  eyes  which  have  been  injured 
by  contusion  should  be  carefully  examin- 
ed at  the  completion  of  treatment.  Hyphe- 
mia (hemorrhage  into  the  anterior  cham- 
ber) will  be  encountered  frequently.  (Fig. 
8)  It  may  consist  of  a small  amount  of 
blood  in  the  aqueous  or  the  presence  of  a 
huge  black  clot.  If  the  hemorrhage  is 
small,  it  will  usually  absorb  rapidly.  The 
patient  should  be  compelled  to  remain 
quiet  for  three  to  five  days  to  avoid  the 
development  of  continued  hemorrhage  and 
secondary  glaucoma,  which  if  inadequate- 
ly controlled,  may  lead  to  the  destruction 
of  an  otherwise  useful  eye. 

Perforating  Injuries 

All  perforating  injuries  of  the  globe  are 
serious  emergencies.  They  require  imme- 
diate specialized  surgical'  care.  A wound 
into  the  eye  with  prolapse  of  intraocular 
contents  constitutes  an  emergency  similar 
to  that  of  an  abdominal  wound  with  a pro- 
lapse of  intestine.  Every  hour  is  precious, 
the  longer  one  delays  surgical  repair,  the 
greater  the  hazard  to  the  eye.  (5)  Oint- 
ments should  not  be  instilled  into  the  eye. 
A light  gauze  dressing  should  be  applied. 
The  patient  should  be  given  adequate 
medication  for  pain.  Antibiotic  medication 
is  frequently  indicated.  If  there  is  any 
need  for  protecting  the  globe  a cardboard 
or  metal  shield  can  be  placed  over  the 
dressing. 

A careful  history  should  be  obtained.  In 
case  of  the  pounding  of  steel  on  steel,  or 
injury  by  explosion  or  gunshot,  one 
should  be  highly  suspicious  of  a foreign 
body  within  the  eye.  (Fig.  9)  Usually 
the  wound  of  entrance  is  visible  and  ob- 
vious. However,  there  is  always  the  possi- 
bility of  a small  metal  foreign  body  en- 
tering the  eye  through  the  sclera'  and 
leaving  an  almost  imperceptible  wound  of 
entrance.  If  there  is  any  possibility  of  an 
intraocular  foreign  body  an  x-ray'  should 
be  made.  If  a foreign  body  is  found,  ac- 
curate localization  should  be  made  and 
immediate  attempt  at  removal  carried 
out.  (Fig.  10.) 


Lacerations  of  the  cornea  and  sclera 
must  be  repaired  immediately  with  fine 


Fig.  7 Contusion  resulting  in  iris  being  torn 
away  from  the  ciliary  body  producing  irreg- 
ular, partially  fixed  pupil.  (Courtesy  of  Lt.  Col. 
John  Edwards,  U S Army) 


Fig.  8 Contusion  from  land  mine  resulting  in 
hyphemia.  (Courtesy  of  Lt.  Col.  John  Edwards, 
U S Army) 


Fig.  9 Perforation  wound  with  retained  me- 
tallic foreign  body  resulting  from  pounding 
hammer  on  steel  shaft.  Small  perforation 
through  cornea  and  lens  into  vitreous  chamber. 
F.  B.  removed  with  magnet  and  cataract  ex- 
tracted at  later  date. 
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suture  material.  Closure  with  a conjuncti- 
val flap  alone  is  no  longer  acceptable  This 
improvement  in  ophthalmic  surgery  has 
resulted  in  the  retention  of  many  useful 
nyes.  (Fig.  11) 

Sympathetic  ophthalmia  is  always  a 
possibility  in  case  of  perforating  wound 
of  the  globe.  It  is  one  of  the  tragedies  fear- 
ed by  every  eye  physician.  It  occurs  more 
often  in  younger  individuals,  appearing 
between  one  and  three  months  after  the 
injury.  The  incidence  of  sympathetic 
ophthalmia  can  be  reduced  by  immediate 
surgical  closure  of  wounds  and  adequate 


Fig.  10  Perforating  wound  wilh  retained  me- 
tallic foreign  body  resulting  from  fragment  of 
high  explosive  shell.  Hyphemia  present  with 
prolapse  of  iris  and  lens  capsule.  (Courtesy  Lt. 
Col.  John  Edwards.  U'  S Army) 


Fig.  11  Perforating  wound  of  cornea,  closed 
only  with  conjunctival  flap.  Resulted  in  fail- 
ure to  heal  and  loss  of  the  eye. 


after  care,  proper  handling  of  intraocular 
foreign  bodies,  and  the  immediate  enuclea- 
tion of  hopelessly  injured  eyes.  Cortisone 
and  ACTH  have  aided  in  the  treatment  of 
this  disease.  Despite  the  availability  of 
these  drugs  for  treatment,  it  is  best  that 
sympathetic  ophthalmia  be  prevented. 

Summary 

1.  Fractures  of  bones  of  the  orbit,  es- 
pecially the  zygomatic  bone,  are  frequent- 
ly encountered.  The  presence  of  a fracture 
should  be  determined  immediately  and 
the  reduction  made  without  delay  in  or- 
der to  prevent  serious  deformity  of  the 
face  and/or  ocular  disability. 

2.  Lid  wounds  may  be  superficial  or 
deep  and  may  involve  numerous  struc- 
tures. The  nature  of  the  wound  and  the 
structures  involved  must  be  determined 
before  treatment  is  instituted.  Repair 
should  not  be  started  unless  it  can  be  car- 
ried out  properly.  The  basic  principles 
covering  the  care  of  lid  wounds  should  be 
employed.  The  physician  must  not  over- 
look a perforation  of  the  globe  when  treat- 
ing a lid  wound. 

3.  Wounds  of  the  globe  are  either  per- 
forating or  non-perforating.  The  patholog- 
ic changes  are  the  result  of  the  injury  it- 
self or  the  complications  which  may  fol- 
low. 

4.  Non-perforating  injuries  are  usually 
minor  in  nature;  however,  there  may  be 
notable  exceptions,  as  some  burns  and 
contusions. 

5.  All  perforating  injuries  of  the  globe 
are  serious  emergencies  and  require  im- 
mediate surgical  care. 
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The  Case  For  Social  Medicine* 
PETER  L.  SCARDINO,  M.  D. 
Savannah,  Georgia 


If  I understand  correctly  the  invitation 
which  brought  me  here,  I am  expected  to 
bring  to  your  attention  some  of  the  social 
problems  which  confront  the  medical  pro- 
fession and  perhaps,  with  humility,  offer 
possible  measures  to  overcome  these  dif- 
ficulties. If  we  were  to  view  the  history 
of  American  medicine  of  this  century  as  a 
circle,  then  the  circle  might,  for  the  sake 
of  clarity,  be  divided  into  three  segments. 
Beginning  with  the  year  1900  and  extend- 
ing to  about  1935  we  will  label  this  120  de- 
gree sector  of  the  circle  the  Golden  or 
Halcyon  period.  The  second  segment  of 
our  “Public  "Relations”  circle,  1935-1950, 
we  will  call  the  Scientific  sector.  And  the 
last  120  degrees,  from  1950  into  the  future, 
we  shall  call  the  Olympian  or  Heroic  sec- 
tor. How  we  shall  attain  this  final  goal  is 
the  purpose  of  this  paper. 

Organized  American  medicine  has  ex- 
perienced a metamorphosis  during  the 
past  50  years.  At  the  turn  of  the  century 
no  one  in  the  community  enjoyed  greater 
prestige  than  the  family  physician.  While 
he  had  serious  problems,  getting  along 
with  his  fellow  citizens  was  not  one  of 
them.  He  had  been  among  the  first  citi- 
zens since  the  signing  of  the  Declaration 
of  Independence.  For  on  this  historical 
document  appear  the  names  of  six  physi- 
cians among  the  59  patriots.  Now,  having 
established  that  the  physician  of  the  first 
quarter  of  this  centurv  and  before  enjoy- 
ed the  best  of  good  public  relations,  let  us 
proceed  to  the  next  sector  of  the  circle. 

Scientific  Medicine 

In  1935  chemotherapy  as  we  know  it 
was  introduced.  This  date  has  been  arbi- 
trarily selected  as  the  pivotal  point  of  sci- 
entific medicine.  Following  the  Flexnor 
report  in  1915  the  medical  schools  of 
America  embarked  upon  a program  of  im- 
provement which  is  still  continuing.  No 
one  can  question  the  results  brought  about 
by  this  change  in  American  medical  edu- 
cation providing  one  limits  the  search  to 
scientific  accomplishments. 

There  resulted  from  this  headlong 
plunge  into  greater  scientific  development 
and  improved  medical  education  a pro- 
duct which  the  medical  schools  persisted 


*PrcscntPfl  at  the  .4nmial  Mpplins;  of  flip  Keiitiipkv  .State 
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in  labeling  Doctor  of  Medicine,  but  this 
was  certainly  not  the  horse  and  buggy 
graduate  of  the  earlier  schools.  Better 
trained,  yes!  But  better  educated?  We 
shall  see.  The  1935-1952  graduate  was 
equipped  to  cure  the  ills  of  his  patients  in 
a manner  never  dreamed  of  by  his  prede- 
cessors but  what  the  price  would  be  of  this 
purely  scientific  program,  few  could  pre- 
dict. There  were  of  course  those  giants  of 
medicine,  Osier,  Welsch  and  others  who 
warned  of  the  potential  evils  of  training 
men  to  treat  patients  as  if  they  were  mice; 
diseases  were  treated,  not  individual  peo- 
ple. Medicine  gained  a foot  but  lost  a yard, 
if  one  were  to  take  into  account  the  prob- 
lems produced.  And  this  loss  was  cumu- 
lative as  we  passed  the  17  years  of  1935- 
1952.  Our  well-trained  scientists,  lead  by 
even  better  trained  professors,  continued 
to  devise  even  greater  means  of  curing  pa- 
tients of  mental  and  physical  illnesses. 
Did  we  not  have  justifiable  cause  to  be 
pleased  with  ourselves  and  our  scientific 
advances?  Indeed  we  did.  Each  year, 
throughout  the  country,  we  were  con- 
tributing in  no  small  measure  to  the  de- 
crease of  infant  mortality.  In  a few  years 
we  had  added  almost  a decade  to  the  life 
span  of  every  American — even  with  the 
destructiveness  of  the  automobile.  But 
what  had  we  not  done.  As  we  cured  peo- 
ple with  our  scientific  coolness  we  lost 
warm  friends.  How  could  this  be?  We  sav- 
ed more  babies,  we  rescued  more  mothers, 
we  prolonged  the  lives  of  so  many;  yet 
bv  1949  we  had  fallen  so  far  in  the  hearts 
of  our  countrymen  that  an  expert  hired 
by  the  AMA  to  survey  the  public  relations 
of  American  doctors  concluded  that  they 
were  bad,  and  he  resigned  with  the  state- 
ment that  unfortunately  the  policies  of 
American  doctors  were  more  closely  iden- 
tified with  their  economic  interest  than 
with  the  patient’s  welfare.  Such  a charge 
could  not  have  been  made  prior  to  1935. 
No  one  would  have  dared  to  publish  such 
heretical  ideas.  The  American  public  and 
the  American  doctors  had  been  identified 
as  one,  but  in  the  past  20  years  they  have 
found  themselves  worlds  apart. 

Change  from  Halcyon  Days 

Because  of  the  good  public  relations 
which  existed  from  1900-1935  we  called 
this  the  Halcyon  sector  of  the  circle.  The 
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second  segment,  1935-1952  we  shall  call 
the  Scientific  sector.  In  the  Halcyon  days 
we  reveled  in  the  practice  of  medicine  as 
it  was  then  known.  We  gave  ourselves  and 
our  time  because  our  knowledge  was  limit- 
ed. In  turn  we  were  revered,  idolized,  en- 
shrined, worshipped  and  loved.  As  we  ad- 
vanced into  the  second  sector,  these  ten- 
der words  somehow  failed  to  apply  to  us. 
We  substituted  training  for  education; 
long  life  for  a full  life;  penicillin  for  pray- 
er; and  in  so  doing  lost  what  both  the  pa- 
tient and  the  doctor  of  the  previous  age 
treasured  most:  the  warmth  of  a human 
relationship  based  on  need  and  service 
and  essential  kindness;  the  satisfaction 
of  carrying  out  the  Biblical  command  to 
visit  the  sick  and  comfort  the  afflicted. 

As  a result  of  the  cost  of  our  training 
programs  in  time  and  money  we  sacrificed 
the  humanities  for  the  sciences;  Hume  for 
Halsted;  the  classics  for  Cushing.  Where 
did  the  new  leadership  take  us?  By  1952 
and  perhaps  earlier,  we  found  ourselves 
so  specialized  and  so  well-trained  that  we 
wondered  if  there  was  actually  anything 
scientific  we  could  not  do.  Cures  for  can- 
cer, polio,  and  TB  were  heralded  as  being 
just  over  the  horizon.  We  had  become  so 
good  as  specialists  that  we  decided  we 
would  remove  the  last  vestige  of  the 
Halcyon  days  and  make  pure  scientists  of 
all  doctors.  The  general  practitioner  was 
encouraged  to  become  a specialist  in  “gen- 
eral practitionering”  and  he  is  probably 
the  only  doctor  in  the  country  with  a first- 
class  patient  relationship.  At  last  every- 
one was  encouraged  to  become  a cool 
specialist.  Now  we  find  ourselves  one  great 
group  of  over  200,000  precision-trained, 
full-torque,  poorly-educated  but  superbly 
trained  scientists.  We  can  cure  in  five 
hours  what  it  took  ten  days  for  the  physi- 
cian of  the  Halcyon  period  to  cure.  Does 
all  this  add  up  to  an  indictment,  a criti- 
cism, a fault,  or  a derogatory  evaluation 
of  our  scientific  advancement?  Not  at  all. 
It  is  a statement  of  how  things  seem  to  me. 
It  would  be  foolish  indeed  to  belittle  the 
great  contributions  of  the  years  just  pass- 
ed. I would  not  change  or  suggest  a single 
deviation  from  the  progress  made.  Pre- 
sumptuous indeed  would  be  the  man  who 
would  challenge  the  wisdom  of  those  who 
set  us  on  this  path.  The  profession  should 
be  justly  proud  of  its  scientific  achieve- 
ments and  its  most  avid  critics  find  no 
fault  with  these  accomplishments.  But 
medicine’s  preoccupation  with  science  has 
left  it  exposed  to  the  criticism  that  it  has 
not  kept  pace  with  the  vicissitudes  of  the 
social  order.  How  can  medicine  be  inte- 


grated with  social  technology?  How  can 
we  regain  the  prestige  of  the  Golden, 
Halcyon  period  and  yet  retain  the  sweep- 
ing advances  of  the  scientific  era?  What  a 
magnificent  period  we  will  enjoy  when 
we  enter  that  third  sector  of  the  circle 
which  should  be  a blend  of  the  first  two. 
And  I believe  I see  on  the  horizon  forces 
already  at  work  which  will  be  the  catalyst 
to  fuse  the  old  and  the  new  into  the  future 
Olympian  period.  The  beginning  of  the 
fusion  and  transmigration  is  in  the  local, 
state  and  national  societies.  Your  own 
oluegrass  state  of  Kentucky  is  in  the  fore- 
iront  of  this  movement.  Witness  this  very 
meeting  which  has  brought  so  many  of 
you  from  your  daily  labors  to  learn  of  this 
Renaissance.  You  have  unselfishly  added 
to  your  already  overburdened  careers  a 
new  responsibility.  This  meeting  is  a re- 
flection of  the  advance  into  the  third  sec- 
tor of  medical  progress  in  this  country. 
During  the  time  which  it  will  take  to  com- 
plete the  circle,  which  I think  will  be  less 
than  25  years,  we  will  approach  the 
Halcyon  period  with  the  type  of  medical 
practice  previously  unknown.  By  substi- 
tuting modern  concepts  of  community  liv- 
ing, civic  consciousness,  and  citizen  re- 
sponsibility for  the  attributes  of  our  medi- 
cal forebears,  we  can  meet  the  challenge 
of  the  change  in  social  philosophy.  These 
changes  have  exerted  an  enormous  effect 
upon  the  medical  profession  and  the  pub- 
lic’s attitude  toward  this  profession.  Once 
we  have  found  the  secret  of  combining 
these  modern  social  concepts  with  the  sci- 
entific advances  we  will  have  entered  up- 
on a phase  of  American  medicine  which 
will  be  a source  of  pride  to  future  genera- 
tions. We  cannot  retrogress.  We  cannot 
recapture  the  type  of  relationship  which 
once  existed  between  the  horse  and  buggy 
doctor  and  his  public.  We  must  accept 
what  we  are  and  what  we  have.  Modern 
medicine  is  a spectacular  asset  which  we 
must  apply  to  our  problems,  overcoming 
the  obstacles. 

Ways  to  the  Olympian  Period 

What  are  the  methods  which  we  shall 
employ  to  attain  this  goal?  Successful 
measures  have  been  undertaken  by  many 
county  medical  societies.  At  the  grass  roots 
the  stage  for  regaining  our  good  public  re- 
lationship has  begun.  Thousands  have  at- 
tended free  public  Medical  Forums  with 
which  you  are  familiar  and  even  more 
thousands  listen  to  similar  programs 
broadcast  via  radio  and  television.  But 
the  demand  for  community  participation 
by  the  physician  is  always  present;  the 


248 


The  Journal  of  the  Kentucky  State  Medical  Association  [Mar.,  1956 


Community  Chest,  the  Chamber  of  Com- 
merce, Red  Cross,  Church  activities  and 
public  health  campaigns  are  a few.  Regu- 
lar newspaper  health  stories  and  lectures 
in  the  schools  of  our  communities  have 
elicited  a favorable  response.  All  of  these 
are  actually  responsibilities  which  we  as- 
sume when  the  Hippocratic  Oath  is  taken. 
The  care  of  the  indigent  and  attendance 
at  Free  Clinics  are  all  parts  of  a physi- 
cian’s responsibility.  These  are  obligations 
which  he  assumes  and  performs  as  a part 
of  his  duty  as  a member  of  this  age-old 
profession.  The  intelligent  functioning  of 
the  county  medical  society  helps  to  hold  in 
check  the  headstrong  revolutionary;  but 
grievance  committees,  emergency  call 
service  and  effective  public  relations 
committees  apparently  fail  to  take  us  far 
enough  into  the  third  sector  in  this  March 
of  Medicine. 

We  have  gained  in  areas  of  house  clean- 
ing. Euthanasia,  unnecessary  abortions 
and  unnecessary  surgery  have  come  un- 
der the  careful  scrutiny  of  newly  appoint- 
ed committees.  Much  prestige  is  gained 
when  the  leaders  of  our  communities  hear 
that  we  are  policing  ourselves.  In  Savan- 
rah  we  have  just  been  through  a most 
disagreeable  ordeal.  A fellow  physician 
brought  suit  against  14  of  the  leading 
medical  men  of  our  city.  When  they  had 
made  it  impossible  for  him  to  operate  in 
the  last  hospital  in  which  he  had  privi- 
leges, he  publicly  accused  his  colleagues 
of  conspiracy.  In  his  seven  million  dollar 
suit,  5 weeks  of  protracted  insults  were 
leveled  against  14  men  of  integrity. 
Throngs  of  Savannah  citizens  attended 
the  trial.  More  newspaper  space  than  any 
event  since  Oglethorpe  climbed  the  bluff 
for  the  first  time  was  devoted  to  this  bit- 
ter experience.  I mention  this  trial  not  so 
much  because  the  honest  physicians  won 
over  their  adversary  or  because  justice 
triumphed,  but  because  out  of  the  agony 
and  torment  and  the  expose  of  the  per- 
sonal lives  of  the  defendents  came  a heal- 
thy response  on  the  part  of  the  Savannah 
Public.  These  14  men  took  it  upon  them- 
selves independently  and  without  the  as- 
sistance of  any  organized  medical  group 
to  remove  from  our  community  a colleague 
who  they  knew  was  engaged  in  unethical 
practices.  Knowing  full  well  that  they 
themselves  would  be  subjected  to  all  the 
insults  of  a clever  attorney,  they  made  it 
impossible  for  the  culprit  to  perform  sur- 
gery in  the  only  hospital  in  which  he  had 
privileges.  He  in  turn  sued  these  honor- 
able men  for  seven  million  dollars— 
claiming  they  had  conspired  against  him. 


If  any  award  were  possible  or  national 
recognition  given,  these  men  whose  good 
names  were  in  jeopardy  and  whose  ex- 
penses were  over  $25,000  should  receive 
the  personal  thanks  of  every  physician  in 
America.  This  was  a great  effort  but  we 
can  expect  no  less  from  members  of  this 
great  profession.  It  is  this  type  of  courage- 
ous action  which  the  public  understands 
and  which  it  expects  from  the  medical 
community. 

Public  Duty 

The  practice  of  medicine  is  a public 
duty.  Medicine  cannot  escape  being  social 
m.edicine.  The  doctor  has  always  been 
■‘clothed  with  a public  interest;”  “He  has 
been  licensed  for  centuries” — he  has  never 
been  allowed  to  refuse  his  services  or 
plead  caveat  emptor.  The  doctors’  only 
sacred  relationship — like  the  priests’,  the 
teachers’,  and  the  lawyers’ — is  to  his  pro- 
fession; and  what  makes  a profession  a 
profession  is  that  it  professes  something, 
namely,  the  obligation  of  its  practice.  The 
doctors’  profession  obligates  him  to  heal 
the  sick,  at  any  cost,  at  all  cost,  or  at  none, 
though  the  heavens  fall,  the  landlord 
evicts,  the  shoe  store  replevins  and  the 
Kentucky  Gas  Company  shuts  off  the  fuel. 

But  it  is  not  only  these  things  of  which 
the  third  sector  of  the  circle  must  consist. 
It  is  rather  that  we  as  physicians  advocate 
something  positive — medical  action. 
Should  we  not  act  at  this  time,  we  shall 
find  ourselves  the  victims  of  our  own  iner- 
tia, for  as  Edmund  Burke  said,  “All  that 
IS  necessary  for  the  triumph  of  evil  is  for 
good  men  to  do  nothing.”  I fear  that  for 
too  long,  we  did  nothing  to  meet  the  chal- 
lenge of  the  economists  who  accused  us 
of  so  many  wrong  doings.  We  have  always 
found  ourselves  fighting  a rear-guard  ac- 
tion— always  against — ^opposing;  perhaps 
a bit  antagonistic.  First  we  opposed  group 
practice;  then  group  insurance;  and  at  one 
time  I am  informed  that  any  type  of  pre- 
paid insurance  was  anathema  to  private 
practice.  In  spite  of  the  honest  efforts  of 
many  brilliant  medical  economists  and  at- 
torneys we  have  been  losing  the  battle. 
Currently  we  find  ourselves  opposed  to 
the  reinsurance  plan  suggested  by  the 
present  Washington  administration.  Of 
course  we  cannot  subscribe  to  every  pro- 
posal of  bureaucrats  nor  should  we  fail  to 
support  decisions  of  our  national  medical 
leaders.  But  what  I do  suggest  is  that  the 
intelligent  leaders  of  our  national  and  lo- 
cal medical  organizations  formulate  a 
plan  which  can  be  understood  by  all  and 
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immediately  effective.  Instead  of  chasing 
down  the  street  to  catch  the  bandwagon 
just  before  it  lumbers  out  of  sight,  I 
should  like  to  see  the  doctors  of  this  coun- 
try build  the  biggest  brightest  bandwagon 
ever  made,  complete  with  steam  calliope, 
and  put  it  into  immediate  service. 

Conclusion 

When  I began  to  gather  material  for  this 
talk,  I had  in  mind  roughly  what  I want- 
ed to  say.  But  in  looking  over  magazines, 
books  and  newspapers  and  trying  to  get 
my  perspectives  straight  from  the  lay- 
man’s viewpoint,  I came  to  an  unexpected 
conclusion.  The  Brooking’s  Institute 
states  that  four  per  cent  of  the  average 
person’s  budget  is  spent  on  medical  ex- 


penses. I had  to  accept  the  fact  that  some 
patients  literally  cannot  afford  to  get  well. 
The  judgement  was  forced  on  me  that  the 
patient’s  medical  expenses  are  the  es- 
sence of  the  fractured  public  relations 
picture  we  see  today.  Since  I am  not  an 
economist  I will  not  impose  my  ideas  on 
you.  I rather  expect  we  shall  hear  later 
the  solutions  to  these  economic  problems. 
The  spokesman  for  American  medicine 
in  this  day  and  age  is  organized  medicine 
and  it  is  to  this  group,  both  on  a local  and 
national  level,  that  the  public  looks  for 
leadership  and  guidance.  We  cannot,  we 
dare  not  fail  them,  for  we  are  responsible 
for  helping  them  with  this  problem  just 
as  we  are  responsible  for  helping  them 
with  their  gall  bladders  and  their  cancers. 


Oral  Surgery  Cases  of  Inieresi  to  the  Physician* 

FRANK  B.  ROWER.  D.D.S.** 

Louisville 


As  a member  of  the  dental  profession 
who  has  enjoyed  a harmonious  working 
relationship  with  so  many  members  of 
the  medical  protession,  I am  convinced 
there  is  a definite  place  for  the  Oral  Sur- 
geon as  a part  of  the  total  health  team. 

We  as  dentists  have  been  trained  in  a 
field  that  has  held  little  interest  to  the 
physician.  In  fact,  no  school  of  medicine 
provides  a course  of  study  in  pathology 
or  surgery  of  the  oral  cavity.  On  the 
other  hand,  the  student  of  dentistry  is 
provided  the  same  courses  in  the  basic 
^ sciences  as  is  the  student  of  medicine, 
the . same  opportunities  are  available  for 
advanced  training  through  well  organized 
and  approved  internships  and  residencies 
in  most  of  the  larger  medical  centers  in 
this  country  and  Canada.  Virtually  every 
large  hospital  has  an  oral  surgeon  as  a 
member  of  the  surgical  staff. 

The  oral  surgeon  through  his  years  of 
training  and  his  work  in  the  oral  cavity 
possesses  a unique  skill  and  ability  to 
carry  out  surgical  procedures  in  the 
mouth.  Dentistry  has  historically  pioneer- 
ed in  this  field. 

Most  orthopedic  surgeons  refer  all  jaw 
fractures  to  the  oral  surgeon.  This  is  due 
to  a realization  that  dentists  possess  a 
specialized  knowledge  of  occlusion  and 
normal  jaw  function.  Also  a higher  per- 
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centage  of  mandibular  and  maxillary  frac- 
tures may  be  successfully  handled  by  the 
oral  surgeon  using  intra-oral  rather  than 
extra-oral  operations,  thereby  reducing 
the  incidence  of  incisions  about  the  face 
and  resultant  scarring. 

The  dental  profession  also  has  a knowl- 
edge of  prosthetic  appliances  adaptable 
to  this  specialized  field.  Naturally  a bet- 
ter result  may  be  expected  than  from  one 
whose  interest  and  training  has  been  in  a 
broader  field. 

Today,  oral  surgeons  are  being  called 
upon  to  advise  and  co-operate  in  the  diag- 
nosis and  surgical  treatment  of  malignan- 
cies of  the  mouth.  Certainly  in  these  cases 
there  should  be  a co-operative  approach 
by  both  professions.  Illustrative  case  re- 
ports in  support  of  this  thesis  will  follow. 

Case  Report  I 

1 would  like  to  present  a case  of  a man 
47  years  of  age  who  had  been  operated  on 
for  a small  carcinoma  of  the  soft  tissues 
of  the  mandible. 

Following  the  operation,  he  was  irradi- 
ated with  deep  x-ray.  An  unerupted  molar 
and  a root  fragment  remained  in  the  jaw 
and  a severe  radiation  necrosis  resulted. 
There  were  many  months  of  severe  and 
constant  pain  from  the  necrosis.  Unlike 
necrosis  from  infection  this  takes  many 
months  to  sequestrate. 

I do  not  believe  that  radiation  therapy 
should  ever  be  used  in  bones  where  teeth 
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Hydrochloride 
Tetracycline  HCl  Lederle 


widely  prescribed  because  of  these  important  advantages: 

1)  rapid  diffusion  and  penetration 

2)  prompt  control  of  infection 

3)  negligible  side  effects 

1)  true  broad-spectrum  activity  (proved  effective 
against  a wide  variety  of  infections  caused  by 
Gram-positive  and  Gram-negative  bacteria,  rick- 
ettsiae,  and  certain  viruses  and  protozoa) 

5)  every  gram  produced  in  Lederle’s  own  labora- 
tories under  rigid  quality  control,  and  offered 
only  under  the  Lederle  label 

5)  a complete  line  of  dosage  forms 

lederle  laboratories  division  americax  Cfonamij  coMPAxr  PEARL  RIVER,  NEW  YORK 
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A p plication 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT 

1956  Annual  Meeting  Kentucky  State  Medical  Association 

Columbia  Auditorium  Louisville.Xentucky  September  18,  19.  20 

Fill  Out  and  M..il  to: 

EVERETT  L.  PIRKEY,  M.  D..  Chairman 

Committee  on  Scientific  Exhibits 
Louisville  General  Hospital, 

Louisville  2,  Kentucky 

(Applications  for  space  should  be  received 
before  July  1,  1956) 

Dimensions  and  structure  of  K.S.M.A.  Scientific 
booth  are  shown  in  accompanying  illustration 

1.  Title  of  Exhibit: 

2.  Description  or  nature  of  exhibit:  (Attach  brief  description  to  this  blank). 

r.  Will  you  require  shelf  space? ■ 

4.  Give  approximate  amount  of  wall  space  needed.  (Included  in  total  space  is  two 

side  walls  of  two  feet  in  length) 

5.  Name  of  institution  co-operating  in  the  exhibit  (if  desired) 

6.  Name  of  exhibitor: 

(Street  & No.)  (City) 


The  Kenlucky  State  Medical  Association  will  provide  without  cost  to  the  ex- 
hibitor the  following:  Exhibit  space,  shelves,  sign  for  booth,  current,  bracket  lights, 
provided  all  items  are  approved  in  advance  by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual 
exhibitor  as  well  as  costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying 
directly  to  Jos.  T.  Griffin  Company,  704  West  Main  Street,  Louisville  2.  who  supply 
equipment  for  the  annual  K.S.M.A.  meeting. 
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are  present.  In  all  cases,  pre-operative  x- 
rays  should  be  made  and  all  teeth  and 
roots  in  the  area  of  radiation  should  be 
removed  before  therapy  is  begun. 

Salivary  Gland  Calculi  and  Bone  Cysts 

Through  a comparatively  recent  tech- 
nique, it  is  possible  for  the  dentist  or  oral 
surgeon,  whose  equipment  is  better  suit- 
ed, to  show  calculi  or  stones  in  the  sub- 
maxillary and  parotid  glands  as  well  as 
the  ducts.  Many  of  these  can  be  diagnos- 
ed and  eradicated  before  more  serious 
conditions  result. 

In  all  cases  in  which  there  is  a prolong- 
ed enlargement  in  these  areas,  a complete 
x-ray  examination  is  indicated.  In  any 
swelling  or  enlargement  in  the  maxillary 
or  mandibular  bones,  naturally  a tooth  is 
suspected  of  being  abscessed. 

It  is  not  wise  to  depend  upon  a brief  his- 
tory and  clinical  examination.  Too  fre- 
quently there  may  be  a bony  cyst  with 
marked  destruction  of  the  osseous  struc- 
ture. Occasionally  adamantinomas  are 
found. 

Case  Report  2 

A sixteen  year  old  boy  presented  with 
acute  pain  and  swelling  in  the  angle  of 
his  left  mandible.  His  history  was  nega- 
tive except  that  he  had  noticed  a peculiar 
sensation  in  the  left  mental  area  of  his 
mandible  for  six  months  and  a gradual 
enlargement  in  the  buccal  plate  of  his 
mandible.  Radiographic  examination  re- 
vealed a large  follicular  cyst  extending 
from  the  mental  foramen  posteriorly  to 
the  ascending  ramus  and  from  the  crest 
of  the  alveolar  ridge  to  the  inferior  border 
of  the  mandible.  The  fluid  pressure  from 
the  cyst  had  displaced  the  undeveloped 
third  molar  bud  to  within  one  or  two 
millimeters  of  a complete  pathological 
fracture. 

Due  to  the  hazards  involved  in  attempt- 
ing surgical  enucleation,  it  was  deemed 
advisable  to  use  a modified  Partsch  oper- 
ation. An  opening  was  made  into  the  cys- 
tic cavity  sufficiently  large  to  permit 
placing  an  acrylic  tube.  This  was  wired  to 
a tooth  to  afford  anchorage.  As  soon  as 
this  fluid  pressure  was  relieved,  the  bone 
began  to  regenerate  and  the  tooth  bud 
moved  up  to  normal  position  for  eruption. 

The  patient  went  away  to  college  and 
did  not  return  for  a periodic  check  up  un- 
til four  years  later.  Radiographic  exami- 
nation revealed  a recurrence  of  the  cyst 
but  with  much  less  destruction  of  bone. 
The  two  teeth  in  the  area  were  removed 


and  the  cystic  membrane  enucleated.  Six 
months  later  radiographs  revealed  a com- 
plete healing  and  regeneration  of  bone. 

Case  Report  3 

This  patient,  four  months  pregnant, 
gave  a history  of  extreme  nausea,  pain 
and  trismus  in  her  right  mandible.  Clini- 
cal examination  revealed  a partially  erupt- 
ed lower  third  molar  without  evidence  of 
localized  pain  or  soreness.  Radiographic 
examination  showed  deposits  of  many 
calculae  in  the  area  posteriorly  and  lin- 
gually  to  the  third  molar. 

Several  prominent  physicians  and  oral 
surgeons  were  consulted  as  to  a possible 
diagnosis.  The  patient  was  referred  to 
two  outstanding  men  in  another  city.  The 
result  was  a thorough  clinical  and  x-ray 
study  but  no  diagnosis— only  a request 
that  the  patient  return  in  six  months  for 
further  examination. 

Later,  in  conversation  with  a group  of 
doctors,  this  experience  was  related.  One 
of  the  group,  an  eye,  ear  and  throat  sur- 
geon asked  who  the  patient  was.  Upon  be- 
ing told,  he  related  the  fact  that  about  a 
year  previously  he  had  removed  this  pa- 
tient’s tonsils  without  incident  but  fol- 
lowing the  tonsillectomy  he  removed  a 
small  out-cropping  of  soft  tissue  posterior- 
ly to  the  third  molar  and  experienced 
marked  difficulty  in  controlling  the  hem- 
orrhage. Examination  of  this  tissue  reveal- 
ed a hemangioma.  Further  consultation 
with  radiologists  suggested  the  possibility 
that  the  lesion  was  a calcifying  heman- 
gioma and  the  areas  of  density  shown 
were  phleboliths.  Reports  of  this  condi- 
tion are  very  rare  in  medical  and  dental 
literature. 

Systemic  Conditions 

There  are  numerous  systemic  condi- 
tions, especially  those  of  a debilitating 
nature  in  which  symptoms  appear  early 
in  the  oral  cavity.  There  are  often  marked 
changes  in  the  color  and  appearance  of 
the  mucous  membranes.  There  may  be 
gum  hyperplasia,  gingivitis,  bleeding  and 
color  variations.  These  conditions  are  es- 
pecially true  in  the  blood  dyscrasias. 

It  is  not  uncommon  to  find  a patient  with 
one  of  the  anemias.  They  are  usually 
characterized  by  very  pale  mucous  mem- 
branes and  in  some  cases  intermittent 
bleeding. 

The  purpuras  are  also  seen  by  the  den- 
tist. These  patients,  usually  children, 
show  areas  that  appear  to  be  bruised  and 
may  bleed  rather  profusely  at  times. 
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Hyperplasia  of  the  gingivae  is  an  early 
symptom  in  monocytic  leukemia  and  oc- 
casionally in  other  types.  Bleeding  of  the 
gums  is  also  a common  symptom.  Too  of- 
ten dentists  extract  teeth  in  undiagnosed 
cases  of  leukemia  and  discover  difficulty 
in  the  control  of  hemorrhage.  Most  of 
these  cases  bleed  intermittently  for  sev- 
eral days  to  two  or  three  weeks. 

In  all  suspected  cases,  a complete  blood 
examination  should  be  made.  When  this 
examination  is  made,  it  should  include 
bleeding  and  clotting  time,  platelet  count 
and  prothrombin  percentage  and  activity. 

There  are  many  patients  with  circula- 
tory diseases  today  who  are  taking 
Dicoumarol  and  other  anti-coagulants 
which  affect  the  prothrombin  activity 
and  produce  severe  bleeding  following 
the  extraction  of  teeth  or  other  minor 
surgical  procedures. 

Any  patient  taking  anti-coagulants 
should  be  advhsed  of  the  possible  compli- 
cations. Usually  the  prothrombin  will  re- 
turn to  normal  activity  within  seven  to 
ten  days  after  the  administration  of  the 
drug  is  stopped. 

Also,  among  the  hemorrhagic  disorders 
seen  are  those  of  an  acquired  nature  at 
times  associated  with  liver  disease.  These 
may  show  purpura  in  the  hands,  face  or 
mouth.  Bleeding  of  the  gums  in  these 
cases  is  usually  due  to  prothrombin  de- 
ficiency. 

Any  patient  with  a history  or  symptoms 
of  blood  discrasia  should  have  a thorough 
physical  examination  by  the  physician,  in- 
cluding careful  blood  studies. 

English  workers  have  shown  that  even 
the  hemophiliac  may  show  a normal 
bleeding  and  clotting  time.  If  the  exami- 


nation is  limited  to  this  procedure  alone, 
the  evidence  is  not  sufficient  to  deter- 
mine the  patient’s  ability  to  form  a normal 
clot. 

Case  Report  4 

Within  recent  weeks  a man  of  69  came 
to  my  office  for  the  removal  of  five  teeth. 
He  gave  a history  of  having  had  a tooth 
extracted  three  months  previously,  fol- 
lowed by  intermittent  bleeding  for  six 
days.  I was  advised  by  his  physician  that 
he  had  been  under  treatment  and  that  his 
bleeding  and  clotting  times  were  within 
normal  limits. 

Following  the  removal  of  two  of  the 
five  teeth,  the  patient  was  again  unable 
to  form  normal  clots.  This  bleeding  was 
intermittent  for  eleven  days.  A more 
complete  blood  study  revealed  the  follow- 
ing: Prothrombin  activity  32.5  per  cent; 
prothrombin  time  18  seconds;  platelet 
count  of  63,300.  The  patient  was  referred 
to  a hematologist.  The  resultant  diagnosis 
was  lymphatic  leukemia. 

No  physical  examination  is  complete 
unless  it  includes  the  oral  cavity.  Not  only 
may  a neoplasm  be  observed  but  frequent- 
ly there  will  be  found  such  predisposing 
factors  of  malignancy  as  leukoplakia  and 
fractured  or  carious  teeth.  It  is  an  appal- 
ling fact  that  so  many  of  our  people  neg- 
lect hygiene  of  the  mouth  and  carry 
chronic  infections  for  years  because  of 
ignorance,  fear  and  indifference.  The  gen- 
eral h-ealth  of  these  people  could  be  vast- 
ly improved  and  perhaps  their  lives  pro- 
longed if  they  were  educated  by  their  fam- 
ily physician  and  dentist  to  the  import- 
ance of  mouth  health  in  the  maintenance 
of  a sound  body. 
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A Method  of  Treatment  of  Alcoholism  and  the  Results* 

WILLIAM  B.  TERHUNE.  M.  D.*** 

New  Canaan,  Connecticut 


Alcohol  addiction  is  a serious  medical 
problem;  it  kills  thousands  and  cripples 
millions.  The  consumption  of  alcohol  in 
the  United  States  has  increased  thirty  per 
cent  in  the  past  ten  years  and  more  than 
a 'billion  dollars  each  year  is  spent  on  it. 
There  are  65,000,000  who  drink  regular- 
ly**, of  which  figure  4,000,000  are  now 
problem  drinkers.  There  are  in  this  coun- 
try 15,000,000  potentially  abnormal  drink- 
ers. 

Alcoholics  suffer  from  a disease  as 
malignant  as  cancer,  since  it  destroys  body 
and  spirit.  Physicians  mince  no  words 
diagnosing  a malignant  growth,  and  pa- 
tients lose  no  time  in  having  it  treated. 
Since  alcoholism  is  malignant,  it  is  every 
doctor’s  ethical  responsibility  to  tell  the 
patient  who  drinks  abnormally:  “You  are 
an  alcoholic,  in  need  of  adequate,  imme- 
diate, and  drastic  treatment.  Furthermore, 
it  will  never  be  safe  for  you  to  use  alcohol 
in  any  form.” 

The  alcohol ’c  may  question  this  diag- 
nosis and  seek  consultation,  hoping  for  an 
answer  more  to  his  liking.  Medical  ethics 
demand  that  all  physicians  support  this 
diagnosis  and  recommendation,  without 
equivocation.  They  should  remember  how 
deceitfully  persuasive  alcoholics  are.  The 
patient  must  not  be  allowed  another  leg 
of  equivocation  to  stand  on;  he  is  already 
a nsychological  centipede.  Give  the  alco- 
holic an  inch  of  evasion,  and  he  takes  all. 
Often  when  a doctor  says,  “You  are  not 
really  an  alcoholic,”  he  has  not  investigat- 
ed carefully,  does  not  know  what  an  alco- 
holic is,  or  prefers  not  to  make  an  enemy. 
The  factual  attitude  on  the  part  of  the 
medical  profession  is  essential  to  securing 
and  maintaining  successful  treatment. 

We  doctors  know  that  the  drinking  al- 
coholic is  a danger  to  himself,  his  family, 
and  his  associates;  that  he  lies,  is  deceit- 
ful, and  is  often  immoral,  irresponsible, 
and  unethical.  He  induces  family  and 
friends  to  lower  their  moral  standards  by 
their  lying  to  conceal  his  alcoholism  to 
protect  him  from  censure.  As  a result  of 
excessive  drinking,  he  often  becomes  a 
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tyrant,  whom  practically  everyone  fears. 
Family,  friends,  sometimes  even  physi- 
cians listen  to  his  lies  and  act  as  if  they 
believed  him.  Their  protection  gives  him 
freedom  to  continue  his  indulgence  in  al- 
cohol— and  keeps  him  from  recognizing 
his  problem.  The  alcoholic,  being  unre- 
liable and  untrustworthy,  is  a poor  part- 
ner in  any  enterprise,  including  marriage. 
Due  to  accidents  while  drinking,  alcohol- 
ics injure  and  kill  thousands  yearly;  but 
more  important,  they  daily  injure  and 
destroy  the  spirits  of  their  associates. 

Who  is  this  alcoholic? 

Is  he  a psychopath?  Rarely — though 
psychopaths  may  drink  abnormally. 

Is  he  a homosexual?  Occasionally — but 
m.ost  homosexuals  do  not  drink  excessive- 
ly, and  our  psychological  studies  show 
that  the  majority  of  alcoholics  are  not 
homosexual. 

By  definition,  an  alcoholic  is  a person 
who  is  abnormally  affected  by  alcohol, 
has  come  to  depend  upon  it,  and  has  at- 
tempted unsuccessfully  to  leave  it  alone. 
For  the  social  drinker  alcohol  is  an  occa- 
sional pleasurable  accompaniment  to  life; 
for  the  addict  alcohol  is  a necessity  which 
takes  the  place  of  life.  In  general  most  al- 
coholics were  fundamentally  normal  peo- 
ple like  ourselves  who  have  acquired  neu- 
rotic tendencies  with  severe  disturbances 
of  personality  and  serious  emotional  mal- 
adiustments.  Most  of  them  are  psychoneu- 
rotics who  utilize  alcohol  to  obtain  relief 
from  discomfort,  boredom,  anxiety,  frus- 
trations, tension,  or  routine  unhappiness. 

Most  psychoneurotics  have  weak  emo- 
tional “roots.”  Their  emotions  are  distinct- 
Iv  on  the  surface  with  no  emotional  depth. 
They  fail  to  relate  well  to  others.  While 
they  may  experience  many  surface  emo- 
tional squalls,  they  have  little  lasting 
sense  of  deep  emotional  deprivation.  This 
characteristic  is  very  noticeable  in  alco- 
holics. They  have  a lot  of  feeling,  largely 
on  the  surface,  with  little  or  no  depth. 
They  are  basically  lonely  people.  No  alco- 
holic or  other  psychoneurotic  is  cured  un- 
til he  learns  to  feel  deeply — to  love  sincere- 
ly- 

Alcoholism  is  a progressive  disease. 
The  individual  indulges  in  moderate  so- 
cial drinking;  then  as  the  result  of  igno- 
rance, carelessness,  and  inability  to  meet 
the  to-be-expected  failures  and  crises  of 
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living,  the  individual  becomes  habituat- 
ed to  the  anesthetic  action  of  alcohol. 
Usually  there  is  a consistent  progression 
from  social  drinking  to  alcoholism.  In 
youth  one  drinks  socially  to  overcome  self- 
consciousness,  provide  a sense  of  adven- 
ture, give  false  courage  and  anesthetize 
self-criticism;  under  conditions  of  emo- 
tional strain,  it  becomes  an  habituation 
which  develops  into  alcoholism.  One  dan- 
ger of  alcoholism,  like  cancer,  is  late  diag- 
nosis. The  first  symptom  is  “careless  drink- 
ing.” The  second  is  “drinking  to  feel  bet- 
ter.” To  avoid  the  possibility  of  contract- 
ing this  disease,  it  is  a good  rule  to  “never 
take  a drink  if  you  need  it.” 

The  Silver  Hill  group  does  not  treat  al- 
coholism per  se  but  limits  practice  to  the 
intensive  study  and  treatment  of  the  psy- 
choneuroses. If  the  psychoneurotic  patient 
is  also  alcoholic,  treatment  is  not  necessar- 
ily withheld.  If  the  patient  is  psychoneu- 
rotic, is  accessible  to  treatment,  and  seems 
to  be  a “good  bet”  from  the  alcoholic  stand- 
point, we  accept  him.  Consequently,  this 
is  a report  on  the  re-educational  method 
as  applied  in  the  treatment  of  a special 
group  of  patients. 

Statistics 

The  report  covers  a period  of  over  thir- 
ty years’  experience  gained  in  treating 
20,000  psychoneurotic  patients,  329  of 
whom  drank  abnormally.  We  have  collect- 
ed data  on  the  results  of  treatment  by  see- 
ing and  corresponding  with  patients,  their 
families,  and  their  doctors.  Five  years  or 
more  have  elapsed  between  treatment  and 
evaluation.  Members  of  our  group  and  a 
research  worker  have  studied  these  re- 
cords, and  we  believe  the  statements  made 
are  accurate. 

This  particular  study  covers  patients 
seen  in  a fourteen-year  period.  Out  of  a 
total  of  185  alcoholics,  113  were  success- 
fully treated.  These  moderately  severe  al- 
coholics were  a privileged,  well-educated 
socio-economic  group.  Of  the  113  patients, 
62  per  cent  were  men,  38  per  cent  women, 
most  in  the  thirty  to  thirty-nine  age  brack- 
et. They  usually  began  drinking  exces- 
sively between  the  ages  of  twenty  and 
twenty-nine  and  had  been  drinking  abnor- 
mally for  approximately  five  years.  Re- 
latively few — 20  per  cent — of  the  success- 
fully treated  alcoholics  had  been  drinking 
over  ten  years.  Nearly  all  were  married; 
one  fourth  of  them  had  been  divorced.  A 
majority  of  the  men  held  executive  or  pro- 
fessional positions;  the  women  were  home- 
makers. They  had  one-third  as  many 
children  as  do  average  American  families. 


The  majority  were  emotionally  imma- 
ture individuals  who  had  made  poor  social 
adjustments,  unsuccessful  marital  adap- 
tations, and  had,  in  spite  of  superior  in- 
telligence and  education,  achieved  only 
fair  vocational  success.  Half  of  them  were 
markedly  aggressive,  ego-centric,  and 
selfish,  with  narrow  interests.  Some  35 
per  cent  lacked  initiative. 

Their  superficial  conflicts  did  not  often 
extend  back  into  childhood,  hut  resulted 
directly  from  alcoholism,  their  way  of 
life,  and  present  inter-personal  relation- 
ships. Many  alcoholics  have  a “dependent- 
independent”  reaction — leaning  on  others, 
expecting  to  be  protected,  and  at  the  same 
time  asserting  their  “right”  to  do  as  they 
please.  This,  however,  is  also  true  of  non- 
alcoholic psychoneurotics.  It  is  more  ap- 
parent in  alcoholics  whose  inhibitions  are 
removed,  and  who  are  in  situations  they 
cannot  handle  adequately. 

Usually  alcoholics  are  in  social  and  fi- 
nancial difficulties  before  they  are  willing 
to  accept  treatment.  While  under  the  in- 
fluence of  alcohol  they  have  behaved  bad- 
ly; they  may  be  sexually  involved,  have 
spent  money  recklessly,  endangered  their 
positions,  or  lost  their  jobs.  They  have 
neglected  their  responsibilities  and  have 
in  self-defense  developed  a projective  pro- 
cess and  blame  everyone  else,  particular- 
ly their  spouses.  The  female  alcoholic  is 
nearly  always  “considering”  divorce,  ex- 
pects large  alimony  from  her  husband,  and 
nearly  always  continues  drinking  if  she 
separates  from  her  husband. 

Alcoholism  seldom  is  the  result  of  as- 
sociating with  undesirable  persons  or  of 
going  with  a “fast”  crowd.  Most  of  the  al- 
coholics included  in  these  studies  drank 
alone,  and  few  had  friends  who  were  al- 
coholic. The  psychopath  who  drinks  is  an 
exception  to  this  rule,  since  psychopaths 
tend  to  associate  with  inferior  people. 

Causes 

Although  the  causes  of  alcoholism  are 
still  largely  undetermined,  there  were 
several  precipitating  factors  apparently 
operative  for  'both  men  and  women;  name- 
ly, physical  illness,  depression,  anxiety, 
fear,  loneliness,  and  prolonged  insomnia. 
In  women;  dysmenorrhea,  abortion,  loss 
of  a lover,  marital  incompatibility,  extra- 
marital affairs,  death  of  a relative,  or 
childbirth  seemed  to  precipitate  or  con- 
tinue excessive  drinking.  The  “causes”  ad- 
vanced by  men  were  generally  excuses 
and  rationalizations;  in  women  excessive 
drinking  often  coincided  with  periods  of 
definite  strain. 
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Rationale  of  Treatment 

The  alcoholic  is  a maladjusted  individ- 
ual so  poisoned  by  the  drug  that  six  or 
eight  weeks  are  required  to  restore  him 
to  a state  approximating  physiological 
normality.  His  habits  of  living  are  so  dis- 
organized that  he  is  usually  below  par 
physically;  he  is  in  trouble  with  his  work 
and  his  family,  and  has  lost  his  more  de- 
sirable social  relationships.  He  is  project- 
ing and  blaming  others,  in  addition  to 
evading  and  rationalizing  his  difficulties. 
He  has  a protective  amnesia  as  to  the  ac- 
tual seriousness  of  his  condition;  he  has 
long  been  fooling  himself  and  believing 
that  he  is  fooling  others.  He  is  a lost  soul, 
without  hope,  and  with  no  real  confidence 
that  he  can  recover. 

The  patient  cannot  be  allowed  to  con- 
tinue in  this  undisciplined  way  of  life.  He 
is  out  from  under  self-control  and  must 
accept  firm  medical  directions.  The  kind, 
friendly  physician  is  never  soft  nor  over- 
ly sympathetic,  and  he  never  compromises 
with  the  necessities  of  treatment.  When 
the  patient  threatens  to  discontinue  treat- 
ment unless  the  doctor  relents,  the  physi- 
cian refuses  to  accept  “Doctor  Alcohol” 
as  a medical  consultant.  The  alcoholic  who 
is  bluffing  nine  tenths  of  the  time,  secret- 
ly hopes  to  find  a doctor  who  has  the 
strength  that  he  himself  lacks.  To  restore 
normal  family,  occupational,  and  social 
relationships,  the  physician  will  have  to 
work  with  the  family  and  key  persons  in- 
terested in  the  patient. 

As  a vital  part  of  treatment,  the  alco- 
holic patient  must  reach  and  express 
three  decisions: 

To  abstain  from  drinking  forever 

To  continue  treatment  for  at  least  three 
months 

Not  to  take  one  drink  while  under  treat- 
ment. 

This  agreement,  willingly  arrived  at 
and  rigidly  adhered  to,  is  the  sine  qua  non 
of  successful  treatment. 

Some  alcoholics  respond  to  office  treat- 
ment— most  do  not.  A few  men  can  be  suc- 
cessfully treated  by  the  physician  in  his 
office  while  continuing  work.  This  is  sel- 
dom true  of  housewives.  The  “best  bets” 
for  office  treatments  are  men  who  sincere- 
ly desire  help,  are  doing  important  work 
which  they  like,  and  who  show  an  unusual 
degree  of  emotional  maturity  and  respon- 
sibility. Office  treatment  should  be  un- 
dertaken only  when  the  patient  agrees 
that  if  he  drinks  at  all  he  will  give  up  his 
work  and  accept  resident  treatment.  Of- 


fice patients  must  adhere  strictly  to  a pre- 
scribed schedule  of  activities.  The  meth- 
ods employed  in  office  and  resident  treat- 
ment are  essentially  the  same. 

The  ideal  therapeutic  milieu  is  a re- 
habilitation center  where  a comparative- 
ly small  number  of  psychoneurotic  pa- 
tients are  given  intensive  psychiatric- 
medical  care.  Since  alcoholics  have  a bad 
influence  on  one  another,  there  should  be 
very  few  alcoholics  in  the  group,  and 
these  preferably  not  known  to  one  anoth- 
er as  alcoholics. 

Method  of  Treatment 

The  following  principles  for  treatment 
of  the  alcoholic  have  evolved  as  the  result 
of  the  experiences  of  the  Silver  Hill  group. 
We  are  convinced  that  this  is  a valuable 
method  of  treatment,  and  if  it  does  not 
work,  we  believe  nothing  will.  The  suc- 
cess of  its  application  depends  on  the 
strength  of  personality  and  character  of 
the  doctor,  as  well  as  his  skill  in  employ- 
ing these  methods: 

Treatment  is  divided  into  the  following 
phases: 

Attention  to  preliminary  necessities 

Carrying  out  didactic  re-educational 
procedures 

Application  of  insight  into  alcoholic 
personality  and  maneuvers 

Re-training  of  addictive  alcoholic  im- 
pulses 

Fitting  into  home,  work,  and  society 

Intensive,  prolonged  follow-up. 

A therapeutic  history  is  taken  by  a phy- 
sician who  understands  alcoholic  and  neu- 
rotic mechanisms  and  knows  how  to  deal 
with  them.  The  first  few  minutes  of  con- 
tact between  doctor  and  patient  may  de- 
termine the  success  of  treatment.  A neu- 
rotic tries  to  pull  the  wool  over  the  doc- 
tor’s eyes,  and  it  is  detrimental  to  treat- 
ment for  him  to  think  he  has  succeeded.  A 
therapeutic  history  reveals  to  the  patient 
many  things  he  usually  does  not  want  to 
see.  As  the  doctor  takes  the  history,  the 
patient  perceives  that  he  has  been  living 
unwisely;  that  his  personality  develop- 
ment and  point  of  view  are  grossly  distort- 
ed. He  is  forced  to  see  that  for  a longer 
time  than  he  has  previously  been  willing 
to  admit,  he  has  drunk  excessively,  lived 
an  abnormal,  alcoholic  way  of  life,  and 
employed  psychoneurotic  evasions  of  re- 
sponsibility. 

A thorough  physical  examination  is  an 
important  part  of  treatment.  The  alcoholic 
patient  seldom  has  any  outstanding  or- 
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ganic  findings,  but  he  is  usually  very  soft, 
gets  insufficient  exercise,  and  sometimes 
is  disgustingly  fat.  Since  obesity  is  due  to 
self  indulgence  and  lack  of  control,  these 
patients,  if  obese,  must  lose  weight  as  a 
part  of  treatment  for  alcoholism.  If  a fat 
alcoholic  will  not  lose  weight,  he  will  sel- 
dom stop  drinking.  It  is  useless  to  tell  an 
organically  ill  alcoholic  that  he  will  die 
if  he  does  not  stop  drinking! 

After  the  therapeutic  history  is  taken 
and  his  physical  condition  appraised,  the 
patient  is  placed  on  a schedule  of  work, 
rest,  exercise,  and  play.  Being  self-willed, 
he  often  rebels  at  this  and  threatens  to 
discontinue  treatment.  He  must  discover 
at  once  that  such  tyrannical  methods  will 
no  longer  work;  now  he  is  in  the  hands  of 
a doctor  who  does  not  scare! 

The  alcoholic  patients  who  say  they 
drink  because  they  are  self-conscious  and 
ill  at  ease  with  people  must  be  socialized 
and  taught  to  be  comfortable  with  com- 
petitive associates  (not  other  alcoholics). 
There  must  be  no  fraternizing  with  the 
“second  raters”  who  habitually  cut  cor- 
ners. Nightclubs,  jazz  jamborees  and  all 
“hot  spots”  are  forever  out  of  bounds.  Al- 
cohol is  the  quickest  and  most  complete 
reversal  of  civilization  to  animalization — 
therefore  alcoholics  must  renounce  all 
places  where  animalism  is  encouraged  or 
tolerated. 

When  these  preliminary  necessities  are 
firmly  attended  to,  the  patient  is  ready 
for  intensive,  objective  psychological  re- 
education. This  process  takes  approxi- 
mately six  weeks,  during  which  time  all 
discussion  of  alcoholism,  personal  and 
situational  problems  is  held  strictly  in 
abeyance.  Daily  hour-long  interviews  cov- 
er the  didactic  re-education.  Through 
study,  discussion,  and  practice  the  alco- 
holic is  taught  the  principles  and  tech- 
niques of  good  personal  mental  hygiene. 
The  nature  of  adaptation,  the  unreliability 
of  primitive  emotions,  together  with  the 
need  to  find  acceptable  outlets  for  emo- 
tional demands,  are  discussed  in  detail. 

The  alcoholic,  and  indeed  many  psy- 
choneurotics, are  like  the  school  boy  who 
diverts  the  teacher’s  attention  from  the 
lesson  he  is  not  prepared  to  discuss  by 
feigning  interest  in  extraneous  subjects. 
Useless  repetition  becomes  truly  the  pa- 
tient’s “story,”  strengthening  the  rational- 
izations through  which  he  has  been  deceiv- 
ing himself  and  attempting  to  convince 
others  that  he  is  not  an  alcoholic.  Through 
ventilation  he  is  afforded  opportunity  to 
face  facts,  to  discuss  freely  with  an  ob- 


jective physician  the  underlying  factors 
in  his  alcoholic  addiction  and  what  he  can 
do  to  get  well.  Re-education  stresses  the 
necessity  of  using  intelligence  and  the 
need  for  some  idealistic  concept  of  life. 
Escape,  defense,  projection  and  rationali- 
zation are  explained  in  detail,  with  per- 
sonally applicable  examples.  The  hedonis- 
tic philosophy  of  seeking  pleasure  and 
avoiding  pain  is  demonstrated  as  being 
completely  untenable. 

Patients  are  shown  the  required  tech- 
niques of  everyday  adjustment,  taught  to 
make  clear-cut  decisions,  and  helped  to 
attain  personal  efficiency.  They  learn  that 
an  ideal  of  unself-seeking  service  brings 
man  his  only  comforting  rewards. 

Later,  insight  into  the  nature  of  alco- 
holism is  provided  by  a four  weeks’  read- 
ing period,  a discussion  of  the  nature  of 
alcoholism,  and  the  psychological  mechan- 
isms of  the  addict.  By  this  time  the  alco- 
holic is  fully  cooperative — he  may  even 
be  too  abject.  He  is  like  a convert  at  a re- 
vival meeting;  he  wants  to  enumerate 
more  and  better  sins.  Therapeutically  these 
confessions  mean  nothing,  and  he  should 
be  told  so.  When  he  no  longer  attempts  to 
justify  his  impossible  conduct,  he  begins 
to  welcome  the  opportunity  of  understand- 
ing the  routine  alcoholic  reactions  and  of 
studying  the  method  other  alcoholics 
have  found  useful  in  continuing  abstinent. 
During  this  direct  alcoholic  education  the 
patient  must  forever  renounce  alcohol  and 
grant  that  he  can  never  “drink  like  a gen- 
tleman.” Alcoholic  addicts  maintain  a se-. 
cret  comforting  thought  that  some  day 
they  may  be  able  to  take  a drink.  This 
universal  alcoholic  myth  must  be  repeat- 
edly and  forcefully  demolished.  The  al- 
coholic may  be  bored  with  repetitiousness. 
Let  him  be!  He  must  learn  to  endure  bore- 
dom. 

In  the  fourth  period  of  treatment  we 
retrain  the  subconscious  mind  of  the  pa- 
tient through  the  daily  use  of  “Alcoholic 
Leaflets.”  These  the  patient  studies,  sum- 
marizes, and  discusses  in  each  daily  inter- 
view, then  applies  them  to  his  life.  The 
leaflets  serve  a two-fold  purpose;  first, 
after  six  weeks  of  treatment  with  total  ab- 
stinence, most  alcoholics  believe  they  are 
well.  The  are  not — the  danger  of  falling 
into  old  habits  is  great,  since  alcoholism  is 
a true  addiction.  An  alcoholic’s  subcon- 
scious constantly  directs  him  toward  al- 
cohol and  will  continue  to  do  this  for 
3'ears,  perhaps  forever.  In  his  subconscious 
mind  a thousand  “evil  spirits”  may  tempt 
him  by  saying:  “Alcohol  will  keep  you 
from  having  a coronary  thrombosis.”  “In 
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this  cold  weather  a drink  will  ward  off 
pneumonia.”  “Just  sit  at  a table  in  the  bar 
and  enjoy  the  light  and  warmth  among 
friends.”  “A  little  brandy  in  hard  sauce 
will  do  you  no  harm.”  “One  way  to  get 
even  is  to  get  drunk.”  Thus  the  subtle 
devils  ensnare  him — ^unless  he  is  immu- 
nized. Second,  when  preceded  by  re-edu- 
cation and  the  adoption  of  good  physical 
habits  of  living  together  with  alcoholic  in- 
sight, the  “Alcoholic  Leaflets”  are  effective 
in  reducing  habitual  alcoholic  rational- 
izing. 

The  convalescent  alcoholic  needs  a sup- 
portive milieu  in  his  home  and  on  his  job, 
and  this  the  doctor  must  work  with  his  as- 
sociates to  ensure.  At  the  end  of  ten  weeks 
of  treatment,  the  patient  should  be  sent 
home  a few  times  for  twenty-four  to  forty- 
eight  hours,  and  on  one  of  these  trips  he 
should  re-establish  contact  with  his  office. 

He  is  finally  medically  discharged  with 
a written  home  schedule  which  the  doc- 
tor expects  to  see  that  he  follows.  He  must 
no  longer  associate  with  people  for  whom 
alcohol  is  a way  of  life.  Cocktail  parties 
are  not  prohibited,  but  he  will  say  frankly 
that  he  cannot  drink  because  he  is  an  alco- 
holic. He  will  not  boast  about  this,  since 
no  one  is  interested,  but  he  is  personally 
proud  that  he  has  conquered  his  problem. 
He  does  not  feel  superior  to,  nor  envious 
of,  friends  who  drink  in  moderation;  he 
merely  believes  in  his  own  non-alcoholic 
Vv^ay  of  life. 

The  family  must  trust  the  alcoholic. 
There  must  be  no  questioning  of  conduct 
or  motives,  no  nagging  and  no  upbraiding 
for  past  misconduct.  If  they  suspect  he  is 
drinking,  they  should  not  discuss  this  with 
the  patient,  but  communicate  at  once  with 
the  physician.  Their  part  is  to  love,  support 
and  encourage;  to  make  him  know  that  he 
is  important  to  them! 

For  a period  of  years  the  alcoholic  pa- 
tient must  keep  in  close  contact  with  the 
doctor,  a friend  upon  whose  integrity  he 
relies.  The  first  three  months  the  patient 
should  he  seen  every  two  weeks;  the  next 
six  months,  usually  once  a month  will  suf- 
fice; then  at  six-month  intervals  for  three 
years.  (In  this  recommendation,  once  a- 
gain,  alcoholism  is  compared  to  other 
malignancies.)  The  follow-up  interviews 
are  not  limited  to  ascertaining  whether  or 
not  the  patient  is  drinking;  it  is  taken  for 
granted  he  is  not,  since  prior  to  discharge 
he  agreed  that  the  first  time  he  takes  a 
drink  he  will  immediately  inform  his  doc- 
tor. The  follow-up  interviews  are  devoted 
to  a general  mental  hygiene  review,  to- 


gether with  a therapeutic  evaluation  of 
his  continuing  personality  development. 
Just  as  people  have  a physical  checkup, 
they  need  to  see  a psychiatrist  for  an 
emotional  health  checkup.  This  is  certain- 
ly true  of  all  alcoholics. 

Results 

Records  available  for  the  past  twenty 
years  show  an  incidence  of  7.5%  alcoholics 
among  4300  psychoneurotic  patients.  Of 
185  patients  (122  men  and  63  women) 
treatment  was  successful  in  113  cases,  or 
for  61%'  of  the  alcoholics.  This  represents 
67%-  of  the  men  treated  for  alcoholism  and 
33''/'  of  the  women.  Married  women  have 
a higher  rate  of  success — about  80%  re- 
main abstinent.  Most  of  the  women  in- 
cluded in  this  study  were  single. 

Of  the  successfully  treated  alcoholics 
68%  were  under  treatment  once;  18% 
twice;  14 three  times.  Best  results  were 
obtained  with  patients  in  the  age  group 
from  thirty  through  thirty-nine  who  had 
been  drinking  not  more  than  five  years 
and  were  continuously  in  residence  three 
months  or  longer. 

Conclusions 

On  the  basis  of  statistical  data  available 
for  the  past  twenty  years  and  experience 
gained  in  the  treatment  of  329  alcoholics 
among  4300  psychoneurotic  patients,  the 
following  conclusions  seem  justified: 

Alcoholism  is  a malignant,  progressive, 
addictive  disease,  showing  a tendency  to 
be  familial. 

This  disease  develops  progressively,  be- 
ginning with  social,  moderate  drinking  in 
fundamentally  normal  persons  of  good  in- 
telligence and  high  ideals  who,  but  for 
this  addiction,  might  be  outstanding  citi- 
zens in  their  communities. 

No  clinical  syndrome  is  demonstrable, 
but  certain  characteristics  are  frequently 
seen.  Alcoholic  patients  are  emotionally 
immature  individuals  who  (in  spite  of 
adequate  intelligence  and  education)  be- 
cause of  neurotic  tendencies  have  made 
an  unsuccessful  adjustment  to  life.  They 
have  resorted  to  alcohol  in  an  attempt  to 
find  satisfaction  which  this  addiction  nev- 
er brings. 

There  are  certain  criteria  which  indi- 
cate whether  alcoholic  patients  are  acces- 
sible to  and  will  profit  from  the  re-educa- 
tional method  of  treatment.  These  are: 

The  necessity  of  becoming  abstinent; 
i.e.,  loss  of  position  or  threat  of  divorce. 

An  unequivocal  self-made  decision  to 
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undei'go  treatment  for  a minimum  of 
three  months. 

Agreement  to  accept  and  live  up  to  a 
prescribed  regime  during  treatment  and 
upon  return  to  home  and  work. 

Full  cooperation  with  the  physician 
throughout,  including  the  vitally  impor- 
tant follow-up  period. 

The  “best  bets”  are  patients  with  ego 
strength  who  have  shown  ability  to  with- 
stand strain,  are  willing  to  accept  pain  in- 
cident to  a useful  life,  and  who  have  suf- 
ficient incentives  to  compensate  for  the 
permanent  renunciation  of  alcohol. 

After  treatment  we  base  favorable 
prognosis  on  the  following  criteria: 

Sincerity  and  cooperation  during  treat- 
ment. 

Good  rapport  with  the  doctor  in  what 
has  now  become  a relationship  of  mutual 
confidence  and  trust. 

The  patient’s  conviction  that  as  an  alco- 
holic he  can  never  drink. 

Good  social  adjustment. 

A return  to  satisfying  work. 

The  existence  of  understanding  and  co- 
operation from  his  family. 

The  acquisition  of  a practical  ideal  of 
unself-seeking  service  to  others. 


Strong,  wholesome  family  ties  and  a 
stable  working  life  are  conducive  to  re- 
covery. While  the  patient  never  gives  up 
alcohol  for  the  sake  of  another,  love  and 
the  enjoyment  of  a happy  family  life  help 
immeasurably. 

Treatment,  whether  in  office  or  in  resi- 
dence, must  not  stop  short  of  a completely 
reorganized  non-alcoholic  way  of  life.  In 
many  instances  the  family  doctor  and  in- 
ternist can  successfully  treat  alcoholism — 
provided  they  have  the  courage  to  face 
the  facts  with  the  patient,  and  devote  the 
thought,  skill,  and  time  which  are  neces- 
sary to  long-term  treatment. 

The  ideal  milieu  is  a re-education  cen- 
ter, with  only  a limited  number  of  alco- 
holics among  the  other  patients.  In  such  a 
favorable  environment  the  majority  of  al- 
coholics who  have  undergone  this  method 
oi  re-education  have  recovered. 

In  closing,  alcoholism  is  a malignant 
disease — malignant  to  the  individual  and 
to  society.  Unlike  most  malignant  growths, 
alcohol  destroys  not  only  the  body  but 
the  spirit  of  its  victims.  Medicine  cannot 
Ignore  professional  and  social  responsi- 
bility for  fearlessly  diagnosing  and  treat- 
ing this  disease  which  renders  millions 
unfit  for  family  and  community  life. 
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CASE  DISCUSSIONS 


FROM  THE  UNIVERSITY  OF  LOUISVILLE  HOSPITALS 
ABDOMINAL  PREGNANCY 


Patient  Protocol 

R.N.N.*,  a 37  year  old  gravida  2 para  1, 
was  admitted  to  Louisville  General  Hos- 
pital on  November  25,  1955,  complaining 
of  a painful  localized  swelling  about  the 
umbilicus  of  several  weeks’  duration,  and 
of  gradual  increase  in  size  of  the  abdomen 
for  about  five  months.  The  patient  had 
been  treated  on  several  previous  occa- 
sions in  the  gynecologic  out-clinic  for  epi- 
sodes of  pelvic  inflammatory  disease.  Her 
last  menstrual  period  had  begun  on  Jan- 
uary 23,  1955,  and  had  lasted  five  days. 
There  was  no  subsequent  vaginal  bleed- 
ing until  November  3,  except  for  minimal 
spotting  of  one  day’s  duration  on  two  oc- 
casions, in  February  and  in  March.  She 
complained  of  irregular  cramping  pains 
in  the  abdomen  on  several  occasions  since 
January,  and  specific,  more  severe,  epi- 
sodes had  occurred  in  February,  March, 
and  May.  The  bleeding  which  had  started 
on  November  3 had  been  quite  profuse, 
and  continued  until  the  time  of  admission. 

Physical  Examination 

The  patient  was  a well-developed  negro 
woman  in  no  acute  distress.  The  blood 
pressure  was  108/64,  pulse  76,  tempera- 
ture 100.2°.  General  physical  examination 
was  within  normal  limits  except  for  the 
abdomen  and  pelvis.  On  palpation  of  the 
abdomen,  there  was  noted  a moderately 
tender,  relatively  symmetrical,  ovoid 
mass  which  extended  to  20  centimeters 
above  the  symphysis  pubis.  No  fetal 
heart  sounds  were  heard.  On  vaginal  exam- 
ination, there  was  found  a slight  relaxa- 
tion with  first  degree  cystocele  and  recto- 
cele.  The  cervix  was  clean  and  displaced 
toward  the  symphysis.  It  was  difficult  to 
palpate  the  uterus,  but  there  was  a rub- 
bery mass  which  filled  the  cul  de  sac  and 
indented  the  rectum,  and,  within  this  sac, 
irregular  spicular  bony  structures  were 
felt;  these  were  thought  to  be  fetal  bones. 

Laboratory  Findings 

The  hemoglobin  was  12.2  grams.  Uri- 


nalysis was  negative.  The  white  blood 
count  was  6,300  with  normal  differential. 
A plain  film  of  the  abdomen  showed  a 
fetus  of  approximately  six  months’  ges- 
tation in  oblique  presentation  with  the 
head  overriding  the  left  iliac  fossa  and 
the  small  parts  in  the  pelvis.  There  was 
overriding  of  the  fetal  skull  bones.  A 
hysterosalpingogram  performed  with  Sal- 
pix  showed  the  uterine  cavity  to  be  dis- 
placed slightly  toward  the  right,  and  to 
be  regular  in  shape.  (Fig.  1).  The  right  fal- 
lopian tube  was  easily  visualized,  but  the 
Salpix  did  not  flow  into  the  left  fallopian 
tube.  The  fetal  parts  could  be  seen  on  the 
hysterosalpingogram  lying  outside  the 
uterus. 


Operation 

On  November  26,  laparotomy  was  per- 
formed. The  uterus  was  enlarged  to  the 


Figure  I 


Hysterosalpingogram  using  water  soluble 
radiopaque  medium.  Symmetrical  uterine  cav- 
ity. Fetus  with  Spalding's  sign  in  breech  pres- 
entation free  in  peritoneal  cavity. 
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size  of  a three  months’  pregnancy,  and 
was  the  site  of  a pedunculated  myoma 
measuring  approximately  six  centimeters 
m diameter  which  was  attached  to  the 
fundus.  A small  intramural  myoma  meas- 
uring approximately  three  centimeters  in 
diameter  was  present  in  the  anterior  wall 
of  the  uterus,  fhe  placenta  was  found  to 
lie  to  the  left  of  the  uterus  and  superior 
to  it;  it  was  adherent  to  portions  of  the 
omentum,  to  tne  left  superior  and  poste- 
rior surface  of  the  uterus,  and  to  the  left 
broad  ligament  and  tube.  The  uterus  was 
slightly  displaced,  and  exploration  poste- 
rior to  it,  aisclosed  a fetus  in  its  amniotic 
sac.  The  latter  was  opened,  and  the  ex- 
tensively macerated  fetus  was  freed  from 
the  surrounding  sac  and  extracted  with- 
out difficulty.  Exploration  after  removal 
of  the  fetus  showed  that  vessels  in  the 
omentum  were  not  greatly  engorged; 
since  the  most  proximal  portion  was  in- 
volved and  intestinal  involvement  was 
minimal,  it  was  decided  that  removal  of 
the  placenta  was  technically  feasible  with- 
out risk  to  the  patient.  After  removal  of 
the  placenta,  abdominal  hysterectomy 
and  left  salpingo-oophorectomy  were  per- 
formed without  difficulty.  At  no  time  was 
there  any  alarming  hemorrhage,  and  the 
patient  remained  in  good  condition 
throughout  the  procedure.  She  made  an 
uneventful  postoperative  recovery. 

Discussion 

Douglas  M.  Haynes,  M.  D. 

Department  of  Obstetrics  and  Gynecology 
Abdominal  pregnancy  is  a sufficiently 
rare  entity  that  clinically  observed  ex- 
amples of  it  deserve  to  be  reported.  The 
diagnosis  is  often  difficult,  as  the  condi- 
tion characteristically  mimics  other  more 
common  conditions.  The  following  diagnos- 
tic features  should  suggest  the  possibility 
of  an  abdominal  pregnancy:  (1)  History 
of  acute,  painful  abdominal  episode  at  a 
time  in  early  pregnancy,  in  keeping  with 
tubal  rupture  or  abortion.  (2)  History  of 
repeated  episodes  of  acute  abdominal  pain 
with  fever  and  peritoneal  irritation  oc- 
curring in  a patient  with  signs  of  advan- 
cing pregnancy.  (3)  Unusually  easily  pal- 
pable fetal  parts.  (4)  Abnormal  presenta- 
tion and  position.  (5)  Episode  of  pseudo- 
labor near  the  expected  date  of  delivery. 
Roentgenologic  signs  of  abdominal  preg- 
nancy include  absence  of  a definite  uter- 
ine shadow;  high  location  of  the  fetus  in 
the  abdomen;  and  visualization  of  fetal 
parts  just  beneath  the  abdominal  wall  in 
lateral  views  of  the  abdomen.  It  should 


be  noted  that  hysterosalpingography  is 
rarely  indicated  m these  patients,  as  it 
may  damage  an  intrauterine  pregnancy 
when  such  is  present,  and  might  also  re- 
sult in  the  entrance  of  air  or  radiopaque 
medium  into  maternal  sinusoids,  produc- 
ing possible  embolic  phenomena.  In  this 
patient  the  procedure  was  performed  with 
a water-soluble  rather  than  an  oily  me- 
dium so  that  the  risk  of  embolism  was  les- 
sened; and  the  positive  roentgen  evidence 
of  fetal  death  obviously  eliminated  the 
danger  of  interrupting  an  intrauterine 
gestation.  In  view  of  these  facts,  the  risks 
of  hysterosalpingography  were  taken  in 
the  interest  of  establishing  an  accurate 
preoperative  diagnosis. 

Treatment 

The  problem  of  treatment  of  abdominal 
pregnancy  involves  the  answers  to  the 
following  questions:  What  is  the  hest  time 
for  operation?  What  should  he  done  with 
the  placenta?  There  is  general  agreement 
that,  when  the  diagnosis  is  made  early  in 
pregnancy,  immediate  operation  is  indi- 
cated; and  most  writers  believe  that  this 
principle  should  be  followed  without  re- 
gard to  the  period  of  gestation.  A minor- 
ity has  suggested  that  there  may  be  some 
place  for  expectant  treatment  in  an  at- 
tempt to  secure  a viable  infant  when  the 
diagnosis  is  first  made  shortly  before  (via- 
bility has  been  reached,  provided  there  is 
no  maternal  indication  for  prompt  inter- 
vention. This  combination  of  circumstan- 
ces is  rarely  encountered  clinically;  and 
the  best  rule  to  follow  is  that  calling  for 
prompt  intervention  as  soon  as  diagnosis 
is  made. 

Since  the  placenta  may  be  implanted  on 
any  of  the  intraperitoneal  viscera,  and 
since  uncontrollable  hemorrhage  often  oc- 
curs when  its  removal  is  attempted,  most 
authorities  recommend  that  the  umbilical 
cord  be  ligated  as  close  to  the  fetal  surface 
as  possible,  and  that  the  placenta  be  left 
in  situ.  Although  resorption  may  be  com- 
plicated by  the  development  of  fistulae, 
peritonitis,  or  mechanical  intestinal  ob- 
struction, these  can  be  dealt  with  more 
satisfactorily  than  can  massive  and  un- 
controllable hemorrhage.  The  patient  re- 
ported here  illustrates  a circumstance  in 
which  removal  of  the  placenta  is  some- 
times indicated;  namely,  when  the  fetus 
has  been  dead  long  enough  for  placental 
vascularity  to  be  greatly  reduced,  especial- 
ly if  implantation  does  not  involve  bowel 
surfaces.  The  surgeon  must  decide  at  the 
operating  table  which  course  of  action 
will  best  serve  the  patient’s  interests. 
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SPECIAL  ARTICLES 


THE  PEOPLE  AND  RURAL  HEALTH 


How  much  does  the  Kentucky  rural 
health  council  movement  mean  to  the 
thinking  people  in  the  rural  areas  of  our 
state? 

Perhaps  the  recent  1956  Rural  Health 
Conference  in  Louisville  provides  an  easily 
understood  answer.  Because  the  exper- 
ience with  that  conference  contained  such 
important  negative  elements,  it  is  perhaps 
permissible  to  say  that  the  results  produc- 
ed by  it  may  properly  afford  a rock-bot- 
tom evaluation  of  this  movement  which 
was  instituted  as  a public  service  by  the 
KSMA  in  1951. 

First,  let  us  look  at  the  negative  aspects 
of  the  conference.  They  sprang  principal- 
ly from  the  weather,  which  could  hardly 
have  been  worse. 

The  conference  was  held  January  19.  On 
January  18,  a heavy  snow  began  which 
continued  through  the  night  and  part  of 
the  day  of  the  meeting  itself.  Roads  all 
over  the  state  were  impassable.  Airplanes 
were  not  landing  in  Louisville. 

Because  of  these  transportation  difficul- 
ties, the  conference  program  was  virtual- 
ly decimated  at  the  outset.  Gant  Gaither, 
M.D.,  of  Hopkinsville  who,  as  president 
of  the  KSMA,  was  scheduled  to  deliver 
the  opening  address  of  the  conference  ar- 
rived two  hours  after  the  conference  was 
scheduled  to  begin.  Other  speakers  with- 
in the  state  who  had  not  come  the  night 
before  were  also  delayed  in  arrival. 

The  Henry  County  Homemakers  Chorus, 
which  was  scheduled  to  provide  entertain- 
ment at  the  luncheon,  reported  their  mem- 
bers found  it  impossible  to  get  to  New 
Castle  from  their  farm  homes. 

The  principal  attraction  at  the  lunch- 
eon was  to  have  been  an  address  by  Leon- 
ard E.  Read,  president  of  the  Foundation 
for  Economic  Education,  who  planned  to 
fly  from  Chicago  the  morning  of  January 
19.  Cancellation  of  flights  into  Louisville 
made  it  impossible  for  him  to  appear. 

From  the  foregoing  it  may  readily  be 
seen  that  the  persons  responsible  for  the 
conference  could  be  forgiven  for  assuming 
that  an  attendance  of  20  or  25  persons 
from  rural  Kentucky  would  be  reasonable. 

It  must  be  borne  in  mind  that  the  Ken- 


tucky Rural  Health  Conference  like  the 
whole  Kentucky  rural  health  council 
movement  which  they  aim  to  promote,  are 
strictly  voluntary  meetings.  There  are  no 
elected  delegates  who  have  a special  sense 
of  responsibility  to  attend.  Only  those 
who  really  want  to  come,  come.  With  the 
weather  conditions  that  prevailed,  even 
the  most  enthusiastic  would  have  been 
excused  for  not  coming. 

In  this  light,  your  KSMA  Rural  Health 
Committee  and  the  representatives  from 
other  state-wide  organizations  which  spon- 
sor the  annual  conference  feel  that  the  ac- 
tual registration  of  149  people  at  the  confer- 
ence is  a tremendous  endorsement  by  the 
people  approving  the  service  which  the  con- 
ference provides.  It  is  more  than  that.  It 
is  substantial  evidence  that  the  people 
want  to  assume  their  proper  obligations 
for  good  health  in  those  areas  of  activity 
where  they  are  qualified. 

Thirty  Kentucky  counties  were  repre- 
sented. This  meant  that  many  of  the  rep- 
resentatives were  able  to  attend  only  af- 
ter overcoming  substantial  travel  ob- 
stacles. 

So  there  was  a good  attendance  at  the 
conference.  Equally  important  is  whether 
the  conference  program  was  really  worth- 
while. Did  these  people  who  had  braved 
the  elements  feel  that  their  effort  was 
well  spent?  Or  did  the  changes  in  the  con- 
ference program,  leave  them  with  a com- 
pletely let  down  feeling?  In  the  opinion  of 
those  responsible  for  the  conference,  it 
was  here  that  the  power  of  the  whole 
movement  was  demonstrated.  It  was  here 
that  the  conference  showed  the  virility  of 
the  idea  that  people  who  want  to  accom- 
plish something  through  voluntary  means 
can  do  it  if  it  seems  important  to  them. 

The  program,  after  a slight  delay,  was 
begun  with  the  scheduled  panel  discus- 
sion on  “Your  Heart.”  Participants  on  the 
panel  were  Ralph  Denham,  M.D.,  Louis- 
ville; Carl  Fortune,  M.D.,  Lexington;  Mur- 
ray Kinsman,  M.D.,  Louisville;  and  Frank 
Moore,  M.D.,  Bowling  Green.  Frank  Dun- 
can, M.D.,  Monticello,  served  as  moder- 
ator. 

Everyone  who  heard  this  panel  felt  that 
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it  was  outstanding — informative,  inter- 
esting and  practical. 

The  panel  was  followed  by  a symposium 
in  which  the  subject  “Using  Our  Present 
Medical  Care  and  Health  Resources”  was 
discussed.  Garnett  Sweeney,  M.D.,  Liber- 
ty, spoke  as  a physician;  Mrs.  James  T. 
Brookshire,  Hardinsburg,  as  a homemak^ 
and  Miss  Catherine  Knarr,  Falmouth,  as  a 
home  demonstration  agent.  J.  E.  Stanford, 
St.  Matthews,  of  the  Kentucky  Farm  Bu- 
reau Federation,  substituted  ably  on  short 
notice  for  Holmes  Ellis,  Murray,  who  had 
been  scheduled  to  speak  as  a farmer. 
Spalding  Green,  D.D.S.,  Lebanon,  was 
moderator  for  the  symposium  and  the 
buzz  session  in  which  the  panel  partici- 
pated during  the  afternoon. 

Special  mention  should  be  made  of  the 
youth  movement  in  the  panel.  Jerry 
Ringo,  Rothwell,  recent  winner  of  the 
American  Farm  Bureau’s  national  talk 


meet,  represented  the  FFA.  Elizabeth  Ann 
Moore,  Augusta,  who  plans  to  study  medi- 
cine, represented  4-H.  It  was  the  consen- 
sus that  these  two  youngsters,  both  stu- 
dents at  UK,  stole  the  show. 

When  the  conference  reached  the  lunch- 
eon period  there  was  a problem.  This  was 
most  ably  solved  through  the  good  offices 
of  Dr.  Gaither  who  had  been  by-passed 
in  the  morning.  With  his  usual  eloquence, 
he  stepped  into  the  breach  and  delivered 
a splendid  luncheon  address. 

The  most  important  part  of  the  confer- 
ence as  originally  planned,  however,  were 
the  individual  discussion  groups  during 
and  after  lunch  which  addressed  them- 
selves to  the  topic  “Using  Our  Present 
Medical  Care  and  Health  Resources”  and 
the  buzz  session  on  the  same  subject  dur- 
ing the  afternoon.  During  the  buzz  session 
questions  prepared  by  the  small  groups 
(Continued  on  page  277) 


These  physicians  discussed  "Your  Hear!"  ai  Ihe  1956  Rural  Health  Conference  January 
19.  Frank  Duncan,  M.D.,  Monficello,  center,  acted  as  moderator.  From  left  to  right,  the  panel- 
ists are:  Ralph  Denham,  M.D.,  Louisville;  Carl  Fortune,  M.D.,  Lexington;  Dr.  Duncan;  Frank 
Moore,  M.D.,  Bowling  Green;  and  Murray  Kins  .-nan,  M.D.,  Dean  of  the  University  of  Louisville 
Medical  School. 
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EDITORIALS 


OBSTETRICS  IN  RURAL  PRACTICE 


One  of  the  biggest  recent  changes  in 
medicine  is  taking  place  in  the  practice  of 
rural  obstetrics.  The  advent  of  the  clinic 
and  small  rural  hospital  is  revolutionizing 
this  practice. 

Formerly,  and  this  is  still  true  in  many 
areas  in  Kentucky,  obstetrics  was  the 
most  neglected  and  backward  phase  of 
rural  medicine.  Pregnancies  were  handled 
much  like  this.  The  husband  would  drop 
by  and  inform  the  physician  that  his  wife 
was  expecting  in  a few  weeks  or  months 
and  ask  him  to  accept  the  case.  No  more 
would  be  heard  from  the  patient  until  the 
physician  was  summoned  during  her  labor. 

The  patient  was  delivered  at  home  un- 
der poor  conditions  at  best,  with  inade- 
quate lighting,  no  asepsis,  awkward  de- 
livery position,  little  or  no  anesthesia,  and 
little  or  no  assistance.  Since  there  was  no 
prenatal  care,  the  physician  had  no  warn- 
ing of  what  complications  he  might  ex- 
pect. Toxemias,  twins,  disproportions, 
anemia,  etc.,  had  to  be  handled  on  the 
spot  without  benefit  of  preknowledge  or 
preparation. 

The  numerous  obstacles  to  surmount 
in  attempting  a sterile  delivery  soon  led 
most  physicians  to  abandon  any  attempt* 
at  technique,  and  to  carry  with  him  only’ 
two  clamps  and  a pair  of  scissors,  plus  a 
mask  for  chloroform  and  a pair  of  forceps 
to  handle  difficult  cases.  There  was  often 
another  labor  case  waiting  some  miles 
away,  and  an  office  full  of  patients  wait- 
ing back  in  town.  It  was  freouently  neces- 
sary to  resort  to  pitocin  to  terminate  the 
case  as  soon  as  possible.  Most  repairs  were 
done  simply  by  putting  the  patient’s  legs 
together  and  leaving  the  rest  to  nature. 


Opinions  exj)resM*(l  in  cnntrilnitions  In  Ihis  .Touriwil  aro 
tliose  of  tile  writers  ami  do  not  necessarily  refle<-t  tlie  views 
f>f  the  Kentucky  State  Medical  Association, 


One  often  hears  the  statement,  “They 
got  along  all  right.”  This  is  not  true.  The 
difference  in  incidence  of  postpartum  in- 
fection, speed  of  recovery  and  every 
phase  of  fetal  and  maternal  morbidity 
and  mortality  is  appalling.  The  higher  in- 
cidence of  hypertension,  chronic  nephritis, 
cystocele,  rectocele,  rectal  incontinence, 
anemia,  chronic  cervicitis,  etc.,  bears  stark 
testimony  to  the  fallacy  of  the  above 
statement. 

The  rural  clinic  simply  combines  labor 
and  delivery  room,  x-ray  and  laboratory 
with  the  physician’s  office.  The  small  auto- 
clave supplies  sterile  material,  the  nurse 
and  aides,  the  important  assistance.  The 
physician  can  carry  on  office  hours  while 
the  patient  is  in  labor,  and  observe  her 
during  the  immediate  postpartum  period. 
He  is  able  to  perform  a sterile  delivery 
with  adequate  anesthesia.  Good  facilities 
alone  encourage  better  obstetrics.  Gone  is 
the  need  for  rushing  the  labor. 

Rural  patients  appreciate  prenatal  care 
and  better  delivery  just  as  much  as  do 
their  cousins  in  the  urban  population,  and 
education  of  the  patients  toward  clinic 
delivery  is  easier  and  much  faster  than 
one  would  anticipate.  Patients  want  to  be 
examined  at  regular  intervals  during  ges- 
tation; they  want  to  be  shaved  at  the  time 
of  delivery;  they  aporeciate  being  watch- 
ed during  labor  and  receiving  adequate 
anesthesia.  Two  or  three  years  after  the 
establishment  of  a clinic  in  a rural  area, 
the  patients  exnect  and  demand  the  bet- 
ter obstetrics  it  affords. 

Great  strides  are  being  made  in  rural 
obstetrics.  It  has  become  the  duty  and  re- 
sponsibility of  the  country  physician  to 
bring  good  obstetrics  to  his  patients. 

R.  Burke  Casper,  M.  D. 
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FACTORS  IN  MEDICAL  CARE 


The  physician  and  dentist  may  well 
congratulate  themselves  that  in  the  in- 
creasing costs  of  medical  care  they  have 
not  demanded  a lion’s  portion.  In  a pam- 
phlet depicting  in  charts  the  economic 
position  of  medical  care  from  1929  to  1953, 
the  Bureau  of  Medical  Economic  Research 
of  The  American  Medical  Association  has 
presented  some  findings  worthy  of  our 
study.  In  1930,  four  percent  of  the  average 
man’s  income  was  spent  for  medical  care. 
In  1953,  4.4  percent  of  the  average  income 
was  spent  for  medical  care  and  this  in- 
crease has  been  gradual  over  this  period 
of  time — the  factor  in  the  increase  be- 
ing the  great  growth  of  voluntary  health 
insurance. 

The  percentage  increase  for  total  medi- 
cal care  has  not  represented  an  increase 
of  profit  to  the  physicians  and  dentists.  In 
1930,  1.3  percent  of  the  average  income 
was  paid  to  physicians  and  dentists.  In 
1953,  1.2  percent  was  paid  for  the  same 
service.  The  great  item  of  increase  has 
been  in  the  cost  of  hospital  care  which  has 
gone  up  from  .6  of  one  percent  in  1930  to 
1.1  percent  in  1953.  Moreover,  the  average 
American  spends  a larger  percentage  of 
his  income  for  recreation  than  he  does  for 
medical  care,  and  certainly  it  should  be  so. 

The  percentage  of  incomes  spent  for 
physicians’  and  dentists’  services,  and  even 
for  drugs,  is  shown  to  have  gradually  de- 
clined over  the  years  under  discussion, 
whereas,  the  percentage  spent  for  hospital 
care  and  for  other  health  items,  including 
health  insurance,  has  increased  substan- 
tially. The  increase  in  percentage  for  hos- 
pital care  has  increased  most  rapidly  of 
all. 

Of  the  dollar  spent  for  medical  care  in 
1929,  the  physician  received  33  cents  and 
the  dentist  16  cents.  The  same  dollar  spent 
in  1953,  the  physician  received  28  cents 
and  the  dentist  10  cents.  It  is  interesting 


and  rather  surprising  that  of  the  medical 
dollar  in  1929,  20  cents  was  spent  for  drugs, 
whereas,  in  1953  the  drugs  cost  only  16 
cents — in  spite  of  the  tremendous  increase 
in  the  price  of  the  various  antibiotics  dur- 
ing the  past  few  years.  As  would  be  ex- 
pected of  the  medical-care  dollar  spent  in 
1929,  14  cents  went  to  hospitals  and  of  the 
same  dollar  spent  in  1953,  26  cents  went 
to  hospitals.  Projecting  that  to  1956,  it  ap- 
pears that  the  amount  has  just  about 
doubled  in  that  period  of  time. 

Physicians’  and  dentists’  fees  have  not 
risen  as  rapidly  as  have  the  prices  of  all 
goods  and  services  bought  by  the  consum- 
er. The  index  for  physicians’  fees  was  161 
in  1954  as  compared  with  1940.  There  is  a 
general  consumers’  price  index  which 
stands  at  192  and  the  total  cost  of  medical 
care  and  drugs  at  172.  Hospital  rates  mean- 
time have  brought  this  index  to  the  sur- 
prisingly high  level  of  324. 

During  the  same  period  under  discus- 
sion, percentage  increase  in  the  average 
income  of  physicians  has  been  less  than 
that  of  the  population  generally.  From 
1929  to  1949,  the  percentage  increase  in 
general  was  109'7r  but  that  of  the  physician 
is  108%.  From  1949  to  1951,  the  general 
increase  in  income  was  15%,  whereas,  the 
increase  in  the  income  of  the  physician 
was-  13%. 

These  statistics  do  not  tell  an  unexpect- 
ed or  surprising  story.  In  view,  however, 
of  the  bitter  criticism  directed  toward 
the  medical  and  dental  profession  during 
the  past  two  decades  we  are  happy  to 
learn  that  economically  we  are  on  the 
safe  side,  and  certainly  with  these  facts 
in  mind  one  cannot  successfully  claim  that 
we  have  exploited  the  medical  care  of  the 
American  people  to  our  own  individual 
profit. 

Sam  a.  Overstreet,  M.  D. 
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AMA  President  to  Speak  April  16 
at  Senior  Day  Program 

Erie,  Pennsylvania,  Presi- 
Medical  Association,  will 
be  the  guest  speaker  at 
the  1956  Senior  Day  pro- 
gram April  16.  The  pro- 
gram ds  sponsored  iby 
the  KSMA  in  coopera- 
tion with  the  Jefferson 
County  Medical  Society 
and  the  University  of 
Louisville  Medical 
School. 

“The  Senior  Day  pro- 
gram is  an  excellent 
opportunity  for  our  senior  students  to  get  a 
look  at  the  other  side  of  medicine,  the  some- 
times neglected  side.  Here  at  the  medical 

school,  we  supply  an  outstanding,  but  crowd- 

ed medical  curriculum.  The  Senior  Day  program 
is  devised  to  ibridge  the  gap  between  academic 
medicine  and  applied  medicine,”  said  J.  Mur- 
ray Kinsman,  M.  D.,  Dean  of  the  University 
of  Louisville  Medical  School. 

The  morning  session  will  be  held  in  the  Ran- 
kin Amphitheatre  at  the  Louis'dlle  General 
Hospital  with  Gant  Gaither,  M.  D.,  Hopkins- 
ville, KSMA  President,  as  the  speaker. 

The  afternoon  session,  beginning  at  2:30 
p.m.,  will  he  held  in  parlors  B and  C of  the 
Kentucky  Hotel.  Richard  G.  Elliott,  M.  D., 
Lexington,  Chairman  of  the  KSMA  Senior  Day 
Committee,  is  to  preside  at  this  session. 

The  program  will  include  the  following 
features: 

A discussion,  “Bridging  the  Gap”  by  Oscar 
Hayes,  M.  D.,  Louisville. 

A panel  discussion,  “Where  and  What  You 
Practice,”  H.  Burl  Mack,  M.  D.,  Peewee  Valley, 
moderator;  George  Brockman,  M.  D.,  Green- 
ville; Ralph  Lynn,  M.  D.,  Elkton,  and  Robert 
Robinson,  M.  D.,  Paducah,  will  be  panel  mem- 
bers. 

A talk,  “The  Mechanics  of  Setting  Up  a 
Practice.” 

A panel  discussion,  “Human  Equation  in 
Medical  Practice,”  John  Floyd,  M.  D.,  Lexing- 
ton, moderator.  Russell  H.  Davis,  M.  D.,  Pike- 
ville;  Glenn  Bryant,  M.  D.,  Louisville;  Homer 
B.  Martin,  M.  D.,  Louisville;  and  Vinson 
Pierce,  M.  D.,  Covington,  will  be  panel  mem- 
bers. 


A discussion,  “Matter  of  Money,”  Robert 
Long,  M.  D.,  Louisville,  and 

A talk,  “When  You  Think  of  Yourself.” 

A social  hour  is  planned  at  6 p.m.  in  the  Ter- 
race Room  followed  by  a dinner  at  7 p.m. 

The  evening  session,  at  which  Dr.  Hess  will 
speak,  will  be  held  jointly  rwith  the  Jefferson 
County  Medical  Society.  Irvin  Abell,  Jr.,  M.  D., 
President  of  the  JCMS,  will  preside.  Senior 
students  will  be  individual  guests  of  the  mem- 
bers of  the  JCMS  at  the  dinner. 

The  Woman’s  Auxiliary  to  the  KSMA  will 
entertain  the  wives  and  sweethearts  of  the 
senior  students  at  a tea  at  2:30  p.m..  at  the  Ken- 
tucky Hotel.  Wyatt  Norvell,  M.  D.,  New  Castle, 
iwill  be  the  guest  speaker  at  the  tea. 


Russell  E.  Teague,  M.  D.,  Named 
Ky,  Health  Commissioner 

Russell  E.  Teague,  M.  D.,  was  sworn  in  as 
Commissioner  of  Health,  February  16,  1956. 

He  succeeds  Bruce  Underwood,  M.  D.,  who 
resigned  to  take  a position  with  the  Public 
Health  Service  in  Washington,  D.  C. 

“We  are  most  happy  to  welcome  Dr.  Teague 
back  to  Kentucky  and  we  of  the  Kentucky 


Dr.  Teague 


Elmer  Hess,  M.  D., 
dent  of  the  American 


Dr,  Hess 
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State  Medical  Association  are  looking  forward 
to  working  with  him,”  said  Gant  Gaither,  M. 
D.,  Hopkinsville,  KSMA  President. 

A native  of  Hopkins  County,  Dr.  Teague 
iwas  graduated  from  the  University  of  Louis- 
ville School  of  Medicine.  He  interned  at  Louis- 
ville General  Hospital  and  received  a Master 
of  Public  Health  Degree  from  Johns  Hopkins 
University  in  Baltimore. 

Dr.  Teague  was  engaged  in  public  health 
work  in  Kentucky  from  1931  to  1945.  In  1945  he 
joined  the  Public  Health  Service.  Dr.  Teague 
was  Medical  Director  of  the  Bureau  of  State 
Services  in  the  United  States  Public  Health 
Service  from  1955  to  the  time  he  became  Ken- 
tucky commissioner. 

In  1954  Dr.  Teague  received  the  Awai'd  of 
Merit  from  the  Pennsylvania  Public  Health 
Association.  He  was  certified  by  the  American 
Board  of  Preventive  Medicine  and  Public 
Health  in  1948. 

A member  of  the  Prestbyterian  Church,  Dr. 
Teague  is  a Rotarian.  He  is  a veteran  of  World 
War  II. 


Dr.  Underwood  Praised  for  Work 
in  KSMA  and  Health  Dept. 

The  Kentucky  State  Medical  Association 
sponsored  a Testimonial  Dinner  in  honor  of 
Bruce  Underwood,  M.  D.,  January  19,  at  the 
Kentucky  Hotel  in  Louisville.  Approximately 
180  persons  attended  the  affair. 

Representatives  from  the  KSMA,  Health 
Department,  and  the  Rural  Kentucky  Medical 
Scholarship  Fund  and  the  Medical  Research 
Commission  praised  Dr.  Underwood  for  his 
work.  His  resignation  as  Secretary  and  General 
Manager  of  the  KSMA  and  Commissioner  of 
Health  in  Kentucky  became  effective  on 
February  1. 

E.  M.  Howard,  M.  D.,  Harlan,  President  of 
the  State  Board  of  Health,  said  that  progress 
is  the  theme  in  talking  about  public  health 
service  and  under  Dr.  Underwood’s  supervision 
progress  has  continued  and  increased.  He  said 
when  Dr.  Underwood  became  commissioner  of 
health  $600,000  was  appropriated  for  state  and 
county  health  departments.  The  figure  today 
is  about  $2,000,000. 

“What  he’s  done  has  been  the  best  for  the 
greatest  number  of  people,”  said  C.  C.  Howard, 
M.  D.,  Glasgow,  Chairman  of  the  Rural  Ken- 
tucky Medical  Scholarship  Fund  and  the  Med- 
ical Research  Commission.  Dr.  Howard  closed 
by  saying  simply,  “Bruce,  we  appreciate  you 
and  we’ll  miss  you.” 

Gant  Gaither,  M.  D.,  Hopkinsville,  KSMA 
President,  said  Dr.  Underwood  had  “lifted  the 


KSMA  out  of  the  morass  of  mediocrity  and 
patterned  it  after  the  AMA.” 

“We  have  not  always  been  as  thoughtful  of 
Bruce  Underwood  as  he  has  been  of  us,”  Dr. 
Gaither  continued,  “I  have  seen  him  treated 
rudely  and  I’ve  seen  him  take  it  like  a Chris- 
tian gentleman.” 

“We  appreciate  him  as  a doctor  who  knows 
there’s  a greater  power  upstairs  and  doesn’t 
mind  admitting  it,”  said  Wyatt  Norvell,  M.  D., 
New  Castle.  Dr.  Norvell,  as  chairman  of  the 
Committee  for  the  Bruce  Underwood  Testi- 
monial Dinner,  presided  over  the  dinner. 

Delmas  Clardy,  M.  D.,  Hopkinsville,  Vice 
Chairman  of  the  KSMA  Council,  presented  Dr. 
Underwood  a silver  service,  a “going  away” 
gift  from  the  Assocation.  Dr.  Clardy  made  the 
presentation  for  J.  Vernon  Pace,  M.  D.,  Padu- 
cah, Chairman  of  the  Council,  who  was  unable 
to  attend  the  dinner  because  of  bad  weather 
conditions. 

After  the  presentation  Dr.  Underwood 
thanked  his  conworkers  in  the  KSMA  and 
Health  Department  and  his  family  for  then- 
help  and  cooperation  during  the  past  years. 

Dr.  William  Pettigrew,  Pastor  of  the  Walnut 
Street  Baptist  Church,  Dr.  Underwood’s 
Church,  gave  the  invocation  and  the  benedic- 
tion. 


Delmas  Clardy.  M.D..  Hopkinsville.  Vice- 
chairman  of  Ihe  Council,  presents  a silver 
service  lo  Bruce  Underwood.  M.D..  at  the  Jan- 
uary 19  Testimonial  Dinner  in  his  honor.  The 
service  was  a “going  away”  gift  from  the 
KSMA. 
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General  Practice  Academy  Plans 
Annual  Meeting,  April  18-20 

Jack  S.  DeTar,  M.  D.,  Milan,  Michigan,  presi- 
dent of  the  American  Academy  of  General 
Practice,  will  he  a featured  speaker  at  the  1956 
scientific  session  of  the  Kentucky  Chapter  of 
the  American  Academy  of  General  Practice 
April  18-20  at  the  Brown  Hotel  in  Louisville. 

All  KSMA  members  are  cordially  invited  to 
attend  the  scientific  meetings,  H.  Burl  Mack, 
M.  D.,  president  of  the  Kentucky  Chapter,  who 
made  the  announcement,  said. 

Seven  KSMA  mem- 
bers and  one  Kentucky 
oral  surgeon  will  present 
papers  during  the  meet- 
ing, according  to  Carroll 
Witten,  M.D.,  Louisville, 
chairman  of  the  program 
committee. 

Julian  Cole,  M.D.  Hen- 
derson, president  elect 
of  the  Kentucky  Chap- 
ter, will  be  installed  as 
president  during  the 
n.eeting. 

Six  nationally  known  out-of-state  physicians 
will  speak  during  the  meeting.  They  are:  Frank 
Mayfield,  M.  D.,  Cincinnati;  Oscar  Hampton, 
M.  D.,  St.  Louis,  Missouri;  Jerome  Weiss,  M.  D., 
New  York;  Dr.  De  Tar;  Richmond  Smith,  M.  D., 
Detroit;  and  A.  Lee  Lichtman,  M.  D.,  New 
York.  The  executive  secretary  of  the  AAGP, 
Mac  Cahal,  Kansas  City,  Missouri,  wdll  be  guest 
speaker  at  the  annual  banquet,  April  18. 

The  complete  program  for  the  meeting  fol- 
lows. 

PROGRAM 

KENTUCKY  CHAPTER  OF  AMERICAN 
ACADEMY  OF  GENERAL  PRACTICE 
Ercwn  Hotel,  Louisville  April  18-20,  1956 

April  18 

H.  Burl  Mack,  M.  D.,  presiding 

9:20  a.m.  Invocation 

9:25  a.m.  Welcome 

E.  H.  Kremer,  M.  D., 

President,  Jefferson  County 
Chapter 

9:30  a.m.  Welcome 

H.  Burl  Mack,  M.  D., 

President,  Kentucky  Chapter, 
AAOP 

9:35  a.m.  Remarks 

Gant  Gaither,  M.  D., 

President,  KSMA 


9:45  a.m. 


10:15  a.m. 


10:45  a.m. 


11:15  a.m. 
12:00 
12:00 


"Oral  Lesions" 

James  E.  Skaggs,  Jr.,  D.  M.  D., 
Louisville 

"Practical  Points  in  Plastic 
Surgery" 

Thomas  Giannini,  M.  D., 
Louisville 

"Neurologic  Injuries" 

Frank  Mayfield,  M.  D., 

Cincinnati,  Ohio 

Recess — Visit  Exhibits 
Luncheon  and  Business  Meeting 
Ladies  Luncheon  and  Style  Show 


2:30 

p.m. 

"Speed  Injuries" 

Homer  B.  Martin,  M.  D., 

Louisville 

3:00 

p.m. 

"Mass  Casualties" 
Oscar  Hampton,  M.  D., 

St.  Louis,  Missouri 

3:30 

p.m. 

Recess — Visit  Exhibits 

4:00 

p.m. 

Round  Table  on  "Trauma" 

R.  Arnold  Griswold,  M.  D., 

Moderator 

Thomas  Giannini,  M.  D. 

Oscar  Hampton,  M.  D. 

Homer  B.  Martin,  M.  D. 

Frank  Mayfield,  M.  D. 

James  Skaggs,  D.  M.  D. 

6:30  p.m.  Annual  Banquet 

Mac  Cahal,  Kansas  City,  Mo., 
Executive  Secretary,  AAGP, 
speaker;  followed  by  Dance  and 
Entertainment 

April  19 

Julian  Cole,  M.  D.,  Henderson,  President-elect, 
Kentucky  Chapter,  presiding 

9:00  a.m.  "Bleeding  as  a Complication  of 
Pregnancy" 

Edwin  P.  Solomon,  M.  D., 
Louisville 

"Dystocia  as  a Complication  of 
Pregnancy" 

Robert  F.  Monroe,  M.  D., 

Louisville 

A Manikin  Demonstration  Lecture 
Covering  the  Common  Obstetrical 
Maneuvers  and  the  Use  of  Forceps 

Douglas  M.  Haynes,  M.  D., 
Louisville 

Recess — Visit  Exhibits 
Round  Table  Panel  on  "Prolonged 
Labor" 

Julian  B.  Cole,  M.  D.,  Moderator 
Douglas  M.  Haynes,  M.  D. 

Robert  F.  Monroe,  M.  D. 

Edwin  P.  Solomon,  M.  D. 

12:00  Luncheon  and  Business  Meeting 


9:30  a.m. 


10:00  a.m. 


10:30  a.m. 
11:00  a.m. 
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2:00  p.m. 


2:30  p.m. 
3:00  p.m. 


3:30  p.m. 
4:00  p.m. 


6:30  p.m. 


9:00  a.m. 


9:30  a.m. 


10:30  a.m. 


11:00  a.m. 
12:00 


"Managemenl  of  the  Peptic  Ulcer" 
Surgical — Howard  E.  Dorton,  M.  D., 
Lexington 

Medical — Frank  Moosnick,  M.  D., 
Lexington 

"The  Diarrheal  Syndrome" 

Jerome  Weiss,  M.  D., 

Xew  York,  New  York 

"The  Digeslive  Traci  in  Roenlge- 
nology" 

Robert  Akers,  M.  D., 

Louisville 

Recess — Visil  Exhibils 

Round  Table  Panel  on  "Gastroin- 

lesiinal  Diagnosis" 

Walter  S.  Coe,  M.  D.,  Moderator 
Robert  Akers,  M.  D. 

Howard  E.  Dorton,  M.  D. 

Franklin  B.  Moosnick,  M.  D., 
Jerome  Weiss,  M.  D. 

Stag  Banquet 
Jack  S.  DeTar,  M.  D., 

Milan,  Michigan, 

President,  AAGP,  Speaker 

April  20 

"Insipienl  Digitalis  Intoxication" 

Ralph  Denham,  M.  D., 

Louisville 

"Practical  Endocrinology" 

Richmond  Smith,  M.  D., 

Detroit,  Michigan 
"Athletic  Injuries" 

A.  Lee  Lichtman,  M.  D„ 

New  York,  New  York 
Recess — Visit  Exhibits 
Adjournment 


Council  Sets  Deadline — April  1 
for  Paying  KSMA  Dues 

The  Council  of  the  Kentucky  State  Medical 
Association  has  set  April  1 as  the  deadline  for- 
paying  1956  annual  KSMA  dues. 

Gant  Gaither,  M.  D.,  Hopkinsville,  KSMA 
President,  has  asked  that  all  physicians  who 
have  not  yet  done  so,  send  their  County,  KSMA, 
and  AMA  dues  to  the  secretary  of  their  county 
society. 

Dr.  Gaither  listed  the  benefits  that  would  be 
lost  by  failing  to  pay  dues.  Some  were:  Can- 
cellation of  the  subscription  of  the  KSMA 
Journal,  withdrawal  of  support  to  organized 
medicine  and  the  many  public  service  projects 
it  sponsors,  and  jeopardization  of  the  right  to 
continue  carrying  certain  needed  insur-ance  and 
other  priv’ileges  that  go  with  membership  in 
the  KSMA. 


Keniucky  Surgeons  to  Meet 
May  19  at  French  Lick 

The  Kentucky  Surgical  Society  will  meet 
Saturday,  May  19,  at  French  Lick,  Indiana,  ac- 
cording to  Francis  M. 

Massie,  M.  D.,  Lexing- 
ton, secretary-treasurer. 

Ralph  Bowers,  M.  D., 
chief  of  the  Surgical 
Service  at  the  VA  Medi- 
cal Teaching  Group  Hos- 
pital in  Memphis,  Ten- 
nessee, will  be  the  guest 
speaker.  He  will  discuss 
‘‘The  Surgical  Treatment 
of  Chronic  Pancreatitis.” 

Dr.  Bowers  received  his 
medical  degree  from  Johns  Hopkins  University 
in  1925.  He  served  a residency  at  Cincinnati 
General  Hospital.  Since  that  time,  he  has 
served  as  Associate  Professor  of  Clinical  Sur- 
gery at  Cornell  Medical  School  and  as  Chief 
of  Surgery  at  Lovell  General  Hospital  and 
Walter  Reed  Hospital. 

During  World  War  11  he  served  as  chief  of 
surgery  in  the  9th  General  Hospital  in  the 
Southwest  Pacific  Theater. 

Following  are  names  of  Kentucky  surgeons 
and  the  scientific  papers  they  will  present  at 
the  meeting: 

Eugene  Todd,  Jr.,  M.  D.,  Lexington;  ‘‘Carci- 
noma of  the  Gallbladder.” 

W.  Burford  Davis,  M.  D.,  Louisville;  “Hiatus 
Hernia.” 

D.  P.  Hall,  M.  D.,  Louisville;  “Implantation 
Carcinoma  in  the  Incision  Due  to  Desquamated 
Malignant  Cells.” 

Everett  G.  .Grantham,  M.  D.,  Louisville; 
“Surgical  Measures  for  Relief  of  Pain.” 

Condict  Moore,  M.  D.,  Louisville;  “Neck  Dis- 
section.” 

Alvun  B.  Ortner,  M.  D.,  Louisville;  “Manage- 
ment of  the  Postphlebitic  Syndrome.” 

Houston  W.  Shaw,  M.  D.,  Louisville;  “Sur- 
vival from  Cancer.” 

George  A.  Sehlinger,  M.  D.,  Louisville;  “In- 
jury to  the  Urinary  Tract  Stressing  Those  Re-  ' 
suiting  from  Gynecological  Surgery.” 

George  B.  Sanders,  M.  D.,  Louisville;  “Eval- 
uation of  Patients  for  Radical  Mastectomy  by 
Means  of  Triple  Biopsy  and  Bone  Marrow 
Biopsy.” 

The  Kentucky  Chapter  of  the  American  Col- 
lege of  Surgeons  will  meet  Friday,  May  18,  at 
French  Lick.  Full  details  of  the  meeting  will 
appear  in  the  April  Journal. 


Dr.  Bowers 
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Louisville  Industrial  Physician 
Wins  Presidential  Award 

Gradie  Rowntree,  M.  D.,  Louisville,  Chair- 
man of  KSMA’s  Committee  on  Industrial  Medi- 
cine and  Surgery,  has 
been  awarded  the  an- 
nual Physicians  Award 
of  the  President’s  Com- 
mittee on  Employment 
of  the  Physically  Handi- 
capped. 

The  award,  a scroll 
signed  by  President  Eis- 
enhower, was  presented 
to  Dr.  Rowntree  for  his 
“outstanding  contribution 
to  the  welfare  and  em- 
ployment of  the  physically  handicapped.” 

Dr.  Rowntree,  a graduate  of  the  University 
of  Arkansas  Medical  School,  is  medical  direc- 
tor of  a Louisville  printing  company.  A profes- 
sor of  industrial  medicine  at  the  University  of 
Louisville  Medical  School,  he  is  vice  chairman 
of  the  City-County  Board  of  Health  and  a mem- 
ber of  the  Governor’s  Committee  on  Employ- 
ment of  the  Handicapped.  Dr.  Rowntree  was 
the  1955  President  of  the  Jefferson  County 
Medical  Society. 


Allied  Medical  Services  Council 
Opposes  HJ  Resolution  171 

The  Kentucky  Council  for  Allied  Medical 
Services  went  on  record,  at  its  January  2 meet- 
ing, as  opposing  the  proposed  Commission  on 
Nursing  which  was  introduced  in  the  US  Con- 
gress as  HJ  171. 

The  bill,  introduced  January  1955  by  Con- 
gressiwomian  Francis  P.  Bolton,  proposes  to  set 
up  a federal  study  Commission  on  Nursing 
Service  to  gather  data  on  nursing.  The  commis- 
sion, which  would  be  composed  of  12  mem- 
bers including  representatives  from  the  nursing 
and  medical  profession,  would  look  into  the 
need  to  clarify  the  provinces  of  both  profes- 
sional and  nonprofessional  nurses,  to  improve 
and  extend  nursing  education  and  training  re- 
sources, and  to  encourage  more  effective  or- 
ganization and  utilization  of  this  personnel. 

Mrs.  Cynthia  Warren,  executive  secretary  of 
the  Kentucky  State  Association  of  Registered 
Nurses,  listed  several  reasons  for  the  opposition 
of  the  bill.  They  are:  1.  duplication  of  what  al- 
ready has  been  done,  2.  delay  in  pending  con- 
gressional action  required  to  meet  recognized 
needs,  and  3.  imposition  of  a responsibility  on 
the  government  for  an  action  in  areas  which 
should  be  served  by  the  profession. 


Joy  McCuddy,  president  of  the  KSARN,  has 
asked  that  all  KSMA  members  assist  in  defeat- 
ing HJ  171  when  it  is  brought  before  the  84th 
Congress 

Physicians  representing  KSMA  at  the  Jan- 
uary 2 meeting  were  Richard  R.  Sluoher,  M. 
D.,  Louisville,  president-elect  Woodford  B. 
Troutman,  M.  D.,  Louisville,  secretary  pro  tern; 
and  Everett  Baker,  M.  D.,  Louisville,  vice- 
president. 


Dr.  Howard  Re-elected  President 
of  State  Board  of  Health 

E.  M.  Howard,  M.  D.,  Harlan,  was  re-elected 
president  of  the  Kentucky  State  Board  of 
Health,  January  20  at  a meeting  in  the  Ken- 
tucky Hotel. 

Thomas  P.  Leonard,  M.  D.,  Frankfort,  was 
named  vice-president.  The  1936  graduate  of 
the  University  of  Louisville  Medical  School 
succeeds  J.  Watts  Stovall,  M.  D.,  Grayson.  Dr. 
Stovall’s  term  on  the  board  expired  December 
31. 

Carl  Fortune,  M.  D.,  Lexington,  was  sworn 
in  as  a new  board  member.  Dr.  Fortune,  a 
University  of  Michigan  Medical  School  grad- 
uate, succeeds  Dr.  Stovall. 

Russell  E.  Teague,  M.  D.,  Kentucky’s  new 
Commissioner  of  Health,  is  secretary  of  the 
board. 


Ex-Vanderbilt  Professor  Joins 
UL  Medical  School  Staff 

Beverly  Todd  Tcxwery,  M.  D.,  41,  was  recent- 
ly appointed  professor  of  medicine  and  chair- 
man of  the  department  of  medicine  at  the  Uni- 
versity of  Louisville  School  of  Medicine.  Dr. 
Towery,  associate  professor  of  medicine  at 
Vanderbilt  since  1953,  succeeds  J.  Murray 
Kinsman,  M.  D.,  as  department  chairman. 

A native  of  Springfield,  Illinois,  and  a grad- 
uate of  Western  Kentucky  State  College,  Dr. 
Towery  received  his  medical  degree  from  Van- 
derbilt. 

After  an  internship  in  medicine  at  Vander- 
bilt Hospital  he  seiwed  one  in  pathology  at 
Mallory  Institute  of  Pathology,  Boston  City 
Hospital.  He  served  a residency  at  Massachu- 
setts General  Hospital  and  was  a research  fel- 
low and  resident  physician  at  Thorndike 
Memorial  Laboratory,  Boston  City  Hospital. 

Dr.  Towery  was  a major  in  the  Army  Medi- 
cal Corps  fi'om  1942-1948. 


Dr.  Rowntree 
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First  Medical  Education  Week 
Scheduled  for  April  23-29 

Kentucky  physicians  are  joining  with  their 
colleagues  all  over  the  nation  in  celebrating 
April  23-29  as  Medical  Education  Week.  The 
purpose  of  the  week  is  to  focus  national  atten- 
tion on  the  progress  and  contributions  of  the 
nation’s  medical  schools. 

D.  P.  Hall,  M.  D.,  Louisville,  Kentucky  chair- 
man for  MEW,  has  urged  that  county  medical 
societies  cooperate  in  working  out  programs 
on  local  levels  to  get  across  the  purpose  of  the 
week. 

The  week  is  sponsored  jointly  by  the  AMA, 
the  Association  of  American  Medical  Colleges, 
the  National  Fund  for  Medical  Education  and 
the  American  Medical  Education  Foundation. 


Pediatrics  Seminar  Scheduled 
May  1 Through  June  19 

The  annual  pediatric  post-graduate  course 
sponsored  jointly  by  the  Kentucky  State  Med- 
ical Association,  the  Department  of  Pediatrics 
of  the  University  of  Louisville  Medical  School 
and  the  Kentucky  Child  Health  Foundation 
will  be  held  each  Tuesday  morning  May  1 
through  June  19  from  9:30  a.m.  to  12:30  p.m. 
at  Children's  Hospital,  Louisville. 

The  seminar  will  include  talks  on  such  topics 
as  “Office  Differential  Diagnosis  of  Fever” 
by  Alex  Steigman,  M.  D.,  Louisville,  and 
“Febrile  Convulsions”  by  E.  Roseman,  M.  D., 
Louisville.  Panel  discussions  on  the  problems 
of  adolescence  and  the  office  application  of 
knowledge  of  the  physiology  of  fluids  and 
electrolytes  are  included  in  the  seminar  pro- 
gram. 

The  registration  fee  is  $20.00.  For  more 
complete  information  about  the  course  write: 
W.  W.  Nicholson,  M.  D.,  Department  of  Pedi- 
atrics, 323  East  Chestnut  Street,  Louisville  2, 
Kentucky. 


Pedialricians  lo  Meet  April  5 

Horace  L.  Hodes,  M.  D.,  Clinical  Professor 
of  Pediatrics  at  Columbia  University,  will  be 
the  guest  speaker  at  the  annual  scientific  meet- 
ing of  the  Kentucky  Pediatric  Society,  April  5, 
1956,  at  the  Brown  Hotel  in  Louisville.  Dr. 
Hodes  iwill  speak  at  3:30  p.m.,  on  “The  Etiology 
and  Control  of  Infantile  Diarrhea”  and  at  7:45 
p.m.  on  “APC  Virus  Diseases.” 

A cocktail  hour  and  banquet  will  follow  the 
business  meeting.  Members  who  wish  to  bring 
guests  can  make  arrangements  toy  writing  to 


Seltoy  V.  Love,  M.  D.,  Secretary,  226  East 
Chestnut  Street,  Louisville  2,  Kentucky.  Alex 
Steigman,  M.  D.,  Louisville,  is  president  of  the 
society,  and  Daniel  Mcllvoy,  Jr.,  M.  D.,  Bowl- 
ing Green,  is  vice-president. 


Dr.  Lyon  is  KTH  Superintendent 

Addie  M.  Lyon,  M.  D.,  Ashland,  was  named 
superintendent  of  the  Kentucky  Training 
Home,  formerly  Kentucky  Feeble  Minded  In- 
stitute, February  15. 

Dr.  Lyon  graduated  from  the  University  of 
Louisville  Medical  School  in  1912.  Up  to  1922 
he  conducted  a private  practice  and  did  public 
health  work.  Since  1922  he  has  been  superin- 
tendent of  KMI  (1926-1936),  superintendent  of 
Western  State  Hospital,  director  of  the  Division 
of  Mental  Hygiene  and  Hospitals  in  the  Wel- 
fare Department,  acting  superintendent  of 
Lakeland  Hospital  and  commissioner  of  wel- 
fare. 


Illinois  Gives  $180,000  to  AMEF 

The  Illinois  State  Medical  Society  contri- 
butes $180,000  each  year  to  the  American  Med- 
ical Education  Foundation.  According  to  the 
January  1956  ISMS’s  Secretary’s  Letter,  an 
annual  contribution  of  $20.00  from  each  mem- 
ber of  the  society  during  ’53,  ’54,  and  ’55  has 
made  a total  contribution  of  $540,000. 

Other  states  have  adopted  this  “Illinois 
Plan”  and  approximately  seven  others  have 
agreed  to  contribute  to  the  AMEF  through 
their  dues. 


KSDA  Annual  Meet  is  April  8-11 

The  Kentucky  State  Dental  Association  will 
hold  its  96th  annual  session  April  8-11  at  the 
Brown  Hotel  in  Louisville.  Jesshill  Love,  M. 
D.,  Louisville,  will  be  the  guest  speaker  from 
the  KSMA. 

Dr.  Love  will  speak  on  “The  Importance  of 
Leukoplakia  as  Sub-Lingual  Cancer.”  Among 
other  speakers  at  the  session  and  the  topics 
they  will  speak  on  are:  th3  Reverend  Carl 
Winters,  Oak  Park,  Illinois,  “Business  of  Liv- 
ing”; and  Mr.  E.  C.  Lucas,  Louisville,  “You 
Can’t  Straddle  a Mudhole  with  a Wheelbarrow.” 


The  Inlernaiional  College  of  Surgeons  will 

hold  a regional  meeting  of  its  American  sec- 
tion in  Madison,  Wisconsin  at  the  Loraine  Ho- 
tel, April  26-28.  Arnold  Jackson,  M.D.,  presi- 
dent of  the  association  said,  in  making  the  an- 
nouncement, that  leading  surgeons  throughout 
the  US  will  participate  in  the  program. 
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MICTINE* -ORAL  NON-MERCURIAL  DIURETIC 


New  Orally  Effective  Diuretic 
for  Congestive  Edema 

Best  results  are  obtained  when  Mictine  is  administered  with  meals 
on  an  interrupted  dosage  schedule. 


WITHOUT  MICTINE  — f’nor  to  diuretic  therapy 
excessive  sodiiiin  and  water  are  characteristically  re- 
tained in  the  edetnatous  patient. 


An  effective  diuretic  has  been  described  as 
one  which  causes  excretion  of  water,  so- 
dium and  chloride  in  amounts  sufficient  to 
reduce  the  edema  but  not  to  result  in  salt 
depletion. 

Mictine  (brand  of  aminometradine) 
introduces  to  clinical  practice  an  improved 
diuretic  which  not  only  meets  the  standard 
qualifications  but  has  these  seven  addi- 
tional advantages: 

Mictine  is  orally  effective;  it  is  not  a 
mercurial;  it  has  no  known  contra- 
indications; it  does  not  upset  the  acid-base 
balance;  it  exerts  no  significant  influence 
on  electrolyte  balance;  it  may  be  given  in 
the  presence  of  renal  or  hepatic  diseases; 
it  is  well  tolerated. 

As  with  most  effective  therapeutic 
agents,  in  high  dosage  Mictine  may  cause 
some  side  effects  in  some  patients;  how- 
ever, on  three  tablets  daily  side  effects 
(anorexia  and  nausea,  rarely  vomiting, 

*Trademark  of  G.  D.  Searle  & Co. 


W1  TH  MICTINE  — of  the  reahsorption  of 
sodium  ion  leads  to  an  increased  excretioti  of  sodium 
ion,  water  and  chloride. 


diarrhea  or  headache)  are  minimal  or 
absent. 

Clinically,  Mictine  is  useful  in  the  main- 
tenance of  an  edema-free  state  in  all  pa- 
tients and  for  initial  and  continuing  diuresis 
in  mild  or  moderate  congestive  failure.  It 
is  not  intended  for  initial  diuresis  in  severe 
congestive  failure  unless  either  sensitivity 
or  tolerance  to  other  diuretics  has  devel- 
oped in  the  patient. 

The  maintenance  dosage  of  Mictine,  as 
well  as  for  initial  diuresis  in  mild  or  mod- 
erate congestive  heart  failure,  is  one  to  four 
200-mg.  tablets  daily  in  divided  doses;  the 
dosage  for  initial  diuresis  in  severe  conges- 
tive failure,  under  the  conditions  already 
described,  is  four  to  six  tablets  daily.  For 
either  use,  it  is  recommended  that  Mictine 
be  prescribed  with  meals  on  interrupted 
dosage  schedules;  that  is,  prescribing  Mic- 
tine on  alternate  days  or  for  three  consecu- 
tive days  and  omitting  it  the  next  four  days. 


Descn’pfiVe  literature  and  clinical  trial 
packages  are  ayailable  on  request  to  . . . 


P.  O.  Box  5110,  B 
Chicago  80,  Illinois 
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AHA  to  Meet  October  27-31 

The  32nd  Annual  Meeting  and  the  29th  An- 
nual Scientific  Session  of  the  American  Heart 
Association  will  be  held  in  Cincinnati  October 
27-31,  1956.  The  scientific  program  will  be 
conducted  at  the  Music  Hall,  and  the  Nether- 
lands-Plaza  will  be  the  headquarters  hotel. 

Kentucky  physicians  who  wish  to  present 
papers,  based  on  original  investigation  in  or 
related  to  the  cardiovascular  field,  or  scientific 
exhibits,  must  submit  abstracts  or  make  appli- 
cations to  the  Medical  Director,  American 
Heart  Association,  44  East  23  Street,  New 
York  10,  New  York  no  later  than  May  15. 


KSA  Elects  Dr.  Threlkel  President 

F.  Hayes  Threlkel,  M.  D.,  Owensboro,  was 
elected  president  of  the  Kentucky  Society  of 
Anesthesiologists  at  their  annual  meeting  Jan. 
15  in  the  Brown  Hotel. 

Other  officers  elected  for  1956  were:  Alfred 
J.  Wagner,  M.  D.,  Anchorage,  president-elect; 
Lewis  Francis,  M.  D.,  Lexington,  vice-president; 
and  Robert  Lykins,  M.  D.,  Louisville,  secre- 
tary-treasurer. Robert  P.  Bergner,  professor 
of  anesthesiology  at  the  University  of  Louis- 
ville Medical  School,  was  the  1955  president. 


Blue  Cross  Releases  Report 

The  Blue  Cross  Commission  recently  re- 
leased a report  showing  that  as  of  September 
30,  1955,  there  were  50,179,264  persons  enrolled 
in  the  86  Blue  Cross  Plans  in  the  United  States, 
Canada,  and  Puerto  Rico.  The  report  showed 
that  nearly  one  out  of  every  three  persons  in 
the  US  today  is  a Blue  Choss  member. 

Elmer  Hess,  M.  D.,  AMA  President,  said, 
after  reading  the  report,  “May  the  next  25 
years  prove  even  more  decidedly  that  free  men 
in  a free  country  are  perfectly  willing  and 
capable  of  protecting  their  families  against  the 
cost  of  medical  and  hospital  care  voluntarily 
without  government  interference.” 


Surgeons  Hear  R.  J.  Noer,  M.  D. 

“The  Obligations  of  Achievement”  was  the 
title  of  the  presidential  address  given  by  Rudolf 
J.  Noer,  M.  D.,  Louisville,  at  the  15th  annual 
session  of  the  Central  Surgical  Society,  Feb- 
ruary 23-25. 

Dr.  Noer,  Professor  of  Surgery  and  Chair- 
man of  the  Department  of  Surgery  at  the  Uni- 
versity of  Louisville  School  of  Medicine,  made 
his  presentation  in  Rochester,  Minnestota. 


%e|»A«iiT 


TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES.  AND  ALCOHOLISM 


Members  of  the  American  Hospital  Association  and  National  Association 
of  Private  Psychiatric  Hospitals 


Five  modern  buildings,  separate  for  men  and  women. 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
th  erapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 
J.  F.  HALLER,  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal sui>ervision.  Open  to  members  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louisville-LaGrange  bus  line. 

T.  N.  KHINDE,  M,  D.,  Neuropsychiatrist 
Medical  Director 

T.  J.  SMITH,  M.  D.,  Associate 
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dikydroxy  aluminum  aminoacetate 


On  the  basis  of  considerable  in  vitro 
evidence  accumulated  over  a period  of 
seven  years,  the  Council  on  Pharmacy 
and  Chemistry  has  revised  the  original 
Alglyn  monograph  acknowledging  that 


this  most  recent  form  of  aluminum  ant- 
acid theraj)y  is  as  active — In  Tablet 
Form — as  the  various  aluminum  hydrox- 
ide preparations  are  in  Liquid  form: 


“Dihydroxy  aluminum  aminoacetate  . . . shares  the  properties  of  the  alumi- 
num hydroxide  gel  preparations.  In  vitro  studies  indicate  that  the  buffering 
action  of  dihydroxy  aluminum  aminoacetate  in  tablet  form  is  comparable  to 
that  of  the  liquid  preparations  of  aluminum  hydroxide  gel  when  compared 
on  the  basis  of  equivalent  aluminum  content.” 


Alglyn  Tablets,  0.5  Cm.  dihvilroxy 
aluminum  aminoacetate,  are  siq)plied  in 
bottles  of  100  (white).  Your  patients  will 
welcome  the  change  from  li(piid  antacid 
preparations  to  easy-to-take  convenient, 
lightly-flavored  Alglyn  Tablets'. 

Also  supplied  in  combination  with 
spasmolytic  and  sedative  thera{)y  as 


Malglyn  Compound,  each  tablet 
contains  dibydroxy  aluminum  aminoace- 
tate, 0.5  Gnu,  belladonna  alkaloids,  0.162 
mg.,  fdienobarbital,  16.2  mg.,  j>er  tablet, 
bottles  of  100  (pink);  and  as  Belglyn, 
dibydroxy  aluminum  aminoacetate,  0.5 
Cm.,  belladonna  alkaloids,  0.162  mg.,  per 
tablet,  bottles  of  100  (yellow). 


Reprint  of  recent 
in  vivo  studies  avail* 
able  on  request 


1.  Rossett,  N.E.  and  Rice,  M.L.,  Jr.:  Gastroenterology,  26:490,  1954. 

^ '^'^''^2,  L.W.:  J.  Am.  Pharm.  Assoc'.,  Scientific  Edition, 

ooiDob,  1949. 


PHARMACEUTICAL  COMPANY 


CHATTANOOGA  9,  TENNESSEE 
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More  than  500  surgeons,  from  the  central  s.tates 
and  south  central  Canada,  and  guests  of  the 
society  were  scheduled  to  attend. 


Seven  Hospitals  Up  Room  Rales 

Seven  private  Louisville  hospitals  have 
raised  their  room  rates.  The  raises  came  after 
a recommendation  by  the  Hospital  Conference 
of  Greater  Louisville. 

The  hospitals  are:  Norton  Memorial  Infirm- 
ary, Kentucky  Baptist,  Jewish,  St.  Anthony, 
Red  Cross,  SS  Mary  and  Elizabeth,  Our  Lady 
of  Peace  and  Kosair. 


Topeka  MD  Speaks  to  Legislators 

Kentucky  needs  to  double  its  $5,000,000-a- 
year  mental  health  expenditure — William  C. 
Menninger,  M.  D.,  Topeka,  Kansas,  told  State 
legislators  in  Frankfort,  February  8. 

Dr.  Menninger,  a former  president  of  the 
American  Psychiatric  Association,  is  co-opera- 
tor of  the  Menninger  Clinic  in  Topeka  and  gen- 
eral manager  of  the  Menninger  Foundation. 
Frank  Gaines,  M.  D.,  Louisville,  Kentucky 
mental-health  commissioner,  introduced  Dr. 
Menninger. 


The  American  Academy  of  Neurology  will 

sponsor  nine  one-day  special  courses  on  April 
23-25,  1956  at  St.  Louis,  Mo.  The  Academy  will 
present  a special  course  concerning  Common 
Neurological  Syndromes  for  general  practi- 
tioners April  25.  This  course  has  been  author- 
ized by  the  American  Academy  of  General 
Practice.  For  more  complete  information  write 
to  Mrs.  J.  C.  McKinley,  Executive-Secretary, 
American  Academy  of  Neurology,  3501  East 
54the  Street,  Minneapolis  17,  Minnesota. 


The  research  grants  of  the  Tobacco  Industry 

Research  Committee  passed  the  $838,000  mark 
in  1955,  according  to  Timothy  V.  Hartnett, 
chairman  of  the  committee.  This  committee 
sponsors  research  into  tobacco  use  and  health 
iby  independent  scientists  at  hospitals,  labora- 
tories, and  medical  schools  throughout  the 
United  States.  A $1,000,000  research  fund  has 
been  established  by  the  committee. 

^ 

The  29th  Annual  Spring  Congress  in  ophthal- 
mology and  otolaryngology  and  allied  special- 
ties will  be  held  in  Roanoke,  Virginia,  April  2- 
7,  1956.  Announcement  was  made  by  E.  G.  Gill, 
M.  D.,  of  the  Gill  Memorial  Eye,  Ear,  and 
Throat  Hosipital  in  Roanoke. 


''Neohydrin . . . 
offers  the  striking 
advantage  of 
a high  degree  of 
therapeutic 
effectiveness  upon 
oral  administration."* 

' Krantz,  J.  C.,  Jr.,  and  Carr,  C.  J.:  The  Pharma- 
calogic  Principles  of  Medical  Practice,  ed.  3, 
Baltimore,  The  Williams  and  Wilkins  Company, 
1954,  p.  998. 


NEW  CASTLE  SANITARIUM 

Telephone  3621 
NEW  CASTLE,  KY. 

For  the  core  of 

CHRONIC,  CONVALESCENT  AND  GERIATRIC 
PATIENTS 

Member  of  the  American  Hospitol  Association 
Member  of  the  American  Assn,  of  Nursing  Homes 
Licensed  and  Approved  by  the  State  of  Kentucky 

SPECIAL  DIETS  PREPARED  — ELECTRO-THERAPY 
TREATMENTS  AVAILABLE 

PRIVATE  PHYSICIAN  AVAILABLE  AT  ALL  HOURS 

24-HOUR  EFFICIENT  AND  CHEERFUL  NURSING  CARE 

REASONABLE  RATES 

New  Selectemp  Modulated  Steom  Heat  With  Filtered  Air 
For  Moximum  Comfort  and  Sofety 
Protected  Throughout  With  Automotic  Fire  Detection 
and  Alorm  System 

IRA  O.  WALLACE,  Administrator 


PATRONIZE  THE  ADVERTISERS  IN 
THE  JOURNAL 
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Trasenllne-PS 


integrated  relief . . . 
mild  sedation 

C I B A.  visceral  spasmolysis 

Summit,  N.  J.  mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbitaL 


2J2229H 


THE  PEOPLE  AND  RURAL  HEALTH 

(Continued  from  page  264) 

were  answered  by  the  morning  panel  and 
others  in  the  audience.  Presentation  of 
the  questions  from  the  groups  were  han- 
dled by  Walter  L.  O’Nan,  M.D.,  Henderson, 
Paul  (Jrubbs,  of  the  Kentucky  Chamber 
of  Commerce  and  Mrs.  Cynthia  Warren  of 
the  Kentucky  State  Association  of  Regis- 
tered Nurses. 

The  -buzz  session  was  followed  by  a dra- 
matic skit  presented  by  the  Kentucky 
Farm  Press  and  Radio  Association  arrang- 
ed by  that  organization’s  president,  Hay- 
den Timmons  of  radio  station  WHAS  in 
Louisville.  The  skit,  which  brought  out 
how  local  rural  health  councils  can  serve 
to  foster  good  health  through  voluntary 
cooperation  by  lay  groups,  included  the 
following  persons  in  its  cast:  Ernest  Clark, 
Kentucky  farmer;  James  Heiser,  Federal 
Land  Bank;  Phyllis  Knight,  WHAS;  Mar- 
tha Logan,  Kentucky  College  of  Agricul- 
ture and  Home  Economics;  John  Stanford, 
rural  Kentucky;  and  Mancil  Simpson, 
Kentucky  Department  of  Agriculture. 


A stimulating  summing  up  of  the  con- 
ference by  Barney  Arnold,  WHAS  farm 
director,  concluded  the  program. 

An  evaluation  of  the  1956  conference  is 
appropriate.  Was  it  a success?  From  every 
person  we  heard  who  was  present,  it  was 
the  best  conference  of  this  type  yet  held 
in  Kentucky. 

Despite  the  fact  that  the  program  had  to 
be  altered  in  many  ways  and  the  attend- 
ance measurably  reduced  by  the  bad 
v/eather,  the  conference  was  felt  to  have 
given  real  impetus  to  the  rural  health 
council  movement  in  Kentucky. 

Perhaps  the  smooth  way  in  which  every 
one  pitched  in  and  made  a worthwhile 
meeting  out  of  a conference  which  nature 
seemingly  had  doomed  to  failure  was  an 
object  lesson  which  showed  what  we  can 
do  ourselves  with  what  we  have.  Perhaps 
circumstances  forced  a special  meaning 
for  the  conference  slogan,  “Do  It  Now 
With  What  You  Have.” 

Certainly  the  attendance  and  enthusi- 
asm of  the  people  who  made  the  trip 
should  not  be  lost  on  the  medical 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN: 

Widely  used 
natuial,  oral 
estrogen 


ayerst  laboratories 

New  \ ork,  N.  Y.  • Montreal,  Canada 
5645 


profession.  The  people  want  to  do  some- 
thing about  health.  They  are  willing  and 
eager  to  do  a job  of  which  they  are  capa- 
ble when  given  the  benefit  of  leadership 
and  advice  from  medical  and  other  health 
professionals. 

The  1956  conference  was  a real  success 
in  the  eyes  of  everyone  who  attended  it. 
Its  democratic  purpose  deserves  the  sup- 
port of  every  physician  in  his  own  com- 
munity. 

Wyatt  Norvell,  M.  D.,  Chairman 
KSMA  Committee  on  Rural  Health 


News  Items 

Edwin  Cameron,  M.  D.,  former  Delaware 
State  Health  Commissioner,  has  been  named 
director  of  the  Division  of  Preventive  Medicine 
of  the  State  Department  of  Health.  A native 
of  Nova  Scotia,  Dr.  Cameron  was  graduated 
from  Dalhousie  Medical  School,  Halifax,  Nova 
Scotia.  He  received  a Master  of  Public  Health 
Degree  from  Johns  Hopkins  University.  He  has 
worked  in  public  health  in  West  Virginia;  Con- 
necticut; Damacus,  Syria  and  Delaware. 


Earl  R.  Williams,  M.  D„  a native  of  Indiana, 
opened  an  office  in  Stearns  January  18  for  the 
practice  of  medicine  and  surgery.  A graduate 
of  the  College  of  Medicine  Evangelists,  Loma 
Linda,  California,  Dr.  Williams  interned  at 
Pawtuckett  Memorial  Hospital,  Pawtuckett,  R. 
I.  Dr.  Williams  served  as  senior  medical  officer 
for  two  years  aboard  an  aircraft  carrier  in  the 
Pacific. 


Charles  Nord,  M.  D.,  recently  became  asso- 
ciated with  the  Federal  Correctional  Institute 
in  Ashland.  Dr.  Nord,  who  was  graduated  from 
the  University  of  Michigan  School  of  Medicine 
in  1945,  interned  at  the  Highland  Park  General 
Hospital.  Dr.  Nord  has  been  on  the  staff  of  the 
University  of  Michigan  Hospital  and  the  VA 
Hospital  in  Ann  Arbor,  Michigan. 


Gordon  Meade,  M.  D.,  a ’35  graduate  of  the 
University  of  Rochester  School  of  Medicine, 
recently  joined  the  staff  of  the  UMW  Hospital 
in  South  Williamson.  Dr.  Meade  served  two  in- 
ternships— Strong  Memorial  Hospital  in  New 
York,  and  Mt.  Morris  Tuberculosis  Hospital  in 
New  York.  He  was  an  instructor  at  the  Univer- 
sity of  Rochester  School  of  Medicine  from  1943 
to  1946.  Dr.  Meade  served  as  medical  director 
of  the  Trudeau  Sanitarium,  Saranac  Lake,  New 
York,  from  1946  to  1955. 
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letk  look  at  the  record. 
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A/Iore  physicians  have  successfully  treated  more 
patients  for  more  indications 
over  a longer  period  of  time  with  tablets  of 

Cl  or  tome 


ACETATE 

(CORTIGONE  ACETATE.  MERCK) 


HtvdroCortome 

(hydrocortisone.  Merck) 

than  with  any  other  adrenal  cortical  steroid. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 
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for  "This  Wormy  World" 

PINWORMS 

ROUNDWORMS 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

’^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg. , Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request.  , ; 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


Marshall  Breath,  M.  D..  has  begun  a practice 
in  Pikeville.  A ’40  graduate  of  the  University 
of  Texas  Medical  School,  Dr.  Breath  interned 
at  the  City  Memorial  Hospital  at  Winston  Sa- 
lem, North  Carolina.  He  served  a residency  in 
internal  medicine  at  the  University  of  Texas 
Medical  School  Hospitals. 


John  F.  Weiksnar,  M.  D.,  has  located  at 
Whitesburg.  Dr.  Weiksnar  was  graduated  from 
the  University  of  Buffalo  School  of  Medicine 
in  1947.  He  served  an  internship  at  the  Allied 
Hospital  of  Sisters  of  Charity  in  Buffalo.  He 
has  been  associated  with  the  Meyer  Memorial 
Hospital  and  the  US  Army  Surgical  Hospital 
in  Buffalo. 


William  Evans,  M.  D.,  has  joined  the  staff 
of  the  UMW  Hospital  in  South  Williamson  in 
Pike  County.  A ’38  graduate  of  the  University 
of  Pennsylvania  Medical  School,  Dr.  Evans  in- 
terned at  West  Pennsylvania  Hospital  in  Pitts- 
burgh. He  has  been  associated  with  the  New 
York  Lying-in-Hospital  and  the  Methodist 
Hospital  in  Brooklyn. 


Warren  Diessner,  M.  D.,  a ’34  graduate  of  the 
University  of  Minnesoto  Medical  School,  has 
joined  the  staff  of  the  UMW  Hospital  in  Mid- 
dlesboro.  Dr.  Diessner  served  an  internship  at 
the  County  Hospital  in  Hackensack,  New  Jer- 
sey. He  was  house  physician  at  the  Medical 
Center  in  Jersey  City. 


Fred  J.  Cecil,  M.  D.,  has  begun  a practice  in 
Horse  Cave.  Dr.  Cecil  was  graduated  from  the 
University  of  Louisville  School  of  Medicine 
and  served  an  internship  at  the  Kentucky  Bap- 
tist Hospital.  Dr.  Cecil  practiced  in  Symposia 
before  going  to  Horse  Cave. 


William  N.  Nash,  M.  D.,  recently  of  the  staff 
of  Vanderbilt  University  Hospital,  Nashville, 
Tennessee,  has  begun  a practice  in  Louisville. 
A ’52  graduate  of  the  University  of  Louisville 
Medical  School,  Dr.  Nash  interned  at  Califor- 
nia Hospital  in  Los  Angeles.  He  served  a two 
year  residency  in  anesthesiology  at  Columbia- 
Presbyterian  Hospital  in  New  York. 


Charles  F.  Schneider,  M.  D„  a ’43  graduate  of 
the  University  of  Virginia  Department  of  Medi- 
cine, has  begun  a practice  in  Hazard.  Dr. 
Schneider  interned  at  the  University  of  Vir- 
ginia Hospitals.  A surgeon,  he  has  been  asso- 
ciated with  the  VA  Hospital  in  Bradford  Vir- 
ginia, VA  Center  in  Jackson,  Mississippi,  and 
the  McKenny  VA  Hospital  in  Dallas,  Texas. 
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R.  Stephen  Bowen,  M.  D„  who  recently  re- 
turned from  the  service,  has  begun  a practice 
in  Mt.  Washington.  A ’52  graduate  of  the  Uni- 
versity of  Louisville  School  of  Medicine,  he  in- 
terned at  th  Good  Samaritan  Hospital  in  Lex- 
ington. 


Francis  Sommer,  M.  D.,  has  opened  an  office 
in  Corbin.  A ’40  graduate  of  Yale  University 
School  of  Medicine,  he  interned  at  Boston  City 
Hospital.  Dr.  Sommer  served  a residency  in 
OB-GYN  at  Free  Hospital  for  Women,  Brook- 
line, Massachusetts. 


Glenn  Stoutt,  Jr„  M.  D„  a ’51  graduate  of  the 
University  of  Tennessee  School  of  Medicine, 
has  opened  an  office  in  Evarts.  Dr.  Stoutt  serv- 
ed an  internship  at  the  St.  Joseph  Hospital  in 
Lexington. 

COUNTY  SOCIETY  REPORTS 

McCRACKEN 

The  McCracken  Coui.ty  Medical  Society  held 
a meeting  January  25.  Harold  Priddle,  M.  D., 
president,  presided. 

The  society  voted  to  acknowledge  receipt  of 
a copy  of  a letter  from  the  Calloway  County 
Medical  Society  which  had  previously  been 
sent  to  various  state  officials  concerning  the 
advisability  of  a second  medical  school. 

Charles  Deere,  M.  D.,  Assistant  Professor  of 
Medicine  at  the  University  of  Tennessee  Medi- 
cal School,  presented  the  scientific  program. 
He  spoke  on  “Current  Uses  of  Steroids.”  A 
question  and  answer  period  followed  the  dis- 
cussion. 

C.  P.  Orr,  M.  D.,  Secretary 


PIKE 

The  Pike  County  Medical  Society  held  its 
monthly  meeting  January  17  in  Pikeville. 
Eighteen  members  were  present. 

E.  T.  Thorsness,  M.  D.,  was  voted  into  mem- 
bership in  the  society. 

Adam  G.  Osborne,  M.  D.,  Pikeville,  was 
elected  referee  from  Pike  County  to  the  State 
Board  of  Health. 

John  Archer,  M.  D.,  Councilor  from  the  14th 
District,  reported  to  the  group  on  the  resigna- 
tion of  Bruce  Underwood,  M.  D.;  the  division 
of  offices  of  Commissioner  of  Health  and  Ken- 
tucky State  Medical  Society  Secretary,  and 
appointment  of  Woodford  Troutman,  M.  D.,  as 
secretary  pro  tern  of  the  KSMA. 

Dr.  Archer  announced  that  the  14th  Dis- 
trict Meeting  will  be  held  at  the  Paintsville 
Club  on  April  19,  1956. 

Ballard  W.  Cassady,  M.  D.,  Secretary 


Results  With 

‘ANTEPAR’* 

against  PINWORMS 

In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44:386,  1954. 

White,  R.  H.  R.,  and 
Standen,  O.  D. : 

Brit.  M.  J.  2:755,  1953. 

a,ain.  ROUNDWORMS 

“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg. , Scored  , 

Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 

BURROUGHS  WELLCOME  & CO.  (U  S A.)  INC. 
Tuckahoe,  New  York 
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oCOTT 

The  Scott  County  Medical  Society  met  at 
John  Graves  Ford  Memorial  Hospital  in 
Georgetown,  February  2. 

The  guest  speaker,  Francis  M.  Massie,  M.  D., 
Lexington,  gave  the  group  his  views  on  the 
proposed  UK  Medical  School. 

The  following  physicians  attended  the  meet- 
ing. J.  C.  Cantrill,  M.  D.;  A.  F.  Smith,  M.  D.; 
F.  W.  Wilt,  M.  D.;  H.  G.  Wells,  M.  D.;  C.  R. 
Lewis,  M.  D.;  E.  C.  Barlow,  M D.;  and  H.  V. 
Johnson,  M.  D. 

H.  V.  Johnson,  M.  D.,  Secretary 


SHELBY-OLDHAM 

The  Shelby-Oldham  County  Medical  Society 
held  its  January  meeting  in  the  Old  Stone  Inn 
at  Simpsonville. 

The  society  went  on  record  as  favoring  in- 
creased state  aid  for  the  University  of  Louis- 
ville Medical  School. 

Morgan  Colbert,  M.  D.,  was  the  guest  speaker. 
He  presented  a paper  on  “Orthopedics  in  the 
the  office.” 

The  group  will  hold  its  next  meeting  Feb- 
ruary 23.  Nathan  Levene,  M.  D.,  Hazelwood, 
will  be  the  guest  speaker. 

C.  C.  Risk,  D.D.S.,  Secretary 


UNION 

The  Union  County  Medical-Dental  society 
held  its  regular  monthly  meeting  January  17, 
1956  at  Our  Lady  of  Mercy  Hospital  in  Mor- 
ganfield. 

The  group  welcomed  V.  L.  Fisher,  M.  D., 
into  the  society.  Dr.  Fisher  recently  established 
a practice  in  Morganfield.  He  is  a University 
of  Tennessee  Medical  School  graduate. 

The  following  1956  officers  were  elected: 
Dr.  Fisher,  president;  Dudley  Smith,  M.  D., 
vice-president;  William  Humphrey,  M.  D.,  sec- 
retary-treasurer; G.  B.  Carr,  M.  D.,  delegate; 
and  John  W.  Conway,  M.  D.,  alternate  delegate. 

The  members  were  requested  to  pay  1956 
dues  and  a suggestion  that  a speaker  be  ac- 
quired for  the  February  meeting  was  made. 
The  meeting  adjourned  at  7:30  p.m. 

William  Humphrey,  M.D.,  Secretary 


The  1956  meeting  of  the  American  Goiter  As- 
sociation will  be  held  in  the  Drake  Hotel  in 
Chicago,  May  3-5.  John  C.  McClintock,  M.  D., 
Albany,  N.  Y.,  secretary  of  the  AGA,  said  in 
making  the  announcement,  that  the  meeting 
will  consist  of  papers  and  discussions  on  the 
physiology  and  diseases  of  the  thyroid  gland. 


CITY  VIEW  SANITARIUM 

For  the  diagnosis  and  treatment  of  mental  and  nervous 
disorders,  alcoholism  and  drug  addictions 

Established  in  1907  by  the  late  John  W.  Stevens,  M.  D. 

52  acres  near  city.  Separate  buildings  for  men  and  women 

Two  full  time  psychiatrists 

Electric  shock  and  insulin  therapy  in  selected  cases 

Occupational  therapy 

Physiotherapy  department 

Adequate  laboratory  facilities 

NASHVILLE  : TENNESSEE 
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"AN  ALLIANCE 

OF  THE  CLASSIC 
AND  CONTEMPORARY' 


HYPERTENSION 


Synergistic  Therapy 
with  New 


THEOMINAU  R.S 


Now  you  can  give  your  hypertension  patients 
the  compound  therapeutic  advantages 
of  two  successful  hypotensive  agents: 

Theominal  (theobromine  with  Luminal®) 
and  purified  Rauwolfia  serpentina  alkaloids. 

THEOMINAL  R.  S.  gives 

Better  Control  of  Cardiovascular 

and  Subjective  Symptoms 

Theominal  R.  S.  offers  both  the  vasodilator  and 
myocardial  stimulant  actions  of  theobromine  with 
Luminal  and  the  moderate  central  hypotensive  effect  of 
Rauwolfia  serpentina.  Gentle  sedation  calms  the  patient 
and  a feeling  of  "relaxed  well-being”  is  established. 

With  Theominal  R.  S.  the  therapeutic  potency  of  each 
of  the  components  is  enhanced  and  the  chance  of  a 
patient’s  sensitivity  to  any  one  drug  is  lessened. 


VV  LABORATORIES  I 
NEW  YORK  18,  N.  Y.  WINDSOR,  ONT. 


Each  Theominal  R.  S.  tablet  contains: 

Theobromine 0.32  Gm.  (5  grains) 

Luminal  10  mg.  (I4  grain) 

Purified  extract  of  Rauwolfia 

serpentina  alkaloids  1.5  mg. 

DOSE:  1 tablet  two  or  three  times  daily. 

SUPPLIED:  bottles  of  100  and  500  tablets. 


THEOMINAL  AND  LUMINAL  (sRAND  OF  PHENOBARBITAl),  TRADEMARKS  REG.  U.  S.  PAT.  OPf. 
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ROY  SCOTT  McAllister,  m.  d. 
Louisville 
1917  - 1956 

Dr.  McAllister,  Louisville  surgeon,  died  at 
his  home  Feb.  7 of  a.  heart  attack.  He  was  38. 

A native  of  Finchville,  Dr.  McAllister  grad- 
uated from  the  University  of  Louisville  Medi- 
cal School  in  1943.  He  served  in  the  Army 
Medical  Corps  at  Fort  Bragg,  N.  C.,  during 
World  War  11. 

A former  associate  of  E.  L.  Henderson,  M.D., 
once  AMA  president.  Dr.  McAllister  was  asso- 
ciated with  Richard  Spear,  M.  D. 

V,  A.  TURNER,  M.D. 

Lswisburg 
1874  - 195S 

Dr.  Turner  died  at  the  Russellville  nursing 
home  January  22.  He  was  81. 

A graduate  of  the  University  of  Louisville 
Medical  Department  in  1909,  Dr.  Turner  prac- 
ticed medicine  in  Lewisburg  for  30  years. 


JOSEPH  D.  NORTHCUTT,  M.  D. 
Covington 
1881  - 1956 

Dr.  Northcutt,  president  of  the  Kentucky 
State  Medical  Association  in  1936,  died  Jan.  22 
at  St.  Elizabeth  Hospital. 

A native  of  Bracken  County,  Dr.  Northcutt 
moved  to  Boone  County  early  in  life. 

He  was  graduated  from  the  University  of 
Louisville  Medical  Department. 

Dr.  Northcutt  was  a member  of  the  Ameri- 
can College  of  Surgeons  and  the  First  Baptist 
Church  in  Covington. 


MILTON  FORD.  M.D. 

Warfield 
1873  - 1955 

Dr.  Ford  died  at  the  Logan  General  Hospital 
in  December,  following  a long  illness. 

A graduate  of  the  University  of  Louisville 
School  of  Medicine  in  1904,  he  began  his 
practice  in  Inez.  Dr.  Ford  went  to  Warfield  in 
1910.  He  moved  his  ofLca  back  to  Inez  in  1935 
where  he  practiced  until  a year  ago. 


Relax  the  best  way 

pause  for  Coke 


continuous  quality 
is  quality  you  trust 
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PEACE  OF  MIND  FROM  OFFICE  AND  BUSINESS  WORRIES 
OUR  SERVICES  COVER: 


/Uuuialde. 


Tax  Returns 

Fees 

Bookkeeping 

Partnerships 

PROFESSIONAL 

Delinquent  Accounts 

Hospitals 

BUSINESS 

(No  Commission) 

Clinics 

Office  Routines 

Counselling  - Investments 

MANAGEMENT 

Office  Planning 
Instructing  Personnel 

Insurance 

ASSOCIATES: 

Claylon  L.  Scroggins  Huberl  G.  Sliffler 

John  R.  Lesick 
Richard  D.  Shelley 

Daniel  L.  Zeiser 
Richard  J.  Conklin 

FOR  DOCTORS 
ONLY 

CLAYTON  L.  SCROGGINS  ASSOCIATES 

ESTABLISHED:  1945 

141  West  McMillan  Street 

« WOodburn  l-IOlO  vt 

Cincinnati  19,  Ohio 

I would  like  to  talk  with  one  of  your  representatives 

m 

Name 

All  Services 

Address 

Telephone 

Completely 

Confidential 

w!  Palatable  Oral  Suspension  Gives 
her,  Faster  Blood  Levels  than  Twice 
Dose  of  Injected  Procaine  Penicillin 


■ PEN  "VEE*  Suspension, 

300.000  units 

. Procaine  Penicillin  G, 

600.000  units  (one  injection) 


This  ready-mixed,  stable,  and  pleasantly 
flavored  suspension  is  supplied  as  follows:  Pen* 
Vee‘ Suspension,  300,000  units  per  5-cc.  tea- 
spoonful, bottles  of  2 fl.  oz.  Also  available: 
PEN*VEE*Om/  Tablets,  200,000  units,  scored, 
bottles  of  36;  500,000  units,  scored,  bottles  of  12. 


Pen  Suspension 


Benzathine  Penicillin  V Oral  Suspension 


ORAL  PENICILLIN 


Hours  after  Administration 


WITH 

INJECTION  PERFORMANCE 


Philadelphia  1,  Pa. 


•Trademark 
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SECLUSION  MATERNITY 


Write  for  Information 

HELEN  AMOS 
4911  East  27th  St. 
Kansas  City.  Mo. 


FAIRMOUNT 

HOSPITAL 

FOR 

UNMARRIED 
GIRLS 
Est.  1909 

Private  sanitarium 
with  certified  obstet- 
rician in  charge.  All 
adoptions  arrang- 
ed through  juvenile 
court.  Early  entrance 
advised. 

Rates  reasonable.  In 
certain  cases  work 
given  to  reduce  ex- 
penses. 


RADIUM 

{Including  Radium  Aipplicators) 

For  All  Medical  Purposes 

Est.  1919 

Quincy  X-Ray  & Radium  Laboratories 

(Owned  and  Directed  by  a Physician- 
Radiologist) 


HAROLD  SWANBERG,  B.S.,  M.D.,  Director 
W.  C.  U.  Bldg.  Quincy,  Illinois 


WAYSIDE  HOSPITAL 

168  North  Broadway 
Lexington,  Kentucky 

A private  psychiatric  hospital  for  men,  offering  modern  diagnostic  and 
treatment  procedures,  a luxurious  club-like  atmosphere,  and  a cordial  hos- 
pitality. 

Approved  By  American  Medical  Association 


STAFF 

H.  Halbert  Leet,  M.  D.  John  H.  Rompf,  M.  D. 

Carl  Wiesel,  M.  D.  Irving  A.  Gail,  M.  D. 

Edward  L.  Houchin,  Administrator 

Phone:  2-2050 


Rotes 

$4.00 


3.25 


1.50 


AMERICAN  MEDICAL  ASSOCIATION 
535  North  Dearborn  • Chicago  10,  Illinois 


WANTED — General  Practitioner  who 
can  do  some  surgery,  anaesthesia  and 
obstetrics  with  a busy  General  Practi- 
tioner in  Western  Kentucky.  Guaran- 
tee, and  Commission  Basis.  Address: 
KSMA.  Box,  620  South  3rd  St.,  Louis- 
ville, Ky. 


PLEASE  NOTICE 

Advertising  space  in  the  Kentucky  Medical 
Journal  is  worth  just  what  you  make  it. 
When  you  buy  from  firms  advertising  in 
the  Kentucky  Medical  Journal,  you  protect 
yourself  against  questionable  products  and 
you  increase  the  value  of  this,  your  own 
Journal,  to  its  advertisers.  If  a product  is 
not  advertised  in  the  Kentucky  Medical 
Journal,  it  may  have  been  declined  in  order 
to  protect  you.  Remember  this,  and  use  these 
pages  as  your  buying  guide. 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

{The  Pioneer  Postgraduate  Medical  Institution  in  America) 


COURSE  FOR  GENERAL  PRACTITIONERS 

Intensive  full  time  instruction  in  those  subjects  which 
are  of  particular  Interest  to  the  physician  in  general 
practice,  consisting  of  clinics,  lectures  and  demonstrations 
in  the  following  departments — medicine,  pediatrics,  car- 
diology, arthritis,  chest  diseases,  gastroenterolog}',  dia- 
betes, allergy,  dermatology,  neurology,  minor  surgery, 
clinical  gynecology,  proctology,  peripheral  vascular  dis- 
eases, fractures,  urology,  otolaryngology,  pathology, 
radiology.  The  class  is  expected  to  attend  departmental 
and  general  conferences. 

For  Information  about  these  and  THE  DEAN. 
other  courses  AddressS 


SURGERY  and  ALLIED  SUBJECTS 

•V  two  months  combined  surgical  course  comjirising 
general  surgery,  traumatic  surgery,  abdominal  surg- 
ery, gastroenterology,  proctology,  gynecological  surg- 
ery. urological  surgery.  Attendance  at  lectures,  wit- 
nessing operations,  examination  of  ])atients  pre-op- 
eratively  and  post-oi)eratively  and  follow-up  in  the 
wards  po.st-operatively.  Patholog>-.  radiology,  physical 
medicine,  anesthesia.  Cadaver  demonstrations  in 
surgical  anatomy,  thoracic  surgery,  proitology,  ortho- 
pedics. 0))erative  surgery  and  oi>erative  gynecology 
on  the  cadaver:  attendance  at  departments  and  gen- 
eral conferences. 

345  WEST  50th  St..  New  York  19.  N,  Y. 


MEDICAL-DENTAL  BUSINESS  IBUBEAU,  INC. 

227  HEfYBURN  BUILDING  — P.  O.  BOX  1465  WAhash  6725 

3'34  W.  BROADWAY 
LOUISVILLE,  KENTUCKY 

Gentlemen,  I am  interested  in  talking  with  you  about  the  subjects  checked  below. 


See  me  at  (address) 

Doctor 

Practice  Survey  and  Recommendations 
Financial  Records  and  Reports 
Professional  Management  Service 
Long-Term  Financial  Planning 
Tax  Returns 
Other: 


.on  (date) at  (hour). 


( ) 
( ) 
{ ) 
( ) 
( ) 


( ) Centralized  Bookkeeping 

(Statements  to  Tatients) 

( ) Pre-Collection  Program 

( ) Partnership  Formation 

( ) Sale  of  Practice 

( ) Collections 


I 


iinujue 

in  successfully  fighting 
malpractice  charges 


I 


PROFESSIONAL  PROTECTION 
EXCLUSIVELY 
SINCE  1899 


LOUISVILLE  Office: 
Calvin  Bimer,  Rep., 
Telephone  Clay  3636 


^"The  substitution  of  oral 
Neo  hydrin 

for  parenteral  meralluride 
was  successfully 
accomplished  in  97  percent 
of  70  ambulatory 
clinic  out-patients  with 
chronic  congestive 
heart  failure/'* 


Physicianss — Patronize  your  advertisers 
for  they  support  the  Journal. 


’ Lawrence,  W.  E.;  Kahn,  S.  S.,  and  Riser,  A.  B.: 
South.  M.J.  47:105,  1954. 
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the  most  complete 
optical  scRvice 
in  Kentucky 


OCULISTS’  PRESCRIPTIONS  EXCLUSIVELY 

MUTH  OPTICAL  COMPANY 

Prescription  Opticians 

We  maintain  our  own  manufacturing  and  grinding  laboratory 
665  S.  4th  Brown  Hotel  Building  Louisville  2 


E E L E Y 

INSTITUTE 

' ' • 

DWIGHT,  ILLINOIS 


Treating  alcoholism  and  other  problems  of  addiction 

REGISTERED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION - 
MEMBER  AMERICAN  HOSPITAL  ASSOCIATION. 


(Slea/LAl 


On  The  Kratzville  Road 

EVANSVILLE.  IND. 


TELEPHONE  6 6181 

A PRIVATE  HOSPITAL  FOR  THE  TREATMENT  OF 
PATIENTS  SUFFERINO  FROM  MENTAL  ILLNESS, 
ALCOHOLISM  AND  DRUG  ADDICTION. 

SEPARATE  BUILDINGS  FOR  DISTURBED  AND 
CONVALESCENT  PATIENTS. 


Equipped  for  Surgery 

ELECTROENCEPHALOGRAPH— CLINICAL  LABORA- 
TORY—ENG  AND  BMR  EQUIPMENT  — STEREO- 
SCOPIC X-RAY— HYDROTHERAPY 

Albert  J.  Crevello,  M.  D. 

Diplomtle,  Americin  Board  of  Psychiatry  & Nenroloiy,  Inc 
MEDICAL  DIRECTOR 
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American  Meat  Institute  210 
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W.  R.  Long  (Insurance  Co.) 214 

Louisville  Medical  Dental  Business 

Bureau  287 

Mead  Johnson  & Company 223,  300 

Medical  Protective  Company 287 

Muth  Optical  Company  288 

National  Drug  Company  291 

New  Castle  Sanitarium  276 

N.  Y.  Polyclinic  Med.  Sch.  & Hosp 287 

Parke,  Davis  & Company 202,  203 

Pfizer  Laboratories  205,  213 

The  Phoenix  Hotel  295 

Physicians  Casualty  Association 289 

Pleasant  Grove  Hospital  274 

Quincy  X-Ray  & Radium  Laboratories . 286 
Sobering  Corporation  ..224,  225,  292,  293 

Scientific  Exhibits  252 

Clayton  L.  Scroggins  Associates 285 

G.  D.  Searle  & Company 273 

Sharp  & Dohme  211,  217,  279 

Smith,  Kline  & French 220 

Southern  Optical  Company  288 

E.  R.  Squibb  & Company 298 

Today’s  Health  286 

Upjohn  Company  219,  295 

Wallace  Laboratories  215 

K.S.M.A.  (Want  Ad)  286 

Wayside  Hospital  286 

White  Cross  Hospital  290 

Winthrop  Laboratories  283 

Wyeth,  Incorporated 209,  285 


WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all 
your  eligible  dependents. 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 


Copyright  1955  H.N.  Alford,  Atlanta,  Go. 
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There  was  an  old  woman  who  lived  in  a shoe 
She  had  so  many  children  but  she  knew  what  to  do 

She  bundled  them  up  and  whisked  them  away 
For  a DTP  injection  to  safeguard  their  day. 


• One  complete  immunization 

• 99%  of  nonspecific  protein  removed 


AND  TETANUS  TOXOIDS  AND  PERTUSSIS  mClNE 
COMBINED.  Alum  Precipitated  or  Plain. 

• Meets  most  rigid  specifications 

• Freedom  from  tissue  irritation 

• Maximum  antigenicity  with  mini* 
mum  of  untoward  reactions 
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Additional  products  in  The  National  Drug  Company’s 
most  complete  line  of  biologicals. 


TETANUS  ANTITOXIN 
INFLUENZA  VIRUS  VACCINE, 
POLYVALENT 
SMALLPOX  VACCINE 
GAS  GANGRENE  ANTITOXIN, 
TRIVALENT 

TETANUS-GAS  GANGRENE  ANTITOXIN, 
POLYVALENT 
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Tetanus  Toxoid,  Alum  Precipitated  or  Plain.  Diph- 
theria Antitoxin.  Diphtheria  Toxin  for  Schick  Test. 
Diphtheria  Toxoid,  Alum  Precipitated  or  Plain.  Diph- 
theria and  Tetanus  Toxoids,  Alum  Precipitated.  Per- 
tussis Vaccine,  Alum  Precipitated  or  Plain.  Rabies 
Vaccine.  Rhus  Tox  Antigen.  Typhoid  Vaccine.  Ty- 
phoid-Paratyphoid Vaccine.  Catarrhalis  Combined  Vac- 
cine for  prophylaxis  and  treatment  of  the  bacterial 
complications  of  the  common  cold.  Staphylococcus- 
Toxoid-Vaccine  Vatox.  Strepto-Combined  Vaccine. 
Strepto-Staphylo  Vatox.  Yellow  Fever  Vaccine. 

60Q 

Established  for  Highest  Quality 

Careful  selection  and  processing  of  all  ingredients 
under  supervision  of  leading  baaeriologists  guarantees 
uniformly  high  potency,  purity  and  efficacy  of  each 
produa.  Minimum  of  untoward  reaaions. 

Complete  direaions,  including  dosage,  route  and  tech- 
nique of  administration,  precautions  and  contraindica- 
tions if  any,  are  given  in  the  individual  package  inserts 
which  accompany  each  product. 

A supply  of  records  of  immunizations  and  tests  are 
available  to  physicians  on  request. 


it 


THE  NATIONAL  DRUG  COMPANY  PHIUDllPHIII  44.  PA 


. for  rheumatoid  arthritis  • intractable  asthma 
respiratory  allergies  • collagen  diseases 
.allergic  and  inflammatory  eye  and  skin  disorders 


AETICORTELONE 
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BURDICK  MF-49  UNIVERSAL  SHORT  WAVE  DIATHERMY 


You’ll  like  the  MF-49  because  of 
its: 

1.  ability  to  heat  deep  tissues  ef- 
fectively, 

2.  convenience  in  operating  all 
types  of  diathermy  electrodes, 

3.  moderate  price. 

Like  Burdick  other  fine  equipment, 
this  unit  offers  many  quality  fea- 
tures. Its  rubber  mounted  chasis 
acts  as  a cushion  to  protect  tubes 
and  other  parts  against  shock  while 
it  is  being  moved.  Its  large  casters 
lighten  the  technician’s  work.  Tim- 
ing is  automatic. 

See  the  MF-49  in  our  store  today. 


The  Crocker-Fels  Company 

Ask  about  our  liberal  financing  plan 

624  S.  THIRD  ST.  CLay  8855  LOUISVILLE,  KY. 


The  American  Regents  of  the  International  tal  and  colopractology;  and  those  seeking  cer- 

Board  of  Proctology  announced  recently  the  tification  for  proctology  within  general  sur- 

activation  of  that  Board  for  the  international  gery.  For  more  complete  information  and  ap- 

certification  of  two  classes  of  applicants.  They  plications,  write  to  the  offices  of  the  American 

are:  those  desiring  certification  for  the  prac-  Regents,  147-41  Sanford  Avenue,  Flushing, 

tice  of  proctology  either  anorectal  or  anorec-  New  York. 
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Upjohn 


KALAMAZOO 


* Trademark  for  the  Upjohn  brand  of  prednisolone  (delta-l-hydrocortisone) 


HospiCalit^ 

IS  WHAT  WE  PRACTICE 
COME  AND  VISIT  US 

The  Phoenix  Hotel 

“Lexington’s  Largest  and  Finest” 

COMPLETED— 

Our  New  Convention  Hall  of  9600  sq.  ft.  now  available 
for  Trade  Shows,  Exhibitions,  and  Large  Conventions. 
Inspection  Suggested. 


Equipped  to  provide  all  modern  and 
accepted  methods  of  treatment. 


Ample  classification  facilities  with 
qualified  psychiatric  nursing. 


Complete  occupational  therapy 
and  recreation  activities. 


Rest  Cottage,  a separate  depart' 
ment  for  mild  neurotic  problems 
and  the  convalescent. 


Forty  acres  of  park-like  grounds 
affording  activities  with  privacy. 


OWEN  C.  CLARK,  M.D Medical  Director 

W.  N.  WRIGHT,  M.D.  . . . Psychiatrist  in  Residence 

HENRY  GRUENER,  M.D Physician  in  Residence 

DOUGLAS  A.  JOHNSTON,  M.D. . . . Medical  Director 

Emeritus 

ISABELLE  DAULTON,  R.N.  . . . Director  of  Nursing 

GRACE  SPINDLER,  R.N.  , . . Assistant  Director  of 

Nursing 

ELLIOTT  OTTE  . . . Business  Administrator 


THEfCINClNNATI  SANITARIUM 

’.f'/k  ESTABLISHED  1873 


Psychiatric  Hospitai  Offering 
I ModerntDiagnostic  and  Treatment'Procedures 


THE  CINCINNATI  SANITARIUM 

5642  HAMILTON  AVENUE,  Cincinnati  24,  Ohio 
^Telephone  Kirby  1-0135  Kirby  1-0136 
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The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
15 Bottle  of  24  tablets  (2H  grs.  each). 


We  will  be  pleased  to  send  samples  on  requesl. 

THE  BAVER  COMPANY  DIVISION 

of  Sterling  Drug  Inc, 

1450  Broadway,  New  York  18,  N.  Y. 


298 


The  Journal  of  the  Kentucky  State  Medical  Association  [Mar.,  1956 


the  only  broad  spectrum 
antibiotic  preparation  that . . . 


1 provides  the  antimicrobial 
activity  of  tetracycline 

Because  it  contains  Steclin  (Squibb  Tetracycline), 
the  well  tolerated  broad  spectrum  antibiotic, 
MYSTECLiN  is  an  effective  therapeutic  agent  for 
many  common  infections.  Most  pathogenic 
bacteria,  as  well  as  certain  large  viruses,  certain 
Rickettsiae,  and  certain  protozoans,  are 
susceptible  to  Mysteclin. 


2 protects  the  patient  against 
monilial  superinfection 

Because  it  contains  Mycostatin  (Squibb  Nystatin), 
the  first  safe  antifungal  antibiotic,  mysteclin 
acts  to  prevent  monilial  overgrowth  frequently 
observed  during  broad  spectrum  antibiotic  therapy. 
Manifestations  of  this  overgrowth  may  include  some 
of  the  diarrhea  and  anal  pruritus  associated  with 
antibiotic  therapy,  as  well  as  vaginal  moniliasis 
and  thrush.  On  occasion,  serious  and  even  fatal 
infections  c..jasoJ  by  monilia  may  occur. 


Mysteclin 

STECLIN-MYCOSTATIN 
(Squibb  Tetracycline- Nystatin) 

Each  mysteclin  Capsule  contains  250  mg.  Steclin  (Squibb  Tetracycline) 
Hydrochloride  and  250,000  units  Mycostatin  (Squibb  Nystatin). 

Minimum  adult  dose:  1 capsule  q.i.d.  Supply:  Bottles  of  12  and  100. 


Squibb 

'MYSTECLIN*,  ’STECLIN*  AND  'MYCOSTATIN*®  ARE  SQUIBB  TRADEMARKS 
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routine  ^ 1 

physiologic  ^ P 

support  I 

for  your  % 

aging 
patients 

"therapeutic  bile” 

DECHOLIN 

one  tablet  t.i.d. 

to  improve  liver  function^ 
to  produce  fluid  bile^ 
to  restore  intestinal  function? 

Clinical  evidence  substantiates 
the  value  of  hydrocholcresis  with 
Decholin  as  routine  adjunctive 
therapy  in  older  patients. 

(1)  Schwimmer,  D.;  Boyd,  L.  J.,  and 
Rubin,  S.H.:  Bull.  New  York  M.Coll. 
76:102,  1953.  (2)  Crenshaw,  J.  E: 
Am.  J.  Digest.  Dis.  77:387,  1950. 
(3)  King,  J.  C.:  Am.  J.  Digest.  Dis. 
22:102,  1955. 

Decholin  (dehydrocholic  acid,  Ames) 
and  Decholin  Sodium  (sodium  dehy- 
drocholate,  Ames). 

AMES  COMPANY.  INC. 
Elkhart.  Indiana 

Ames  Company  of  Canada,  Ltd.,  Toronto 
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N ew. . . i m proved . . . 
“instant” 

Olac 

Powdered  high  protein  formula 

is  easier  to  use 


New,  improved  Olac  dissolves 
instantly  with  water . . . makes  a 
smooth,  good-tasting  formula  with 
the  briefest  shaking  or  stirring. 


...provides  satisfying,  growth-promoting 
feedings  for 

• full  term  bottle-fed  babies 

• prematures 

• supplementary  feedings  of  breast-fed  babies 


Olac’s  milk  protein  content  is  exceptionally  generous.  Its  fat  is  a 
single  highly  refined  vegetable  oil.  Curd  tension  is  now  reduced 
practically  to  zero. 


Mead  products  and  services  are  designed  to  heip 
you  in  the  varied  phases  of  infant  feeding 
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J.  Kullman,  M.D.,  F.A.C.P 

OFFICE  MANAGEMENT  OF  CONDUCTIVE  DEAFNESS.  Eugene  L.  Derlacki.  M.D 

THE  CLOSURE  OF  INTERATRIAL  SEPTAL  DEFECTS,  William  H.  Muller,  Jr.,  M.D 

THE  ROLE  OF  THE  MEDICAL  DEPARTMENT  IN  TODAY'S  NAVY,  O.  B.  Morrison,  Jr.. 
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Chloromycetin* 


no  nicer  way  to 


SUSPENSION 


PALMITATE 


pleasant-tasting  Chloromycetin  for  pediatric  use 

When  a youngster’s  condition  calls  for  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis) 
you  can  make  the  treatment  pleasant  by  prescribing  SUSPENSION  CHLOROMYCETIN  PALMITATE, 
Because  children  like  the  taste  of  this  custard-flavored  suspension,  missed  doses  and  spilled  doses  are 

avoided.  Each  teaspoonful  is  willingly  taken... and  swallowed. 

Precise  adjustment  of  dosage,  as  directed,  is  made  easier  for  the  child’s  mother  with  SUSPENSION 
CHLOROMYCETIN  PALMITATE.  The  fact  that  it  needs  no  refrigeration  is  an  added  convenience. 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias 


have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately 
or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs,  adecpiate  blood  studies 


should  be  made  when  the  patient  recjuires  prolonged  or  intermittent  therapy. 


supplied: 

SUSPENSION  CHLOROMYCETIN  PALMITATE, 
containing  the  equivalent  of  12.5  nig. 
of  CHLOROMYCETIN  per  4 cc., 
is  available  in  60-cc.  vials. 
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ideal  endocrine  “companion” 

for  menopausal  patients 


Schering 


ESTINYL 

TABLETS 

I 0.02  mg.  | 


C07JJ /brfs— Controls  major  symptoms  within  6 to  10  days,  hot 
flushes  in  as  few  as  3 days. 

c/ieers  — Confers  a welcome  feeling  of  physical  vitality  and 
mental  well-being. 

com patible  — Much  less  prone  to  cause  the  side  effects  so  often 
experienced  with  stilbene  derivatives. 

thrifty — Does  “a  better  job  at  far  less  cost”  and  is  “much  better 
to  use  than  any  of  the  so-called  naturally  conjugated  estrogens.”* 

’^  Clinlon.  M.,  Round  Table  Discussir>n  ; New  York  J.  Med.  5'#:481.  1951. 

Lstin^l.®  brand  of  Ethiinl  Estradiol  L’.S.R. 


EE-J-61  3SS 
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All 


th( 


Multiple 

Compressed 

Tablets 


Multiple  Compressed  Tablets  ‘Co-Deltra’  and  ‘Co- 
Hydeltra’  are  unique  among  the  dosage  forms  of  the 
newer  steroids,  because  they  are  speciflca'.Iy  designed  1 
as  a tablet  within  a tablet  to  provide  stability  and  to 
release  in  sequence,  antacid  and  anti-inflammatory 
agents  . . . 

1.  the  outer  layer  of  antacids  (aluminum  hydroxide  gel 
and  magnesium  trisilicate)  comes  into  contact  with  the 
gastric  mucosa  first  . . . and  after  it  is  completely 
dissolved  . . . 

2.  the  hitherto  intact  inner  core  containing  the  anti- 
inflammatory agent  (either  prednisone  or  predniso- 
lone) then  begins  to  release  its  full  therapeutic  poten- 
tial . . . and  not  before. 

eltra 

Prednisone  Buffered 


, 1956]  The  Journal  of  the  Kentucky  State  Medical  Association 


307 


benefits  of  prednisone 
and  prednisolone 
plus  positive  antacid 
action  to  minimize 


gastric  distress... 


A reportedly  higher  incidence  of  gastric  dis- 
tress in  patients  receiving  the  newer  steroids 
prednisone  and  prednisolone  indicates  the 
desirability  of co-administering  non-systemic 
antacids.' 

To  help  the  physician  cope  with  this  prob- 
lem of  gastric  distress  which  might  other- 
wise become  an  obstacle  to  therapy  with  the 
newer  steroids  . . . Multiple  Compressed 
Tablets  ‘Co-Deltra’  (Prednisone  Bufferecf) 

‘CoDeltra’  and  ‘Co-Hydeltra* 
are  trade-marks  of  Merck  & Co.,  Inc. 


and  ‘Co-Hydeltra’  (Prednisolone  Buffered) 
are  now  available. 

‘Co-Deltra’  and  ‘Co-Hydeltra’  are  now 
available  in  bottles  of  30  on  your  prescrip- 
tion. Each  Multiple  Compressed  Tablet 
contains: 

Prednisone  or  Prednisolone,  5 mg.;  300 
mg.  ofdried  aluminum  hydroxide  gel,  U .S.P., 
and  50  mg.  of  magnesium  trisilicate. 

1.  BoIIet,  A.  J.,  Black,  R.,  and  Bunim,  J.  J. : J.A.M.A.  158: 
459,  June  11,  1955. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 
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As  one  of  your  vice  presidents,  it  is  my  privilege  to  write  one 
edition  of  the  President’s  Page.  The  more  thought  I have  given  to 
this,  the  more  I am  aware  of  my  inadequacy  to  fulfill  such  a mis- 
sion. However,  there  are  several  points  that  have  occurred  to  me 
that  have  been  of  help  in  the  daily  problem  of  doctor-patient^e- 
lationship. 


So  many  times  under  the  pressure  of  a busy  day,  we  have  a 
tendency  to  hurry  by  our  patients  without  giving  them  a chance 
to  be  heard.  A few  more  minutes  of  our  time  in  interested  under- 
standing may  make  the  difference  between  a satisfied  patient  and 
a disgruntled  one. 

Most  patients  these  days  expect  frankness  from  their  doctor, 
and  I believe  that  most  doctors  today  feel  that  the  patients  have 
a right  to  know  what  they  are  up  against.  Here  again  a little  time 
taken  to  explain  the  patient’s  illness  in  frank  and  sympathetic 
terms  will  go  a long  way  in  gaining  that  patient’s  confidence  and 
giving  him  satisfaction. 


I would  like  to  pass  on  an  approach  which  has  been  of  help  in 
talking  fees  with  patients.  It  is  many  times  wise  (particularly  in 
discussing  operative  fees)  to  explain  to  the  patient  that  this  type 
of  service  is  worth  a certain  amount  of  money,  but  that  not  all 
people  can  afford  to  pay  the  actual  worth.  Therefore,  the  fee  often 
is  graded  downward  in  accordance  with  the  patient’s  ability  to  pay. 

We  believe  that  fees  should  be  discussed  frankly  with  patients 
and  should  not  be  handled  in  a way  that  creates  embarrass- 
ment or  discourages  discussion  of  them  on  the  part  of  the  patient. 


N.  Lewis  Bosworth,  M.D. 
Vice  President 


Even  where  hydrocortisone,  cortisone,  and  other  agents  had 
failed,  prednisolone  (STERANE)  restored  articular  mobility 
and  functional  capacity  to  normal  in  rheumatoid  arthritis.^ 

Four  times  more  effective  than  hydrocortisone,  and,  on  the 
basis  of  preliminary  findings, superior  in  potency  even  to 
prednisone  (cortisone  analog),  STERANE  is  also  relatively 
free  of  such  hormonal  side  effects  as  edema,  hypertension, 
or  hypopotassemia. 


Supplied:  White,  5 mg.  oral  tablets, 
in  bottles  of  20  and  100,  Pink,  1 mg. 
oral  tablets,  in  bottles  of  100.  Both 
are  deep-scored  and  in  the  dis- 
tinctive “easy-to-break”  size  and 
Pfizer  oval  shape. 


Relerences:  ] ,Bunim,J.J.,etal:J.A.M.A. 
157:311,  1955.  2.  Forsham,  P.  H..  et 
al.:  Paper  presented  at  First  Inter- 
nal. Conf.  on  Prednisone  and  Pred- 
nisolone, New  York,  May  31-June 
1,  1955.  3.  Perlman,  P.  L.,  and 
Tolksdorf,  S.:  Scientific  Exhibit  pre- 
sented at  A.M.A.  Annual  Meet., 
Atlantic  City,  June  6-11,  1955. 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


’br'and  of  prednisolone 
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KARO®  SYRUP  . . . meets  the  need 


for  an  easily  digested  milk  modifier 


Since  the  newborn  infant  has  very  little 
ability  to  digest  starchy  foods,  the  carbo- 
hydrate requirements  of  the  formula-fed 
i laby  are  best  met  with  a milk  modifier  which 
.'laces  a minimum  demand  on  the  digestive 
ystem. 

Karo  syrup  has  been  a carbohydrate  m.ilk 
modifier  of  choice  for  three  generations. 
Because  it  is  a balanced  mixture  of  dextrin", 
maltose  and  dextrose,  it  enables  the  feedin-’ 
of  larger  amounts  of  total  carbohydrate  with- 
out producing  gastro-intestinal  disturbances. 

Other  characteristics  that  commend  the 


use  of  Karo  for  milk  modification  are — the 
ease  with  which  formulas  may  be  calculated 
or  prepared — its  ready  availability — and  its 
economy.  Light  or  dark  Karo  syrup  may  be 
vred  interchangeably  with  cow’s  milk  or 
evaporated  milk  and  water.  Each  fluid  ounce 
(2  tablespoonfuls)  yields  120  calories  of 
solid  nutrition. 


;?06  • 50«h  ANNIVERSARY  • 19se 
CO.'JN  PRODUCTS  REFINING  COMPANY 
MEDICAL  DIVISION 
17  Bottery  Place.  New  Yprfc  4,  N.  Y 


in  rheumatoid  arthritis 


METllCORTEN 

(prednisone) 

TQSults— excellent  • edema— rare 


Deformed  hands  of  woman  with  rheumatoid  arthritis 
before  therapy.  Unable  to  open  hands. 


After  two  weeks  on  Meticorten,  patient  is  free  of  pain 
and  can  open  hands  completely. 


Acutely  swollen,  painful  knees  in  man  with  rheunuitoid 
urthritis  before  therapy. 


After  two  weeks  on  Meticorten,  swelling  of  knees  is  gone 
and  patient  can  walk  without  difficulty. 


u in  corticosteroid  therapy 

permits  treatment 
of  more  patients 


rarely  causes  edema  or  electrolyte  side  actions 

3 to  5 times  more  potent,  milligram  for  milligram, 
than  hydrocortisone  or  cortisone 

• excellent  relief  of  pain,  swelling,  tenderness; 
diminished  joint  stiffness— in  rheumatoid  arthritis 

• excellent  relief  of  bronchospasm,  dyspnea,  cough; 
increased  vital  capacity  in  asthma 

• hormone  benefits  in  respiratory  allergies, 
inflammatory  and  allergic  eye  and  skin  disorders, 
collagen  diseases 


Meticorten  is  available  in  1 mg.,  2.5  mg.  and  5 mg.  white  tablets, 
and  as  2.5  mg.  and  5 mg.  capsules. 

Meticorten,*  brand  of  prednisone.  Hc-j-eu-ase  *t.m. 
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24-hour  control 

for  the  majority  of  diabetics 


GLOBIN INSUUN 

B.  w.  & cor 


a dear  solution . . . easy  to  measure  accurately 

Discovered  by  Reiner,  Searle,  and  Lang 
in  The  Wellcome  Research  Laboratories 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 


Tuckahoe  7,  New  York 
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REVIEW  ON  MODERN  TREATMENT— Edited 

by  Austin  Smith,  M.  D„  and  Paul  Warmer, 

M.  D.,  Horber-Harper,  1146  pages. 

A ibook,  easy  to  read  and  understand,  is  a 
pleasure  to  any  practitioner.  Such  a book  is 
■‘Modern  Treatment.” 

The  53  authors,  all  eminent  in  their  field, 
take  little  for  granted.  Each  chooses  the  ac- 
cepted therapy,  and  pertinent  related  facts  re- 
garding etiology  and  pathology  are  given.  The 
authors  state  their  opinions  clearly  without 
controversial  views. 

To  choose  a good  exemplary  chapter  is  to 
pick  any  in  the  book,  for  instance,  that  by 
George  T.  Hurrell,  M.  D.,  on  “Infection.”  First, 
it  is  discussed  from  the  point  of  severity,  re- 
covery, clinical  pattern,  growth  of  organism 
in  the  body,  etiological  diagnosis  and  other 
phases,  all  leading  to  specific  therapy  of  a 
specific  disease;  including  the  choice  of  drugs 
with  exact  dosage,  as  well  as  other  methods 
in  present  day  use.  A (worthy  example  of  spe- 
cific diseases  is  whooping  cough.  He  covers 
the  field  of  therapy  from  the  supportive,  spe- 
cific, chemical  and  immune  aspects,  followed 
by  special  measures  in  the  usual  and  compli- 
cated cases.  As  previously  mentioned,  little  is 
taken  for  granted,  (therefore,  when  a proced- 
ure is  discussed  sufficient  detail  is  incorporated 
to  clarify  and  assure  good  management.  Fi- 
nally the  features  of  immunization  are  thor- 
oughly considered. 

Modern  therapy  is  the  key  note;  yet,  the 
authors  make  it  abundantly  clear  that  only 
procedures  and  drugs  which  have  stood  the 
test  of  time  are  used.  It  is  heartening  to  note 
that  relatively  few  and  simple  preparations  are 
advocated  throughout  the  book,  in  contrast  to 
the  hundreds  of  ‘‘new  products”  marketed  cur- 
rently. 

The  book  consists  of  51  chapters,  of  more 
than  1100  pages  and  is  well  indexed  to  facili- 
tate reference.  It  is  written  by  a group  of 
postgraduate  teachers  who  bring  out  bedside- 
everyday  problems  in  a manner  somewhat  dif- 
ferent than  the  standard  text.  In  addition  to 
internal  medicine,  pediatrics,  obstetrics  and 
gynecology,  eyes,  ears,  nose  and  throat  surgery 
there  are  references  related  to  geriatrics,  phy- 
sical medicine,  diagnostic  technics,  physician 


and  (patient  relationship,  medicine  and  the 
law;  to  mention  a few,  which  usually  are  not 
incorporated  in  a reference  book. 

As  a ‘‘Guide  for  General  Practice”  the  edi- 
tors, S.  Austin  Smith,  M.  D.,  editor  of  the 
Journal  of  the  AMA  and  Paul  L.  Wermer,  M. 
D.,  secretary  of  the  Committee  of  Research  of 
the  AMA  are  to  be  complimented  on  a fine  pro- 
duction and  a contribution  to  the  busy  family 
physician. 

M.  R.  Cronen,  M.D. 


ESSENTIALS  OF  ORTHOPAEDICS— by  Philip 
Wiles,  M.  D.,  F.R.C.S.,  F.A.C.S.,  Second  Edi- 
tion; pp  XV -f  538,  with  353  figures  and  7 
color  plates;  1955:  Boston:  Little,  Brown  and 
Company;  Price  $10.00 

This  is  a well  organized  and  concise  text- 
ibook  on  orthopaedic  subjects.  Although  rare 
conditions  are  mentioned,  they  are  discussed 
as  briefly  as  (possible.  Detailed  operative  pro- 
cedures, of  principal  mterest  to  the  specialist, 
are  not  included. 

The  section  on  shoulder  girdle  pain  is  excel- 
lent in  its  clarity  of  classification  and  concise- 
ness of  presentation.  Of  no  less  interest  to  the 
general  practitioner,  as  well  as  the  student  of 
orthopaedics,  are  the  many  excellent  illustra- 
tions. 

A discussion  of  fracture  and  dislocations  of 
the  skeleton  is  not  included  in  this  treatise.  To 
cover  this  subject  would  require  more  than  a 
single  volume.  The  medical  as(pects  of  ortho- 
paedics are  fully  discussed,  including  their  ap- 
plication to  diagnosis  and  treatment.  There  is 
no  bibliography  included  for  the  subjects  cov- 
ered. 

Division  of  the  chapters  into  anatomical 
units  such  as  the  spine,  the  hip,  etc.,  and  dis- 
cussion of  diseases,  such  as  arthritis,  tumors 
and  pyogenic  infection,  in  separate  chapters 
makes  this  text  especially  easy  to  use  as  a ref- 
erence. 

This  book  is  very  easy  to  comprehend  and 
stim'ulates  the  reader’s  interest  with  a variety 
of  conditions  which  are  commonplace.  It  is, 
indeed,  an  essential  text-book  in  every  physi- 
cian’s medical  library. 

W.  M.  Ewing,  M.D. 


brand  new 

arlidin 

vasorelaxation 


more  tissue  oxygen 
improved  muscle  metabolism 

pain  reiief 

weii  tolerated  • rapid  • sustained 


9 (?  a 


(J  <3 


eripher^l  V9s|u|ar  patients 
f^nth 


e cilmfoist 


>* 


^'strong  muscle 
vasodilator  activity 
and  an  adequate 
increase  in 
cardiac  output’'^ 


effective  '‘vasodilative 
agent  of  minimal 
toxicity  and 
optimal  tolerance*'^ 


in  intermittent  claudication 
diabetic  vascular  disease 
Raynaud’s  disease 
thromboangiitis  obliterans 
ischemic  ulcers 
night  leg  cramps 


ARLIDIN  dilates  peripheral  blood 
vessels  in  distressed  muscles, 
relaxes  spasm,  increases  both 
cardiac  and  peripheral  blood 
flow  ...  to  send  more  blood 
where  more  blood  is  needed. 


dose:  l tablet  t.  i.d.  or  q.  i.d. 
bottles  of  50,  100  and  1000. 


srlidin*  hci 

brand  of  nylidrin  hydrochloride 
tablets  6 mg. 

1.  Pomeranze,  J.  et  al.:  Angiology,  June,  1955. 

2.  Freedman,  L.:  Angiology  6:52,  Feb.  1955. 

Write  for  samples  and  literature 

arlington-funk  laboratories 

division  of  U.  S.  Vitamin  Corporation 
250  East  43rd  Street,  New  York  17,  N.Y. 

*Trade  Mark 
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SOCIALIZED 

MEDICINE 

May  never  come,  but.  . . Socialized 
Insurance  is  here  to  stay,  and  it 
has  created  a sizable  Estate  Handi- 
cap against  the  physician. 

In  the  case  of  a young  doctor  with 
young  children,  this  economic  pen- 
alty may  be  as  high  as  $40,000.00 

But  there  is  a solution,  and  the 
cost  is  no  greater  than  the  Social 
Security  Tax.  Write  now  for  com- 
plete information 


W.  R.  LOiNG  & ASSOCIATES 
1634  Bardstown  Road — ^Louisville,  Ky. 

Without  obligation  to  me  I would  like  to  have 
more  information  about  the  solution  to  the 
Social  Security  problem  of  the  young  doctor. 
I am  in  good  health  and  was 

born  

Month  Day  Year 

Name 

Address 


CHRISTOPHER'S  MINOR  SURGERY— b y 

Alton  Ochsner,  M.  D.,  F.A.C.S.,  and  Michael 

E.  DeBakey,  M.  D..  F.A.C.S.:  W.  B.  Saunders 

Co.;  547  pages:  1955;  $9.00. 

This  book  consists  of  547  pages  organized 
into  seven  major  systems  with  subgrouping  of 
the  various  disorders  affecting  each  system. 
Twenty-one  authors  have  collaborated  in  pre- 
psiration  of  the  text.  All  are,  or  have  been, 
members  of  Tulane  or  Baylor  University 
Schools  of  Medicine.  This  close  association  of 
authors  is  apparent  in  the  good  correlation  of 
material  presented.  The  present  text  has  been 
extensively  revised,  keeping  pace  with  surgi- 
cal progress  since  publication  of  the  last  edi- 
tion seven  years  ago. 

The  opening  chapters  are  concerned  with 
surgical  equipment,  types  of  sterilization, 
dressings  and  bandages,  and  anesthesia.  Basic 
surgical  techniques  and  minor  surgical  pro- 
cedures are  portrayed. 

Chapter  five,  entitled  “The  Surgical  Resi- 
dent” presents  a clear  picture  of  how  one  can 
derive  the  most  from  his  training  experience. 
It  should  be  read  toy  all  engaged  in  or  contem- 
plating taking  a surgical  residency. 

Many  parts,  such  as  the  one  on  “Arterial 
Diseases”  are  excellent.  They  stress  the  symp- 
toms, signs,  and  pathologic  physiology  of  each 
disease.  The  recent  interest  in  vascular  disease 
and  newer  methods  of  treatment  make  careful 
study  of  this  chapter  worthwhile. 

Diseases  of  veins  and  lymphatics  are  dis- 
cussed in  detail,  including  anatomy,  the  physi- 
ology of  venous  disorders,  available  diagnostic 
tests  and  the  types  of  therapy  now  employed. 

Office  proctology,  especially  as  related  to 
diagnosis,  is  an  outstanding  section.  The  tech- 
nique of  digito-rectal  examination,  so  often 
painfully  performed,  is  even  set  forth. 

Throughout  the  text  there  is  an  effort  to 
limit  discussion  to  minor  surgical  problems. 
The  difficulty  of  determining  what  may  'be 
minor  or  major  surgery  is  evident,  for  many 
major  surgical  problems  are  included,  particu- 
larly from  a diagnostic  viewpoint.  Here  again, 
attempts  are  made  to  define  what  can  be  done 
in  the  office  and  what  should  be  performed  in 
the  hospital. 

It  is  a book  that  will  be  valuable  for  sur- 
geons as  well  as  for  many  general  practitioners, 
who  because  of  geographical  location,  must 
perform  many  minor  surgical  procedures. 

Harold  E.  Kleinert,  M.D. 


MUSCLE-RXLAXINC  ACTION 


For  significant  relief  in  myositis,  osteoarthritis,  backstrain,  and 
related  conditions  marked  by: 

• Muscle  spasm  • Stiffness  and  tenderness 

• Restriction  of  motion  • Pain 


As  a superior  muscle-relaxant,  Equanii-  offers 
predictable  action  and  fidl  effectiveness  on 
oral  administration.  It  does  not  disturb  auto- 
nomic function  and  is  relatively  free  from 
gastric  and  other  significant  side-effects.  Its 
anti-anxiety  property  provides  important  cor- 
relative value. 

Usual  dosage:  1 tablet  t.i.d.  The  dose  may  be  ad- 
justed either  up  or  down,  according 
to  the  clinical  response  of  the  patient. 
Supplied:  Tablets,  400  mg.,  bottles  of  50. 


® 

Philadelphia  1,  Pa. 


anti-anxiety  factor 
with  muscle-relaxing  action 
...relieves  tension 
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New  Booklet  Presents 
Latest  Faets  on  Peeding  the  Sick 


Adequate  milrition  during  illness  and  ronvalescenre  is 
essential  for  recovery  whether  the  patient  is  managed  in 
the  hospital  or  at  home.  In  the  latter  case,  physicians 
oltcn  must  devote  much  time  to  instructing  those  re- 
sponsible for  caring  for  the  sick  in  good  nutritional 
practices. 

“Meal  Planning  for  the  Sick  and  Convalescent”  has 
been  designed  to  relieve  you  of  the  need  for  repeating 
over  and  over  again  essential  dietary  facts.  This  new 
Knox  booklet  presents  in  layman’s  language  the  latest 
nutritional  applications  ot  proteins,  vitamins  and  min- 
erals, gives  practical  hints  on  serving  food  to  adults 
and  children,  suggests  ways  to  stimulate  appetite  and 
describes  diets  from  clear  liquid  to  full  convalescent. 
Best  of  all  it  offers  the  homemaker  for  the  first  time 
detailed  daily  suggested  menus  for  each  type  of  diet, 


plus  14  pages  of  tested  nourishing  recipes. 

If  you  would  like  copies  of  this  new  timesaving  Knox 
booklet  for  your  practice,  use  the  coupon  below. 

• Chas.  B.  Knox  Gelatine  Company.  Inc. 

I ' S T 1 fi 

• Professional  Service  Department 

! Johnstown,  N.  Y. 

i 

! Please  send  me copies  of  the  new  Knox 

I “Sick  and  Convalescent”  booklet. 

I 

I yOUR  NAME  AND  ADDRESS 
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dihydroxy  alummum  aminoacetate 


On  the  basis  of  considerable  in  vitro 
evidence  accumulated  over  a period  of 
seven  years,  the  Council  on  Pharmacy 
and  Chemistry  has  revised  the  original 
Alglyn  monograph  acknowledging  that 


this  most  recent  form  of  aluminum  ant- 
acid therapy  is  as  active — In  Tablet 
Form — as  the  various  aluminum  hydrox- 
ide preparations  are  in  Liquid  form: 


“Dihydroxy  aluminum  aminoacetate  . . . shares  the  properties  of  the  alumi- 
num hydroxide  gel  preparations.  In  vitro  studies  indicate  that  the  buffering 
action  of  dihydroxy  aluminum  aminoacetate  in  tablet  form  is  comparable  to 
that  of  the  liquid  preparations  of  aluminum  hydroxide  gel  when  compared 
on  the  basis  of  equivalent  aluminum  content.” 


Alglyn  Tablets,  0.5  Cm.  dihvdroxy 
aluminum  aminoacetate,  are  supplied  in 
bottles  of  100  (white).  Your  patients  will 
welcome  the  change  from  liquid  antacid 
preparations  to  easy-to-take  convenient, 
lightly-flavored  Alglyn  Tablets*. 

Also  supplied  in  combination  with 
spasmolytic  and  sedative  therajiy  as 


Msiglyn  Compound,  each  tablet 
contains  dihydroxy  aluminum  aminoace- 
tate, 0.5  Cm.,  belladonna  alkaloids,  0.162 
mg.,  phenobarbital,  16.2  nig.,  fier  tablet, 
bottles  of  100  (pink);  and  as  Belglyn, 
dihydroxy  aluminum  aminoacetate,  0.5 
Cm.,  belladonna  alkaloids,  0.162  mg.,  per 
tablet,  bottles  of  100  (yellow). 


Reprinf  of  recent 
in  Yivo  studies  ovoil- 
able  on  request 


1.  Rossett,  N.E.  and  Rice,  M.L..  Jr.:  Gastroenterology,  26:490,  1954. 

2.  Hammarlund,  E.R.  and  Rising,  L.W.:  J.  Am.  Pharm.  Assoc.,  Scientific  Edition, 
38:586,  1949. 


PHARMACEUTICAL  COMPANY 

CHATTANOOGA  9,  TENNESSEE 
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WASHINGTON  NEWS  DIGEST 


Washington,  D.  C. — A little-publicized 

study  group  of  eight  physicians  and  scientists 
has  submitted  a report  to  the  Secretary  of 
Health,  Education,  and  Welfare  that  promises 
to  sitimulate  considerable  debate  by  all  inter- 
ested in  medical  research,  including  members 
of  Congress. 

The  committee  was  appointed  by  the  Na- 
tional Science  Foundation  a year  ago  at  the 
request  of  former  HEW  Secretary  Hobby  for 
“a  critical  review”  of  the  scope  and  distribu- 
tion of  all  phases  of  medical  research  iwhere 
U.  S.  funds  are  used.  Heading  the  committee 
was  Dr.  C.  N.  H.  Long  of  the  Yale  School  of 
Medicine. 

Three  basic  proposals  of  the  committee: 

1st,  that  research  within  the  National  Insti- 
tutes of  Health  research  ibe  levelled  off,  and 
policy  and  personnel  matters  there  be  brought 
under  the  scrutiny  of  an  advisory  board  of 
non-governmental  medical  scientists. 

2nd,  that  other  research  under  the  Public 
Health  Service,  including  teaching  grants  to 
institutions  and  fellowships,  be  put  under  a 
new  Office  of  Medical  Research  and  Training 
reporting  directly  to  the  HEW  Secretary  and 
out-side  the  control  of  PHS. 

3rd,  that  emphasis  be  placed  on  general  re- 
search rather  than  the  present  trend  of  specific 
grants  for  specific  disease  studies,  the  so-called 
categorical  approach. 

On  receipt  of  the  report.  Secretary  Folsom 
promised  it  would  be  studied  “intensively” 
both  by  HEW  and  PHS  officials,  but  he  set 
no  time  deadlines. 

The  Long  Committee  noted  the  tremendous 
growth  in  federal  medical  research  during  and 
since  World  War  II  and  the  increasing  role 
played  by  PHS.  While  conceding  that  PHS 
has  done  its  job  effectively,  the  committee  felt 
that  the  time  has  come  to  re-examine  the  con- 
centration of  activities  under  one  agency. 

On  its  first  point  the  committee  said  NIH 
is  making  a major  contribution  in  medical  re- 
search and  that  senior  appointments  there 
should  actually  become  “the  most  sought  after 
in  the  country.”  It  suggested  legislation  that 
would  permit  employment  of  research  scien- 
tists at  the  Institute  .without  regard  to  com- 
missioning in  the  PHS  Corps  or  salary  limita- 
tions imposed  by  civil  service. 

On  its  second  basic  proposal,  the  committee 
recommended  that  the  new  agency  have  au- 
thority over  (a)  unrestricted,  long-term  insti- 
tutional grants,  (b)  grants  for  research,  both 
categorical  and  non-categorical  (c)  fellowships 


and  traineeships  in  medical  and  related  areas, 
and  (d)  grants  for  construction  of  research  and 
teaching  facilities. 

Commenting  on  the  categorical  approach  to 
research,  the  committee  said  the  public  has 
been  “led  to  believe,  consciously  or  unconsci- 
ously, that  the  donation  of  sufficient  sums  of 
money  is  all  that  is  needed  to  eradicate  dis- 
eases which  have  plagued  mankind  for  cen- 
turies.” 

In  Congress,  any  move  away  from  categorical 
grants  in  medical  research  is  certain  to  pro- 
duce fireworks.  Some  Senators  and  Represen- 
tatives believe  it’s  Congress’  responsibility  to 
pinpoint  where  money  it  appropriates  is  to  be 
spent,  and  they  are  not  inclined  to  make  an 
exception  for  research  money. 

Two  bills  on  military  medical  legislation 
went  through  the  Housj  without  change,  after 
detailed  hearings  and  study  by  a subcommit- 
tee. The  expectation  is  that  action  on  them  will 
not  be  long  delayed  in  the  Senate. 

One  is  designed  to  make  military  medical 
careers  more  attractive  by  allowing  cred- 
it for  time  spent  .in  medical  school  land 
internship,  and  setting  up  a series  of  three  $50 
per  month  raises  after  three,  six  and  10  years, 
service.  These  iwould  be  in  addition  to  the  pres- 
ent $100  per  month  special  pay  for  medical 
officers.  Public  Health  Service  medical  officers 
would  benefit,  as  well  as  those  in  Army,  Navy 
and  Air  Force. 

The  other  bill  well  on  its  way  to  becoming 
a law  allows  dependents  of  servicemen  to  re- 
ceive private  hospital  and  medical  care,  with 
the  government  paying  the  costs  of  the  insur- 
ance or  health  plan  coverage  and  the  depend- 
ent the  first  $25  of  the  hospital  bill.  The  Secre- 
tary of  Defense,  however,  could  limit  or  deny 
such  private  care  in  areas  where  he  determines 
that  military  medical  facilities  are  adequate 
to  handle  the  service  families. 

NOTES: 

Some  of  the  pharmaceutical  houses  have 
told  Secretary  Folsom  that  they  plan  to  use 
more  personnel  and  equipment  to  step  up  pro- 
duction of  Salk  vaccine,  but  his  expectation 
still  is  that  it  will  be  I'many  months”  before 
there  will  be  enough  vaccine  for  three  shots 
for  “all  who  need  them.” 

A new  suggestion  for  helping  to  pay  for 
medical  care  comes  from  Rep.  Charles  S.  Gub- 
ser  (R.,  Calif.)  He  is  proposing  that  full  income 
tax  deductions  be  allowed  for  all  medical  ex- 
penses of  children  under  six  years  of  age. 
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when  the 
patient 
needs  a 


diuretic— 


HE  NEEDS  AN  ORGANOMERCURIAL 

In  those  patients  with  borderline  or  very  mild  congestive  heart  failure  who  can  even 
get  along  without  diuretic  therapy,  any  agent  producing  minimal  or  intermittent 
diuresis  may  appear  to  produce  benefit. 

But  when  cardiac  decompensation^ mild,  moderate,  or  severe  — is  established,  depend- 
able and  continuously  effective  diuresis  — obtainable  only  with  potent  oral  organomer- 
curials— is  a therapeutic  necessity. 


TABLET 

NEOHYDRIN 


BRAND  OF  CH  LOR  M ERODR I N ( 10 .3  mg  . of  3-ch  lorom  ercuri -2  • m ethoxy  propylurea 

EQUIVALENT  TO  10  MG  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


LAKESIDE 


a standard  for,  initial  control  of  severe  failure 

MERCUHYDRIN8)  SODIUM 

,1  BRAND  OF  MERALLURIDE  tNJECTION 


99450 
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What  makes^ceroy 
difiPerent  from 
other  filter  cigarettes  ? 


The  VICEROY  filter  tip  contains  20,000 
tiny  filters  made  exclusively  from  pure 
cellulose  . . . soft,  snow-white,  natural. 
This  is  twice  as  many  filters  as  the  other 
two  largest-selling  filter  brands. 


That  is  why  VICEROY  gives  you  such 
a fresh,  clean  taste — that  real  tobacco 
taste  you  miss  in  other  filter  brands.  No 
wonder  so  many  doctors  now  smoke  and 
recommend  King-Size  VICEROYS. 


ti^  L/tcerh\/  ifou  CBh  ~i^/l 


King-Size 
Filter  Tip 


Viceroy 


Viceroy 

filter  '^ip 

CIGARETTES 

king-size 
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confirms  and  defines  superiority  over 
other  Rauwolfia  preparations  in  the 
treatment  of  HYPERTENSION 


• Rauwiloid  represents  the  balanced,  mutually  potentiated 
actions!  of  several  Rauwolfia  alkaloids,  of  which  reserpine  and 
the  equally  antihypertensive  rescinnamine  have  been  isolated. 

• Hence,  reserpine  is  not  the  total  active  antihypertensive  prin- 
ciple of  the  rauwolfia  plant. 

• Rauwiloid  is  freed  of  the  undesirable  alkaloids  of  the  whole 
rauwolfia  root.  Recent  investigations  confirm  the  desirabUity 
of  Rauwiloid  (because  of  the  balanced  action  of  its  contained 
alkaloids) over  single  alkaloidal  preparations; mental  depres- 
sion... was...  less  frequent  with  alseroxylon..,”2 


The  dose-response  curve  of  Rauwiloid  is  flat, 
and  its  dosage  is  uncomplicated  and  easy  to 
prescribe . . . merely  two  2 mg.  tablets  at  bedtime. 


!.  Cronheim,  G.,  and  Toekes,  I.  M.;  Comparison  of  Sedative  Properties  of  Single 
Alkaloids  of  Rauwolfia  and  Their  Mixtures,  Meet.  Am.  Soc.  Pharmacol.  Sc  Exper. 
Therap.,  Iowa  City,  Iowa,  Sept.  5.  1955. 

2.  Moyer,  J.  H.;  Dennis,  E.,  and  Ford,  R.:  Drug  Therapy  (Rauwolfia)  of  Hyperten- 
sion. II.  A Comparative  Study  of  Different  Extracts  of  Rauwolfia  When  Each  Is  Used 
Alone  (Orally)  for  Therapy  of  Ambulatory  Patients  with  Hypertension,  A.M.A, 
Arch.  Int.  Med.  P6:$^0  (Oct.)  1955. 


Rauwiloid  is  the  original  alseroxylon  fraction  of  India-growi^ 
Rauwolfia  serpentina,  Benth.,  a Riker  research  development. 


LOS  AHGELES 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a compe- 
tent licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia  — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 


CopyrighI  1955  H.N.  Alford,  Allanta,  Go, 
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Two  articles  in  the  April  30th  issue  of  The  Journal  of  the  AM  A’-  ^ report  on  , 

an  entirely  new  type  of  tranquilizer 
with  muscle  relaxant  action-orally  effective  in 

ANXIETY,  TENSION 
and  MENTAL  STRESS 

0 no  autonomic  side  effects— well  tolerated 

^ selectively  affects  the  thalamus 

0 not  related  to  reserpine  or  other  tranquilizers 

0 not  habit  forming,  effective  within  30  minutes 
for  a period  of  6 hours 

0 supplied  in  400  mg.  tablets.  Usual  dose: 

1 or  2 tablets— 3 times  a day 

1.  SeUing,  L.  S.;  J.A.M.A.  157:  1594,  1955.  2.  Borrus,  J.  C.:  J.A.M.A.  157:  1596, 1955. 

Milt  own 

the  original  meprobamate  — 2-methyl-2-n-propyI-l, 3-propanediol  dicarbamafe— U.  S.  Patent  2,724,720 


DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.J. 

Literature  and  Samples  Available  On  Request 
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SUDDENLY  IT'S  SPRING! 

Why  Not  Spruce  Up  Your  Office  This  Spring  With  A New  Hamilton  Suite 

From  CROCKER-FELS? 


If  you’re  looking  for  an  unusually  attractive  examining  room  suite,  unusually  servicable 
equipment,  and  special  features  to  make  your  work  easier — you’ll  find  them  in  Hamilton’s 
Steeltone,  shown  above.  And  it’s  available  in  an  array  of  decorators’  colors:  white  deluxe, 

cream  white,  jade  green,  Washington  blue,  coral,  and  silver  metallic. 

The  name  Hamilton  is  synonymous  with  quality. 

The  Crocker-Fels  Company 

624  S.  THIRD  ST.  CLay  8855  LOUISVILLE,  KY. 

Ask  about  our  liberal  financing  plan 


Relax  the  best  way 

...pause for  Coke 


continuous  quality 
is  quality  you  trust 


USpjohn 


Ulcer  protection 
that 

lasts  all  night: 


Tablets 


Sterile 

Solution 


Famine 


* 

BROMIDE 


F.ftch  tablet  contains: 

Mftiisropolaniine  bromide  2.5  mg. 

Average  dosage  ( ulcer): 

One  tablet  onc-lialf  hour  before  meals,  and  1 
to  2 tablets  at  bedtime. 

Supjdied:  Bottles  of  100  and  500  tablets 


Each  5 cc.  (approx.  1 tsp.)  contains: 
Melbsco|)olamine  bromide  1.25  mg. 

Dosage : 

1 to  2 teaspooiifuli  three  or  four  times  daily. 
Suj)j)lied:  Bottles  of  4 Iluidounces 

Each  cc.  contains: 

Methseopolamine  bromiiie  1 mg. 

Dosage : 

0.2.5  to  1.0  mg.  r’  1 to  1 re.) . at  intervals  of  6 to  8 
hours,  subeutaiifously  or  intramuscularly. 

Supplied : Vials  of  1 cc. 


The  lipjobn  Company,  Kalamazoo.  .Michigan 
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'Ergotrate  Maleate’ 

(ERGONOVINE  MALEATE,  LILLY) 

. . . produces  rapid  and  sustained  contraction  of  the  postpartum  uterus 

'Ergotrate  Maleate’  almost  completely  eliminates  the  in- 
cidence of  postpartum  hemorrhage  due  to  uterine  atony. 
Administered  during  the  puerperium,  'Ergotrate  Maleate’ 
increases  the  rate,  extent,  and  regularity  of  uterine  invo- 
lution; decreases  the  amount  and  sanguineous  character 
of  the  lochia;  and  decreases  puerperal  morbidity  due  to 
uterine  infection. 


Supplied: 

Ampoules  of 
0.2  mg.  in  1 cc. 
Tablets  of  0.2  mg. 


dosage:  Generally,  0.2  to  0.4  mg.  I.V.  or  I.M.  immediately  follow- 
ing delivery  of  placenta.  Thereafter,  0.2  to  0.4  mg.  three  or  four 
times  daily  for  two  weeks. 


. INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


ELI  LILLY  AND  COMPANY 


C59002 


[OURNAL  Ihe 

Kentucky  State  Medical  Association 


Issued  Monthty  Under  the  Direction  of  the  Council 


VOL.  54 
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Gastric  Ulcer — Criteria  for  Dslermining  Method  of  Treatment* 

HAROLD  J.  KULLMAN,  M.D..  F.A.C.P.** 

Dearborn,  Michigan 


I should  like  to  discuss  the  criteria  for 
selection  of  gastric  ulcers  for  medical  or 
surgical  treatment.  The  experimental, 
clinical  and  histologic  evidence  of  malig- 
nant degeneration  of  a benign  gastric  ul- 
cer is  infrequent  and,  if  a gastric  ulcer  is 
found  to  be  malignant,  it  probably  was  a 
carcinoma  at  its  inception.  The  danger  of 
malignant  transformation  of  a benign  gas- 
tric ulcer  is  not  an  indication  per  se  for 
surgical  intervention.  There  are  some, 
mostly  surgeons,  who  believe  that  differ- 
entiation is  so  unreliable  that  all  patients 
with  gastric  ulcer  should  be  submitted  to 
gastric  resection. 

It  is  frequently  stated  that  the  surgeon 
and  also  the  pathologist  cannot  make  the 
diagnosis  when  palpating  and  inspecting 
the  gastric  ulcer  grossly.  Many  surgeons 
also  feel  that  the  penalty  of  temporizing 
with  malignant  ulcer  is  greater  than  that 
of  operating  upon  benign  gastric  ulcers. 
Sufficient  data  is  not  available  to  either 
affirm  or  deny  this  contention. 

There  is  no  question  that  the  five  year 
survival  rate  of  all  gastric  carcinomas  has 
improved  since  Livingston  and  Pack  re- 
ported on  an  extensive  survey  conducted 
in  1939,  when  it  was  less  than  two  per 
cent.  Per  cent  of  resectability  has  also  im- 
proved. Careful  observation,  frequent  x- 
ray  followups,  and  not  procrastinating 
with  failure  to  heal  or  improve  in  three 
lO  six  weeks  should  further  improve  our 
statistics  as  time  goes  on. 


U’resente.I  at  tiu'  HI.-..-,  KSM.V  Anmial  Veeting.  Sept 
2i-29,  in  koiusvillp. 


,.  Section  Chief,  (.astroeiiterolosy.  A'eterans  Adtninistrj 
tion  Hospital.  Deartiorn.  Mich.  Professor  of  Clinical  Met 
Mich'  r "'’"u  Colics:,.  of  Me,li,-ine.  Detroi 

Michigk””*''  * oiinty  General  Hospital,  Elois, 


Therapeutic  Test 

(a)  Relief  of  all  symptoms  by  medical 
program,  preferably  in  a hospital; 

(b)  Complete  disappearance  of  occult 
blood  in  stool; 

(c)  Complete  disappearance  or  marked 
evidence  of  healing  radiologically 
in  three  to  six  weeks; 

(d)  Gastroscopic  evidence  of  healing. 

In  a total  of  651  cases  treated  medically 

by  several  groups  (including  Smith  and 
Jordan,  Allen  and  Welch,  and  Judd  and 
Priestly),  42  or  6.5 'J  were  found  to  have 
carcinoma.  The  chance  of  6.5 of  care- 
fully diagnosed  gastric  ulcers  being  malig- 
nant must  be  weighed  against  the  five  per 
cent  mortality  and  five  per  cent  morbid- 
ity of  gastric  resection  for  benign  ulcer. 
Smith  and  Jordan'"  found  a higher  inci- 
dence of  carcinoma  in  recurrent  gastric 
ulcer,  namely  15  ""i  out  of  82  in  this  group. 

Ideally,  gastric  ulcers  which  are  be- 
nign and  uncomplicated  should  be  treated 
by  conservative  measures,  and  surgery 
should  be  reserved  for  the  malignant  ul- 
cers and  the  complicated  gastric  ulcers. 
But  with  the  uncertainty  of  differential 
diagnosis,  frequent  surgical  therapy  can  be 
neither  condemned  nor  supported;  a con- 
tinued search  must  be  made  for  criteria 
which  will  more  accurately  diagnose  a 
gastric  ulcer  as  benign  or  malignant.  We 
should  use  all  facilities  available,  prefer- 
ably in  a hospital,  to  arrive  at  an  early  de- 
cision about  surgical  treatment,  either  im- 
mediately or  after  four  to  six  weeks  of 
medical  treatment,  when  repeat  studies 
should  help  us  to  decide.  Our  methods 
should  be  designed  to  detect  the  earliest 
signs  and  suggestion  of  malignancy  and. 
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also,  those  benign  ulcers  which  are  not 
going  to  heal  completely  on  medical  man- 
agement. 

Kiefer’,  in  discussing  only  “crater”  le- 
sions of  the  lesser  curvature  or  posterior 
wall  and  excluding  all  frank  tumors  or  in- 
filtrative lesions,  concludes  that  there  is 
cause  for  “stock  taking”  and  evaluation  of 
experience  with  gastric  ulcer.  He  quotes 
the  incidence  reported  by  Smith,  Boles 
and  Jordan  in  1,000  “crater”  lesions: 
912  were  benign  and  88  were  malig- 
nant ulcers.  For  the  individual  with  a 
crater  in  his  stomach,  the  odds  are  heavily 
in  favor  of  benign  ulcer  but  there  remains 
an  important  possibility,  that  is  8.8%  or 
one  in  111/2  chances,  that  the  lesion  may 
be  an  early  cancer. 

There  are  many  reports  which  show 
that  subjective  data  concerning  age  and 
sex  of  the  patient,  character  and  duration 
of  symptoms,  loss  of  appetite,  weight  loss, 
blood  loss  and  anemia,  and  the  level  of 
free  acid  in  the  gastric  juice  are  of  little 
value  in  making  a precise  diagnosis.  The 
differential  diagnosis  depends,  therefore, 
upon  repeated  objective  observation  by 
means  of  fluoroscopy,  radiography,  gas- 
troscopy and  exfoliative  cytology.  Recent- 
ly it  has  been  hinted  that  studies  of  muco- 
protein  and  mucoproteose  secretion  in 
gastric  carcinoma  may  attain  diagnostic 
levels;  this  possibility  bears  further  study 
and  reporting. 

It  is  unfair  to  expect  the  radiologist  to 
make  a final  diagnosis  at  the  first  exami- 
nation. There  are  some  pathognomonic  or 
at  least  highly  suggestive  signs  of  malig- 
nancy, but  practically  no  pathognomonic 
signs  of  benignancy.  if  the  crater  is  wedge 
shaped,  if  it  does  not  penetrate  beyond 
the  normal  outline  of  the  stomach,  or  if  it 
is  surrounded  by  a meniscus  or  flattened 
mucosal  folds,  it  is  highly  probable  the 
ulcer  is  malignant.  If  the  crater  is  small, 
flask  shaped,  penetrates  well  beyond  the 
lesser  curvature  line  and  is  surrounded  by 
radiating  mucosal  folds,  the  radiologist 
can  be  fairly  certain  of  its  benignancy.  In 
spite  of  these  signs,  there  remains  an 
element  of  possible  error. 

The  one  criterion  upon  which  gas- 
troenterologists have  come  to  rely  is  heal- 
ing and  the  disappearance  of  the  lesion 
during  a trial  period  of  ulcer  treatment, 
which  includes  bed  rest,  soft  diet  and 
neutralization  of  gastric  acidity. 

Gastroscopy  should  be  considered  a sup- 
plementary and  not  a competitive  exami- 
nation. Therefore,  it  is  probably  safer  to 
consider  gastroscopic  appearance  as  addi- 


tional but  inconclusive  evidence.  One  of 
the  greatest  values  a gastroscope  pos- 
sesses is  its  use  in  following  the  complete 
healing  of  a gastric  ulcer  after  all  radio- 
logic  evidences  of  healing  have  disappear- 
ed. 

Medical  Treatment — How  Long? 

Most  small  ulcers  heal  in  three  weeks 
under  medical  treatment.  Larger  ulcers 
up  to  two  cm.  take  longer,  but  in  three 
weeks  should  show  marked  improvement. 
At  the  Lahey  Clinic,  if  marked  shrinking 
in  size  or  complete  disappearance  does 
not  occur  in  4 to  6 weeks,  medical  treat- 
ment is  abandoned  for  surgical  resection. 
It  is  true  that  other  clinics  believe  this 
is  too  short,  as  some  ulcers  take  two  to 
three  months  to  completely  heal.  At  the 
Lahey  Clinic  the  criteria  used  probably 
lean  to  the  radical  side  as  compared  to 
others,  but  they  are  far  from  operating 
on  all  ulcers  of  the  stomach. 

Of  the  1,000  cases  reported  by  Smith, 
Boles  and  Jordan,  57.8%  came  to  surgery. 
40%  of  578  patients  were  operated 
upon  because  certain  features  of  the  orig- 
inal examination  were  suspicious  of  ma- 
lignancy, so  that  any  delay  seemed  un- 
^varranted.  Included  in  this  40%  were 
large,  deep  lesions  which  had  perforated 
locally  through  all  layers  of  the  stomach 
wall  to  involve  adjacent  pancreas  and 
liver.  These,  in  my  experience,  do  poorly 
on  medical  management  and  invariably 
end  up  having  surgery.  Another  21%  came 
to  surgery  because  medical  criteria  failed 
to  satisfy.  16'/'  were  recurrent  gastric 
ulcers,  where  incidence  of  malignancy 
increases.  23% — hemorrhage,  perforation 
or  obstruction. 

The  Role  of  Gastroscopy 

X-ray  remains  safer  and  simpler  for  the 
patient.  Gastroscopy  is  only  a supplement 
to  radiology  and  at  no  time  a substitute 
for  it. 

Its  greatest  value  is  in  following  to 
complete  healing  of  a gastric  ulcer.  Shal- 
low craters  may  be  seen,  as  well  as  ero- 
sions which  never  penetrate  below  the 
muscularis  mucosa.  Bleeding  which  is  un- 
explained by  x-ray  should  be  inspected 
with  the  gastroscope.  Meadows  and  Le- 
feber®  examined  111  patients  with  unex- 
plained gastric  bleeding  and  observed 
chronic  gastritis  in  33%,  gastric  carcino- 
ma in  three  per  cent,  benign  ulcer  in  four 
per  cent  and  postoperative  stomach  in 
six  per  cent.  There  are  limitations  to  gas- 
troscopy, as  there  are  three  “blind  spots” 
better  observed  by  the  radiologist. 
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Baker  and  associates-  in  1953  reported 
11.2%  of  benign  gastric  ulcers  incorrectly 
diagnosed  as  carcinoma.  Misinterpreta- 
tion was  occasioned  by  surrounding  nodu- 
lar gastritis,  absent  peristalsis,  lumenal  dis- 
tortion and  necrotic  ulcer  base. 

Schindler  and  Desneux*^,  discussing 
gastroscopic  diagnosis  of  gastric  ulcer, 
found  that,  in  273  cases  where  gastroscopic 
diagnosis  could  be  verified,  239  were  cor- 
rectly identified.  Of  these,  191  were  benign 
ulcers  and  48  malignant  ulcers.  A wrong 
diagnosis  was  made  in  20  cases  (18  be- 
nign ulcers  considered  malignant  and  two 
malignant  ulcers  considered  benign) . 
The  authors  conclude  that  the  percent  of 
correct  gastroscopic  diagnoses  is  so  high 
that  it  appears  to  be  the  most  valuable 
method  in  the  diagnosis  of  gastric  ulcer. 

Gastroscopically,  benign  ulcers  are 
sharply  margined  with  a clean  white  or 
yellowish  base,  without  rigidity,  nodular- 
ity or  irregularity.  Effaceability  of  gastric 
rugae  by  inflation  is  characteristic  and 
helps  to  differentiate  the  benign  from  the 
immobile  carcinomatous  lesion.  A carci- 
nomatous ulcer  usually  exhibits  a necrotic 
base  of  many  colors,  sometimes  bleeds  ec- 
centrically, and  has  overhanging  margins 
that  are  often  steep,  nodular,  irregular  and 
rigid.  Adjacent  mucosa  is  frequently  rigid 
and  nonresponsive  to  air  inflation. 

In  the  past  five  years  Papanicolaou  and 
Cooper  and  others  have  stimulated  cyto- 
logic studies.  A great  problem  here  is  the 
obtaining  of  satisfactory  specimens.  The 
abrasive  balloon,  and  more  recently  gas- 
tric brushing,  described  by  Ayre  and 
Oren^  in  1953,  have  been  employed. 

Malignant  cells  tend  to  separate  from 
parent  tissues  more  readily  than  normal 
tissue  cells  because  of  low  calcium  con- 
tent, lack  of  adhesiveness,  susceptibility 
to  mechanical  trauma  and  greater  friabil- 
ity and  necrosis  of  tissue  whose  growth 
has  exceeded  the  blood  supply. 

In  56  cases  having  gastric  brushing  be- 
fore going  to  surgery,  Browne,  Mitchell, 
Welch  and  SorrelP  found  that,  of  17  hav- 
ing a pathologic  diagnosis  of  malignant 
ulcer,  only  four  were  positive  for  malig- 
nancy and  six  compatible  with  malignancy, 
thus  leaving  seven  with  negative  gastric 
brushings. 

Relation  of  Gastric  Ulcer  to 
Carcinoma  of  Stomach 

Absolute  positive  evidence  that  gastric 
ulcer  may  become  malignant  or  undergo 
malignant  degeneration  is  difficult  to 
prove  histologically.  Shields  Warren  states 


that,  in  the  resected  specimens  from  the 
Lahey  Clinic,  there  have  been  only  four 
in  which  there  was  evidence  that  cancer 
probably  arose  on  the  basis  of  pre-existent 
benign  gastric  ulcer.  Only  when  there  is 
existence  of  long  standing  destruction 
and  fibrosis  of  the  stomach  wall  can  one 
be  suspicious  of  cancer  developing  on  a 
chronic  gastric  ulcer. 

Palmer'^  pointed  out  that  there  are 
many  pathognomonic  signs  of  malignant 
disease  in  an  ulcerating  gastric  lesion, 
but  there  are  no  pathognomonic  criteria 
that  the  ulcer  is  benign. 

Marshall'^  states  that  the  routine  surgical 
treatment  of  all  cases  of  uncomplicated 
gastric  ulcer  is  not  recommended  and  is 
undesirable;  in  a considerable  number  of 
cases,  it  cannot  be  regarded  as  a prophy- 
lactic measure  against  the  development  of 
carcinoma  of  the  stomach.  I do  not  advo- 
cate or  advise  immediate  operation  in 
every  case  of  gastric  ulcer  but  it  is  my 
opinion,  and  that  of  others,  that  a higher 
percentage,  orobably  fifty  per  cent  or 
more  of  chronic  gastric  ulcers,  should  be 
resected,  since  an  appreciable  number 
have  been  found  at  operation  to  be  malig- 
nant. Temporizing  with  a non-healing, 
ulcerating  lesion  involves  serious  risk 
to  the  patient  and  is  completely  unjus- 
tified. 

Smith  and  Jordan  noted  complete  heal- 
ing in  84  of  145  patients  in  4 weeks,  and 
in  52  of  the  remaining  within  five  to  eight 
weeks. 

At  the  Gastrointestinal  Cancer  Sympo- 
sium of  November  19,  1954  Shields  Warren, 
speaking  on  the  pathogenesis  of  gastric 
cancer,  concluded  that  cancer  almost  nev- 
er develops  in  a healthy  mucosa.  In  dis- 
cussion, A.  P.  Stout  pointed  out  that 
there  may  be  different  sorts  of  can- 
cer associated  with  achlorhydria  and  with 
ulcer,  but  he  does  not  believe  that  there 
is  a general  relationship  between  cancer 
and  ulcer.  Attempts  to  determine  degree 
of  clinical  malignancy  from  histological 
examination  he  found  frustrating. 

Summary 

The  most  difficult  problem  for  the  phy- 
sician confronted  with  a gastric  “crater” 
lesion  is  the  differentiation  of  malignancy 
from  benignancy  at  the  time  of  examina- 
tion. 

There  is  still  a place  for  the  medical 
treatment  of  benign  gastric  ulcer  but, 
with  the  uncertainty  of  differential  diag- 
nosis, frequent  surgical  therapy  can  be 
neither  condemned  nor  supported.  A con- 
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tinued  search  must  be  made  for  criteria 
which  will  more  accurately  diagnose  a 
gastric  ulcer  as  benign  or  malignant. 

Clinical  criteria,  such  as  size  of  ulcer, 
location  of  lesion,  age  of  the  patient  and 
history,  are  not  completely  reliable  and, 
if  malignancy  cannot  be  excluded  by  all 
methods  of  examination  including  a thera- 
peutic trial,  surgical  intervention  is  an 
absolute  necessity. 

The  routine  surgical  treatment  of  all 
gastric  ulcers  is  not  recommended  and  is 
undesirable.  It  cannot  be  recommended  as 
a prophylactic  measure  against  cancer  de- 
veloping in  the  stomach. 

Roentgenography,  with  its  increasing 
refinements  and  improved  technique,  has 
contributed  significantly  but  still  leaves 
much  to  be  hoped  for  in  early  diagnosis 
of  carcinoma  of  the  stomach,  when  re- 
moval would  effect  a cure.  In  recent  years, 
gastroscopic  examination,  with  or  with- 
out biopsy,  has  improved  the  accuracy  of 
early  diagnosis  but  its  limitations  are  well 


established.  Cytologic  studies  may  be 
helpful,  but  one  cannot  depend  on  a nega- 
tive report. 
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Office  Management  of  Conductive  Deafness* 

EUGENE  L.  DERLACKI.  M.  D. 

Chicago,  Illinois 


The  management  of  any  case  of  hearing 
loss  is  based  upon  an  accurate  and  com- 
plete otologic  diagnosis,  which  includes 
the  type,  the  degree  and  the  etiology  of 
the  loss.  The  type  diagnosis,  as  a rule,  de- 
termines whether  medical  treatment  is  to 
be  considered.  Except  in  a labyrinthine 
hydrops,  a diagnosis  of  pure  perceptive 
deafness  precludes  any  medical  restora- 
tion of  practical  hearing  and  indicates 
need  for  audiologic  rehabilitation.  In  con- 
trast, diagnosis  of  a conductive  deafness 
offers  the  possibility  of  substantial  im- 
provement by  medical  or  surgical  treat- 
ment. 

Type  Diagnosis 

Our  own  feeling  is  that  the  masked 
Rinne  and  Schwabach  tuning  fork  tests 
are  still  needed  in  making  a type  diag- 
nosis, even  though  improved  audiometry 
is  now  quite  reliable.  In  audiometry  the 
air-bone  gap  is  the  differentiating  char- 
acteristic which  establishes  either  a con- 
ductive loss  or  a perceptive  loss  with  or 
without  a superimposed  conductive  com- 
ponent. 


_*  Presented  at  the  H).).'',  KSM.\  ,\nniial  Meeting,  Sent. 
27-29,  in  LouisNille. 


The  pure  perceptive  loss  is  character- 
ized by  an  interweaving  air  and  bone 
audiogram  (no  air-bone  gap)  confirmed 
by  classical  tuning  fork  results  of  a posi- 
tive Rinne  and  a shortened  Schwabach. 
A consistent  air-bone  gap  of  20  decibels  or 
more  means  a lesion  of  the  sound  conduct- 
ing system,  the  size  of  the  gap  being  a 
measure  of  the  degree  of  the  obstruction 
to  sound  conduction,  while  the  loss  by 
bone  measures  the  perceptive  component. 

The  negative  Rinne  test  and  normal  or 
prolonged  Schwabach,  with  an  air-bone 
gap  in  the  audiogram,  determines  a con- 
ductive hearing  lesion  and  its  exact  etio- 
logic  diagnosis  is  made  from  the  history 
and  examination  of  the  ear,  nose  and 
throat.  This  is  relatively  easy  since  there 
are  only  six  main  causes  for  conduction 
deafness: 

1.  Occlusion  of  the  external  auditory 
meatus,  which  can  be  acquired  (cerumen, 
external  otitis)  or  congenital  (fibrous  or 
bony  atresia.) 

2.  Perforation  of  the  tympanic  mem- 
brane. 

3.  Occlusion  of  the  eustachian  tube 
and/or  secretory  otitis  media. 

4.  Suppurative  otitis  media,  acute  and 
chronic. 
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5.  Chronic  adhesive  otitis  (the  end  re- 
sult of  previous  suppuration) . 

6.  Otosclerosis,  and  congenital  ossicu- 
lar malformations  causing  impaired  func- 
tion of  ossicular  chain. 

Prognostication 

After  the  diagnosis  of  a conductive 
hearing  impairment  has  been  made,  prop- 
er office  management  includes  all  the 
therapeutic  and  rehabilitative  medical 
measures  in  our  armamentarium  of  office 
procedures  as  well  as  the  proper  selection 
of  cases  for  various  surgical  procedures 
available  for  the  preservation  or  restora- 
tion of  practical  hearing.  There  is  a con- 
siderable difference  of  opinion  concerning 
the  possibilities  of  medical  therapy  of 
deafness.  Canfield’s'  pessimistic  view  in 
a 1948  statement  that  “not  more  than  10 
of  those  whose  hearing  is  impaired  can 
expect  unaided  improvement  in  hearing” 
is  in  sharp  contrast  to  Shambaugh’s- 
statement  that  “roughly  40 'ir  of  patients 
seen  in  one  year  in  an  otologic  practice 
had  a hearing  loss  that  could  be  improved 
substantially  by  medical  therapy.”  These 
variable  estimates  are  naturally  based  on 
the  treatment  potential  in  conductive 
deafness  and  my  own  experience  just  as 
naturally  favors  the  more  optimistic  view 
of  Shambaugh.  The  percentage  of  success 
in  treatment  should  be  appreciably  higher 
in  children  than  in  adults,  since  one  sees 
many  more  reversible  conductive  lesions 
in  children  compared  to  the  more  fre- 
quent irreversible  end-results  of  these 
lesions  in  adults. 

In  our  own  experience  the  principal 
conductive  lesion  we  see  in  our  adult 
practice  is  clinical  otosclerosis  whereas 
in  children  chronic  or  recurrent  occlusion 
of  the  eustachian  tube  and/or  secretory 
otitis  media  is  the  most  frequent  cause  of 
conductive  deafness.  Much  has  been  writ- 
ten on  the  subject  of  chronic  secretory 
otitis  media  as  a troublesome  therapeutic 
problem.  The  more  attention  focussed  on 
secretory  otitis  the  better,  since  our  ex- 
perience agrees  with  that  of  Hoople"  in 
finding  that  secretory  otitis  is  a frequent- 
ly overlooked  cause  of  impaired  hearing 
in  all  age  groups.  Since  the  definitive  care 
of  secretory  otitis  falls  under  office  care 
more  than  otosclerosis  does,  I will  discuss 
my  management  of  these  cases  first. 

Secretory  Otitis 

In  several  yearly  reviews  of  the  cases 
of  tubal  occlusion  and  secretory  otitis 
media  seen  in  a private  otologic  practice 


by  three  otologists  (G.  E.  Shambaugh, 
Jr.,  M.  D.,  W.  H.  Harrison,  M.  D.,  and  the 
author)  I have  found  a variable  audio- 
metric picture  which  I feel  reflects  the 
pathogenetic  mechanism  in  each  case  and 
also  may  lead  to  a more  logical  thera- 
peutic approach. 

Secretory  otitis  media  with  the  middle 
ear  completely  filled,  or  nearly  so,  with 
fluid  produced  either  a relatively  flat  or 
a downward  sloping  (high  tones  depress- 
ed) air  conduction  audiogram.  In  some  of 
the  downward  sloping  audiograms  the 
low  tones  can  be  at  or  near  normal  level. 
In  contrast  the  cases  of  eustachian  tube 
occlusion  with  no  fluid  or  with  only  a 
barely  perceptible  fluid  level  along  the 
lower  drum  margin  usually  show  an  up- 
ward sloping  audiogram  with  emphasis 
upon  the  low  tone  loss.  To  us  this  is  fur- 
ther clinical  confirmation  of  Campbell’s^ 
interesting  and  informative  paper  in  1949 
which  brought  to  the  attention  of  Amer- 
ican otologists  the  'differential  diagnostic 
implications  of  the  portions  of  the  (im- 
pedance) formula  which  have  to  do  with 
stiffness  and  mass.” 

The  histology  of  the  upper  respiratory 
tract,  eustachian  tube  and  middle  ear  is 
an  imporant  consideration  in  the  concept 
of  the  histopathologic  changes  which  can 
occur  to  produce  a varying  degree  of  tubal 
occlusion  and  secretory  otitis  media.  The 
respiratory  membrane  of  the  nose  (sim- 
ilar to  that  of  the  trachea  and  bronchi) 
the  nasopharynx,  the  adenoid  lymphoid 
structures  and  the  eustachian  tube,  which 
IS  phylogenetically  and  embryologically 
a diverticulum  from  the  nasopharynx,  is 
made  up  of  tall  columnar  epithelial  cells 
capped  by  cilia  and  is  often  termed 
“pseudostratified  ciliated  epithelium.” 
Between  the  columnar  cells  and  probably 
identical  with  them,  are  the  mucin  con- 
taining goblet  cells  which  are  one  source 
of  mucus.  In  the  subepithelium,  or  tunica 
propria,  are  the  seromucinous  glands 
which  predominate  in  certain  portions  of 
the  respiratory  tract  and  are  the  other 
source  of  the  mucous  coating  of  the  epi- 
thelium. Certain  irritating  stimuli  increase 
the  production  of  mucus  not  only  from  the 
seromucinous  glands  but  from  the  more 
active  and  greater  number  of  goblet  cells 
as  well. 

In  its  normal  state  the  epithelial  lining 
of  the  middle  ear  consists  of  simple  non- 
ciliated  cuboidal  cells  with  relatively  lit- 
tle submucosal  connective  tissue.  How- 
ever, this  epithelium  has  an  inherent  ca- 
pacity for  changes,  under  apparently 
slight  stimulus,  which  produce  a lining 
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membrane  not  unlike  respiratory  epi- 
thelium in  appearance  and  behavior. 

Tubal  Occlusion 

Occlusion  of  the  eustachian  tube  is  due 
chiefly  to  the  inflammatory  changes  in 
the  respiratory  epithelium  and  adenoid 
lymphoid  structures  of  the  nasopharynx 
and  in  the  tubal  epithelium.  The  inflam- 
mation may  be  iniectious  or  allergic  in 
nature.  Whether  the  tubal  occlusion  is 
complicated  by  serous  fluid  in  the  middle 
ear  depends  somewhat  upon  the  degree 
and  duration  of  the  occlusion.  As  stated 
previously,  a tubal  occlusion  depresses 
the  low  tones  causing  an  upward  sloping 
air  conduction  audiogram  through  “the 
splinting  effect  of  unequal  pressure  on  the 
two  sides  of  the  tympanic  membrane” 
causing  an  “increase  in  the  stiffness  of 
elements  of  the  conduction  system.”  When 
a complicating  serous  effusion  occurs  in 
the  middle  ear  (the  mechanism  of  this 
effusion  has  been  described  by  many 
writers)  the  audiogram  is  flattened  or 
humped  because  the  “mass  of  elements 
of  the  conduction  system”  imposes  an  ad- 
ditive high-tone  depression.  In  a child 
whose  nasopharyngeal  examination  re- 
veals a large  adenoid  or  adenoid  remnant 
which  may  appear  to  be  producing  a me- 
chanical obstruction  by  its  very  size,  it 
may  be  very  difficult  to  evaluate  whether 
this  is  the  sole  cause  of  the  tubal  dysfunc- 
tion or  whether  there  is  the  additional  fac- 
tor of  occlusion  from  inflammatory  swell- 
ing of  the  tubal  mucosa.  I feel  that  the  lat- 
ter cause  may  often  be  the  more  impor- 
tant one  in  producing  the  obstruction  to 
normal  ventilation  of  the  middle  ear.  The 
clinical  examination  in  a case  of  tubal 
obstruction  with  secretory  otitis  media 
reveals  a retracted  drum  membrane  with 
fluid  in  the  middle  ear,  and  in  long- 
standing or  frequently  recurrent  cases 
there  may  be  considerable  attic  retrac- 
tion. 

The  third  main  cause  for  conduction 
deafness  was  purposely  listed  as  occlusion 
of  the  eustachian  tube  and/or  secretory 
otitis  media.  There  are  a considerable 
number  of  cases  in  whom  a secretory 
otitis  media  produces  a downward  sloping 
curve  in  the  audiogram  with  depression 
of  the  high  tones  and  near  normal  hear- 
ing for  the  lower  frequencies.  The  otoscopic 
picture  here  again  reveals  fluid  in  the 
middle  ear,  but  there  is  absence  of  retract- 
tion  of  the  pars  tensa  or  flaccida,  in  fact 
the  pars  tensa  may  be  even  bulging.  Both 
the  audiogram  and  the  otoscopic  picture 
speak  for  an  increase  of  the  mass  of 


elements  of  the  conduction  system  by 
fluid  in  the  middle  ear  with  little  or  no 
tubal  occlusion  which  would  increase  the 
stiffness  factor.  Moreover,  politzer  infla- 
tion is  easily  accomplished  with  low  pres- 
sure. These  cases  reflect,  in  my  opinion, 
the  change  in  the  middle  ear  mucosa  de- 
scribed by  Eggston  and  Wolffs  from  a 
cuboidal  to  a columnar  epithelium  with 
goblet  cells  which  is  reacting  to  an  aller- 
gic or  vasomotor  stimulus.  A lack  of  nor- 
mal thyroid  activity  may  be  an  occasional 
lactor. 

Variable  Involvement 

The  author  has  postulated  a variable  in- 
volvement of  the  upper  respiratory  tract, 
the  eustachian  tube  and  the  middle  ear  in 
the  past‘d'")  and  still  feels  that  this  is  a 
reasonable  hypothesis.  We  see  many  cases 
of  seasonal  and  perennial  respiratory  al- 
lergy in  which  tne  principal  allergic  in- 
flammation involves  the  nasal  mucosa 
with  little  or  no  apparent  involvement  of 
the  tracheo-Dronchial  tree  and  vice  versa, 
so  why  should  there  not  also  be  a selective 
gTeater  involvement  of  the  respiratory 
epithelium  of  the  eustachian  tube  or  of 
the  metaplastic  respiratory-like  mucosa  of 
the  middle  ear?  Many  cases  of  eustachian 
tube  occlusion  and/or  secretory  otitis  me- 
dia also  have  chronic  nasal  allergy,  which 
is  in  keeping  with  the  finding  in  allergic 
individuals  that  multiple  clinical  manifes- 
tations of  allergy  are  the  rule  rather  than 
the  exception.  1 have  no  doubt  that  many 
otolaryngologists  will  question  the  diag- 
nosis of  nasal  or  aural  allergy.  This  is  jus- 
tifiable since  there  is  no  single  accepted 
conclusive  test  to  prove  an  allergy.  Cer- 
tainly reliance  upon  skin  testing  is  mis- 
leading and  disappointing  in  an  allergic 
search.  To  an  otolaryngologist  who  makes 
his  own  allergic  diagnostic  studies  and 
carries  out  his  own  allergic  management 
“the  most  reliable  proof  of  an  allergic 
etiology  and  of  a specific  allergen  is  the 
therapeutic  test:  the  relief  of  symptoms 
by  removal  of  a substance  or  by  treatment 
with  an  extract  of  the  substance,  and  the 
recurrence  of  symptoms  upon  re-exposure 
to  the  substance  or  upon  stopping  treat- 
ment.”®('’^ 

The  Basis  For  Treatment 

The  foregoing  concept  of  pathogen- 
esis of  eustachian  tube  dysfunction  and 
secretory  otitis  media  is  the  basis  for 
treatment.  The  history  of  the  onset  and 
the  course  of  the  conduction  deafness  can 
often  add  considerable  information  to  the 
otological  and  audiological  picture  at  the 
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time  of  initial  examination.  If  the  child 
has  enlarged  adenoid  and  tonsils  and  a 
history  and  findings  of  a recurring  con- 
ductive hearing  loss  due  to  secretory  otitis 
media  during  and  following  each  episode 
of  acute  nasophajryngitis  and  tonsillitis 
then  an  adeno-tonsillectomy  is  advised.  If, 
on  the  other  hand,  a child  is  seen  with 
adenoid  hypertrophy  and  a secretory  otitis 
media  in  which  the  conduction  deafness 
fluctuates  seasonally  or  perennially,  es- 
pecially when  coexistent  with  a similarly 
fluctuating  nasal  allergy,  then  it  it  felt 
that  the  respiratory  allergy  should  be  con- 
trolled first  by  specific  allergic  manage- 
ment and,  then  only,  the  adenoid  is  con- 
sidered for  surgical  removal  if  there  is 
still  an  appreciable  tubal  obstruction. 

Many  such  cases  are  so  well  controlled 
by  allergic  management  that  adeno-tonsil- 
lectomy is  never  done  or  only  carried  out 
iater  for  another  legitimate  indication. 
Another  benefit  from  delaying  adenoidec- 
tomy  until  a respiratory  allergy  is  thor- 
oughly controlled  is  the  feeling  I have 
that  there  is  a marked  tendency  for  par- 
tial or  complete  prevention  of  adenoid  re- 
growth following  removal  which  is  so 
common  in  the  allergic  child.  The  most 
extreme  cases  in  which  there  can  be  little 
doubt  of  the  need  of  searching  for  an  un- 
derlying allergy  are  those  cases  of  secre- 
tory otitis  media  presenting  the  high  tone 
loss  on  audiogram,  whose  nasopharynx 
has  been  rendered  as  devoid  of  lymphoid 
tissue  as  is  possible  by  surgery  and  radia- 
tion and  who  have  already  had  numerous 
inflations  and  paracenteses.  The  same 
philosophy  of  treatment  applies  to  adults, 
although  the  adenoid  mass  is  seldom  as 
large  as  in  children,  and  adenoidectomy 
IS  less  often  considered. 

Otitis  Media 

Acute  suppurative  otitis  media  in  the 
modern  antibiotic  era  is  a relatively  self- 
limited cause  for  conduction  deafness. 
Chronic  suppurative  otitis  media  can  be  a 
cause  of  permanent  and  progressive  con- 
duction deafness,  and  often  requires  a 
prolonged  plan  of  medical  care  for  even- 
tual hearing  restoration. 

The  benign  chronic  otitis  media  with  a 
central  perforation  may  be  due  only  to  a 
superficial  specific  infection  of  the  mu- 
cosa of  the  middle  ear  and  eustachian 
tube,  or  it  may  be  complicated  by  the 
same  etiologic  factors  discussed  under 
tubal  occlusion  and  secretory  otitis  media. 

The  treatment  of  the  benign  type  of 
chronic  suppurative  otitis  media  consists 


of  careful  cleaning  of  the  middle  ear, 
tubal  inflation  to  clean  the  eustachian 
tube  and  a choice  of  many  powders  to  be 
insufflated  or  drops  to  be  used  by  the  pa- 
tient. The  ideal  method  of  selecting  an  an- 
tibiotic for  local  use  is  through  sensitivity 
titration  against  the  cultured  organism. 
In  the  cases  of  allergic  chronic  suppura- 
tive otitis  media  this  conservative  man- 
agement will  often  fail  or  be  only  tem- 
porarily effective  unless  proper  specific 
allergic  management  is  carried  out. 

Once  a dry  central  perforation  of  the 
tympanic  membrane  has  been  obtained 
with  proper  therapy  there  is  at  least  a 70% 
chance  of  healing  the  perforation  by  clos- 
ure treatment  as  described  by  the  author' 
in  1953.  If  repeated  infections  have  not  re- 
sulted in  too  advanced  a chronic  adhesive 
otitis,  closure  of  the  perforation  can  result 
in  a very  useful  restoration  of  hearing,  at 
times  approaching  normal  levels.  If  a trial 
on  closure  treatments  is  unsuccessful,  or  if 
for  reasons  of  economics  or  distance  the 
patient  cannot  undergo  a closure  trial, 
then  the  use  of  middle  ear  or  tympanic 
prosthesis  should  certainly  not  be  over- 
looked. 

The  prostheses  we  have  had  the  most 
successful  results  with  are  the  cigarette 
paper  patch,  the  Way  drum,  the  Korogel 
insert  popularized  by  Pohlman®,  and  the 
use  of  a wax  such  as  aquaphor,  hydrosorb 
or  beeswax  whose  effectiveness  has  been 
so  eloquently  described  by  Kobrak''.  The 
paper  patch  and  the  wax  prosthesis  must 
be  reapplied  by  the  otologist  at  regular 
intervals,  whereas  the  Way  drum  and 
Korogel  insert  have  the  advantage  of 
being  easily  removed  and  inserted  by  the 
patient.  The  latter  two  as  well  as  the  wax 
prosthetic  can  be  used  to  seal  a relatively 
small  perforation  or  be  applied  directly 
to  the  medial  wall  of  the  middle  ear  after 
testing  for  the  so-called  “hot-spot”  with 
an  acoustic  probe.  The  patch  prosthesis 
needs  a reasonable  rim  of  pars  tensa  a- 
round  the  perforation  for  easy,  painless 
application  and  for  a long  enough  period 
of  improved  hearing  before  the  patch  mi- 
grates away  from  the  perforation  with  the 
epithelial  migration. 

Chronic  suppurative  otitis  media  of  the 
bone  invading  type  with  either  a primary 
or  secondary  acquired  cholesteatoma  pre- 
sents more  of  a proble  i in  medical  resto- 
ration of  hearing.  The  '.econdary  acquired 
cholesteatoma  which  follows  acute  ne- 
crotic otitis  media  m'.y  have  produced 
such  a destruction  of  tne  conductive  me- 
chanism as  to  prevent  any  improvement 
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in  hearing  and  then  eradication  of  the 
chance  of  intracranial  extension  of  infec- 
tion becomes  the  only  reason  for  proper 
medical  or  surgical  care. 

Although  the  ossicular  chain  can  be  de- 
stroyed to  varying  degrees  in  both  pri- 
mary and  secondary  cholesteatoma,  the 
hearing  in  the  former  type  is  likely  to  be 
affected  to  a less  severe  degree  than  in 
the  latter  case.  I agree  with  Jordan^*^  that 
chronic  adhesive  otitis  and  primary  ac- 
quired cholesteatoma  are  the  all  too  fre- 
quent sequelae  of  chronic  tubal  dysfunc- 
tion and  recurrent  secretory  and  suppura- 
tive otitis  media,  and  that  there  is  a rea- 
sonable expectation  of  preventing  these 
cases  by  proper  management  as  previous- 
ly outlined  under  the  treatment  of  secre- 
tory otitis  media.  Juers"-^-  has  some  ex- 
cellent diagrammatic  sketches  of  the  role 
of  chronic  negative  intratympanic  pressure 
in  the  gradual  development  of  primary 
acquired  cholesteatoma.  Once  a cholestea- 
toma is  present  and  infected  our  philos- 
ophy of  treatment  is  to  remove  the  re- 
tention products,  the  mass  of  desquamat- 
ed skin.  This  is  done  either  by  attic 
irrigation  or,  when  conservative  man- 
agement fails,  by  exteriorizing  the  cho- 
lesteatoma by  a modified  mastoidec- 
tomy, using  such  procedures  as  Juers’^'’ 
myringo-stapediopexy  whenever  possible 
to  preserve  or  restore  a serviceable  level 
of  hearing. 

Reconstructive  Surgery 

A conduction  deafness  produced  by  oc- 
clusion of  the  external  auditory  canal  by 
cerumen  or  by  stenosis  of  the  canal  from 
severe  external  otitis  media  needs  no  dis- 
cussion. However,  when  a chronic  exter- 
nal otitis  resists  therapy  it  may  result  in 
a thin  epithelial  web  or  a thickened  fib- 
rous tissue  atresia  which  requires  surgical 
correction  to  erase  the  conductive  hearing 
loss.  The  indications  for  reconstructive 
surgery  for  the  correction  of  congenital 
atresia  and  developmental  anomalies  of 
the  middle  ear  are  still  a matter  of  debate 
in  unilateral  cases  but  there  is  general 
agreement  that  the  bilateral  cases  de- 
serve an  attempt  at  surgical  correction. 
Office  management  of  these  cases  resolves 
itself  into  discussing  the  advisability  of 
the  surgery  with  the  parents,  and  in  at- 
tempting to  eva  late  the  cochlear  func- 
tion in  a child,  : mce  congenital  cochlear 
anomalies  may  be  coexistent  and  pre- 
clude reaching  a practical  level  of  hearing 
by  surgical  reconstruction.  As  to  advising 
one  operation  or  a certain  surgical  technic. 


Shambaugh  and  the  author  have  empha- 
sized in  their  reports and  their  movie 
on  the  subject  of  congenital  anomalies  of 
the  sound  conducting  apparatus  and  their 
surgical  correction  that  the  particular 
anomaly  varies  considerably.  Thus,  no 
one  technic  is  suitable  for  all  cases  and 
the  surgical  procedure  should  be  fitted 
to  the  condition  that  is  found  with  an  aim 
to  reconstruct  the  sound  conducting  sys- 
tem that  will  most  nearly  approach  the 
normal  inpedance-matching  mechanism. 
At  the  present  writing  we  have  had 
approximately  509^  success  in  obtain- 
ing maintained  improvement  in  hear- 
ing up  in  the  practical  level  above 
30  decibels  in  the  speech  frequencies. 
A number  of  cases  have  had  excellent 
hearing  levels  which  were  not  maintained 
due  to  secondary  fibrosis  and  fixation  of 
the  ossicular  chain  or  stapes  and  the  skin 
graft.  Whether  a subsequent  fenestration 
or  attempt  at  revision  with  removal  of  ad- 
hesions is  the  proper  procedure  in  these 
failures  has  not  been  settled  as  yet.  There 
are  several  details  of  the  handling  of  skin 
grafts,  split  or  full  thickness,  in  approxi- 
mation to  a movable  stapes  or  ossicular 
chain  and  maintaining  a good  middle  ear 
space  which  are  certainly  not  solved. 

Otosclerosis  and  Fenestration 

As  was  mentioned  earlier,  clinical  oto- 
sclerosis was  the  most  common  cause  of 
conduction  deafness  in  adults  seen  in  our 
practice.  Accurate  diagnosis  and  a reason- 
ably accurate  estimate  of  the  cochlear 
function  in  each  case  are  certainly  the 
obligations  which  every  otologist  has  to 
his  patients  in  order  to  achieve  optimum 
results  from  medical  management.  It  has 
always  been  a matter  of  concern  that  too 
many  cases  of  otosclerosis  suitable  for 
fenestration  have  been  diagnosed  as  in- 
curable nerve  deafness. 

The  question  of  selection  of  cases  for 
fenestration  surgery  has  been  discussed 
by  many  authors  in  the  past  17  years.  Se- 
lection of  cases  for  surgery  has  been  great- 
ly simplified  now  that  we  can  obtain  a rea- 
sonable estimate  of  the  predicted  hearing 
result  from  fenestration  in  an  individual 
case  by  adding  the  “unrestored  residue  of 
conductive  loss”  from  the  operation  to  a 
corrected  bone  audiogram  level  in  the 
speech  frequencies  using  either  the  Sham- 
baugh''’ or  the  Davis  and  Walsh  methods. 
This  level  to  be  expected  from  surgery  in 
70  to  80 '1-  of  “A”  cases  can  be  compared 
to  the  speech  reception  thresholds  obtain- 
ed with  the  hearing  aid  on  the  same  ear. 
On  the  basis  of  speech  tests  made  with 
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the  patient’s  hearing  aid  before  surgery, 
and  without  the  aid  after  operation,  we 
have  found  that  on  the  average  in  “A” 
cases  ideally  suited  for  operation  fenestra- 
tion provides  slightly  superior  hearing  to 
a hearing  aid. 

Now  in  the  past  year  particularly,  the 
transtympanic  stapes  mobilization  opera- 
tion of  Rosen  has  made  selection  of  cases 
for  surgery  more  complicated.  The  indi- 
cations for  fenestration  surgery  remain 
unchanged,  but  no  exact  indications  have 
emerged  as  yet  for  the  stapes  mobilization. 
Rosen’s^'^  and  Scheer’s^®  published  re- 
ports seem  to  use  the  diagnosis  of  clinical 
otosclerosis  as  the  indication  for  the  mo- 
bilization procedure.  Obviously,  the  coch- 
lear function  will  provide  the  ceiling  to 
be  obtained  in  the  hearing  level  from  the 
operation  in  a given  case,  but  whether 
the  air-bone  gap  will  be  completely  eradi- 
cated in  every  successful  stapes  mobiliza- 
tion remains  to  be  seen.  To  us  it  would 
seem  reasonable  to  include  not  only  the 
level  of  cochlear  reserve,  but  also  the  de- 
gree of  stapes  fixation  as  determined  by 
tuning  fork  tests  correlated  with  actual 
findings  at  surgery,  in  any  eventual  sys- 
tem for  selection  of  the  ideal  cases  for 
the  new  operative  procedure.  Another 
question  which  we  feel  will  need  to  be 
answered  is  whether  cases  in  which  the 
otosclerotic  focus  is  in  an  active  period  of 
growth  will  tend  to  re-fix  the  stapes  rap- 
idly even  if  it  is  successfully  mobilized. 
My  own  feeling,  based  upon  too  short  an 
experience,  is  that  the  optimum  results 
will  be  obtained  by  the  stapes  mobiliza- 
tion operation  in  those  cases  who  have 
been  at  a stable  level  for  several  years 
with  a “burned  out”  otosclerotic  focus 
which  is  producing  less  than  complete 
stapes  fixation.  I would  expect  that  par- 
tial stapes  fixation  would  offer  more 
chance  of  successful  fracture  around  the 
footplate  (realizing  that  the  size  and 
strength  of  the  crura  also  influence  this 
chance  profoundly)  with  a better  like- 
lihood of  eliminating  the  air^bone  gap. 

A last  word  is  in  order  concerning 
chronic  adhesive  otitis  as  a cause  of  con- 
ductive deafness.  MJany  of  these  cases 
show  partial  to  complete  ossicular  or 
stapes  fixation  with  an  intact,  but  often 
very  scarred,  tympanic  membrane,  and 
can  be  evaluated  for  suitability  for  fenes- 
tration surgery  exactly  the  same  as  a 


case  of  clinical  otosclerosis  would  be  eval- 
uated with  the  individual  audiogram. 

Conclusion 

In  conclusion,  I believe  that  modern 
otology  offers  the  hard  of  hearing  patient 
with  a conductive  deafness  more  chance 
for  substantial  improvement  to  a practical 
level  of  hearing  by  thorough  office  man- 
agement and  by  the  proper  selection  of 
cases  for  surgery  than  is  sometimes  ap- 
preciated. 

The  failure  to  recognize  cases  of  secre- 
tory otitis  media,  to  treat  a moist  or  dry 
central  perforation  without  trying  clos- 
ure or  prosthesis  treatment,  or  to  diagnose 
otosclerosis  suitable  for  surgery  inaccu- 
rately as  incurable  nerve  deafness  is  an 
avoidable  cause  for  not  achieving  the  opti- 
mum results  in  the  office  management  of 
conductive  deafness. 
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The  Closure  of  Interatrial  Septal  Defects* 
WILLIAM  H.  MULLER,  JR.,  M.  D.  ** 
Charlotiesville,  Virginia 


The  interatrial  septal  defect  represents 
one  of  the  most  common  congenital  car- 
diovascular deformities  and  during  the 
past  few  years,  several  methods  have 
evolved  for  its  surgical  closure. 

Types  of  Defect 

The  defect  may  be  one  of  several  types. 
There  may  be  a complete  absence  of  the 
septum  resulting  in  a single  auricle,  but 
there  is  usually  some  vestige  of  a septal 
rim.  A second  type  occurs  when  there  is 
an  absence  or  incomplete  development  of 
the  septum  secundum.  This  is  one  of  the 
most  common  types  which,  fortunately, 
lends  itself  to  surgical  repair  most  satis- 
factorily. 

A third  type  occurs  when  there  is  failure 
of  development  of  the  septum  primum 
which  results  in  a low  defect  so  that  no 
rim  of  tissue  persists  between  the  mitral 
and  tricuspid  valves.  Repair  of  this  type 
of  defect  presents  a greater  problem  than 
the  septum  secundum  defect  and  results 
are  not  as  satisfactory.  A more  complex 
defect  is  the  atrial  ventricularis  commu- 
nis in  which  the  lower  portion  of  the  auric- 
ular septum  and  the  upper  portion  of  the 
ventricular  septum  are  absent  so  that 
there  is  usually  a common  valve  between 
the  auricles  and  the  ventricles  whose  cen- 
tral defect  allows  communication  be- 
tween all  four  cardiac  chambers.  Not  in- 
frequently, one  or  more  of  the  pulmonary 
veins  may  drain  into  the  right  auricle  or 
one  of  its  tributaries  when  an  atrial  septal 
defect  is  present.  The  small,  uncomplicat- 
ed septum  secundum  defect  will  often 
present  no  signs  or  symptoms  until  later 
life.  In  some  instances,  although  symp- 
toms are  not  present,  frequent  respiratory 
infections  occur  with  retardation  in  phys- 
ical development,  and  examination  usual- 
ly reveals  cardiac  enlargement,  particular- 
Iv  of  the  right  auricle  and  right  ventricle. 
Electrocardiographic  examination  will 
show  evidence  of  right  ventricular  hyper- 
trophy and  occasionallv  a complete  or 
partial  right  bundle  branch  block.  If  the 
defect  is  large,  dyspnea  may  occur.  Aus- 
cultatory examination  of  the  heart  usual- 
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ly  shows  only  a systolic  murmur  maximal 
in  the  region  of  the  pulmonic  valve.  In 
the  older  patient  with  a large  defect,  cya- 
nosis may  be  present  either  constantly  or 
during  exertion. 

Hemodynamic  alterations  consist  of  the 
shunting  of  blood  from  the  left  to  right 
auricle.  This  occurs  because  the  mitral 
valve  is  smaller  than  the  tricuspid  valve, 
resulting  in  a higher  filling  pressure  for 
the  left  ventricle.  Consequently,  a higher 
pressure  in  the  left  auricle  results.  The 
pulmonary  blood  flow  greatly  exceeds  the 
systemic  blood  flow  and  depending  on  the 
size  of  the  shunt  and  the  pulmonary  re- 
sistance, there  may  be  a normal  pressure 
in  the  pulmonary  artery  or  varying  de- 
grees of  pulmonary  hypertension.  The 
persistence  of  a high  pulmonary  blood 
flow  and  pressure  over  a long  period  of 
time  causes  the  small  pulmonary  arteries 
to  become  thick-walled  and  smaller-lum- 
ened,  and  results  in  an  increased  pulmon- 
ary resistance.  If  this  sequence  of  events 
continues,  the  pressure  in  the  right  side 
of  the  heart  may  exceed  that  in  the  left 
side  so  that  the  shunt  through  the 
septal  defect  is  reversed.  At  first,  reversal 
may  occur  only  during  exertion  but  later 
may  become  persistent.  When  this  hap- 
pens, cyanosis  develops. 

Closure  Procedures 

At  present,  four  procedures  are  being 
used  to  close  atrial  septal  defects.  One 
method  is  the  procedure  developed  by 
Gross  and  associates’  which  employs  a 
rubber  funnel-shaped  well  sutured  to  an 
incision  in  the  right  auricle.  The  blood 
is  allowed  to  rise  to  the  level  of  right  auric- 
ular pressure  in  this  well,  and  one  can 
palpate  the  defect  and  suture  the  edges 
together  or  suture  a prosthesis  over  it  by 
working  through  the  column  of  blood.  This 
procedure  has  the  advantage  of  allowing 
one  to  close  the  defect  by  a direct  method, 
but  has  the  disadvantage  of  being  tedious 
and  time-consuming  and,  although  direct, 
is  not  a visual  procedure  and  is  associated 
with  alterations  in  hemodynamics  while 
the  well  is  filling,  which  are  undesirable. 

A second  procedure  used  successfully 
by  Lewis  and  Taufic^,  and  Swann  and 
associates^  is  the  occlusion  of  venous  car- 
diac inflow  during  hypothermia  and  expo- 
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sure  of  the  defect  through  an  incision  in 
the  auricle.  It  can  then  be  closed  under 
direct  vision.  This  procedure,  ideally,  al- 
lows one  to  visualize  the  defect  and  close 
it  under  direct  vision  but  places  a time 
limit  on  the  surgeon,  increases  the  possi- 
bility of  air  embolism  and  introduces  the 
added  factor  of  hypothermia. 

A third  method  is  the  so-called  atrio- 
septo-pexy  procedure  devised  by  Bailey 
and  associates.^  Under  digital  guidance, 
the  wall  of  the  right  auricle  is  sutured  to 
the  rim  of  the  defect.  This  is  a relatively 
simple  procedure  but  is  not  applicable  to 
all  types  of  defects. 

A fourth  procedure  is  that  devised  by 
Bjork  and  Crafoord^  which  involves  the 
dissection  of  a groove  between  the  supe- 
rior vena  cava  and  right  auricle  and  pul- 
monary veins.  Under  digital  guidance,  a 
long,  thin  needle  is  introduced  through 
the  right  auricular  wall  close  to  the  origin 
of  the  aorta  and  through  the  auricular 
septum  and  upper  portion  of  the  ventric- 
ular septum.  It  is  brought  out  posterior 
to  the  inferior  vena  cava  near  the  annulus 
fibrosis  and  the  two  ends  of  the  sutures 
are  then  tied  in  the  groove  between  the 
right  auricle  and  the  pulmonary  veins, 
thus  encircling  the  defect  and  constricting 
its  edges  so  that  they  come  together. 

Initially,  the  Gross  atrial  well  procedure 
was  employed  to  close  the  atrial  defects 
in  this  series.^  In  the  last  half  of  the  group, 
however,  the  atrio-septo-pexy  technique 
was  employed  when  possible  because  it  is 
simpler  and  accomplishes  a satisfactory 
closure.  The  patient  is  anesthetized  with 
endotracheal  anesthesia  and  placed  in  the 
supine  position  with  the  right  side  elevat- 
ed to  approximately  20°.  The  chest  is  en- 
tered through  an  antero-lateral  incision 
in  the  fourth  intercostal  space  and  the 
fourth  costal  cartilage  is  usually  divided 
adjacent  to  the  sternum  to  facilitate  ex- 
posure. The  pericardium  is  incised  longi- 
tudinally anterior  to  the  phrenic  nerve, 
extending  upward  over  the  area  of  the 
right  auricular  appendage.  A pursestring 
suture  is  placed  about  the  base  of  the  ap- 
pendage and  the  finger  is  introduced  into 
the  right  auricle.  If  feasible,  the  atrio-septo- 
pexy  procedure  is  performed,  but  if  not, 
the  Bjork-Crafoord  procedure  or  the  at- 
rial well  technique  is  employed.  The  peri- 
cardium is  reapproximated  loosely  so  that 
it  may  drain  adequately.  The  chest  is 
closed  in  the  routine  fashion  and  water 
seal  drainage  is  instituted. 


Results 

A total  of  27  patients  were  operated 
upon  in  this  series.  Of  this  group,  26  had 
a septum  secundum  defect  and  one  had 
a septum  primum  defect  accompanied  by 
a deformed  mitral  valve.  Three  of  those 
with  septum  secundum  defects  had  par- 
tial transposition  of  the  pulmonary  veins. 
No  patient  was  operated  upon  who  did 
not  have  symptoms  and  signs  related  to 
the  defect.  All  of  them  had  easy  fatigabil- 
ity and  nearly  all  of  them  had  dyspnea  on 
exertion.  None  were  cyanotic.  Cardiac 
catheterization  was  performed  in  all  but 
one  patient  and  is  considered  one  of  the 
most  valuable  diagnostic  adjuncts.  Nine 
of  the  patients  had  been  in  cardiac  failure 
and  one  was  in  failure  at  the  time  of  oper- 
ation. The  atrial  well  technique  was  used 
in  seventeen  and  the  Bailey  atrio-septo- 
pexy  procedure  in  10.  There  were  three 
deaths,  all  occuring  in  patients  on  whom 
the  atrial  well  procedure  was  employed 
One  of  these  was  a child  of  six  who  had 
a large  septum  secundum  defect  and  a de- 
formed mitral  valve  and  had  been  in  se- 
vere failure  for  two  years  previously.  Two 
others  were  adults,  ages  31  and  36,  who 
had  severe  pulmonary  hypertension.  In 
three  patients  who  had  transposition  of 
the  right  pulmonary  veins,  the  atrio-septo- 
pexy  procedure  was  used  and  a pocket 
was  formed  into  which  the  veins  emptied 
through  the  defect  into  the  left  side  of  the 
heart.  In  one  of  these  patients,  it  was  nec- 
essary to  include  half  the  circumference  of 
the  superior  vena  cava  for  a distance  of 
about  three  cm.  In  one  patient,  an  eight 
year  old  child  who  had  a septum  primum 
defect  and  a mitral  valve  deformity,  a ny- 
lon plastic  prosthesis  was  sutured  to  three 
sides  of  the  defect  but  could  not  be  sutur- 
ed interiorly  because  no  tissue  rim  was 
present.  Because  of  the  severe  heart  fail- 
ure which  developed,  it  was  necessary  to 
re-apply  the  atrial  well  and  remove  the 
plastic  patch  three  weeks  later.  It  was  felt 
that  the  high  left  atrial  pressure  deflected 
the  patch  to  the  right,  partially  covering 
the  tricuspid  valve  and  producing  the  car- 
diac failure.  Pericarditis  developed  in 
three  patients  and  was  relatively  low- 
grade  in  character.  A pericardotomy  was 
performed  on  one  patient  whose  tempera- 
ture rose  to  103-104°  for  several  days  but 
no  frank  pms  was  obtained.  All  of  the  pa- 
tients responded  to  antibiotic  therapy.  The 
remaining  patients  have  all  shown  clinical 
improvement.  Dyspnea  has  markedly  im- 
proved or  disappeared  and  the  cardiac 
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failure  no  longer  occurs  in  those  patients 
in  whom  it  had  been  present.  The  exercise 
tolerance  is  usually  increased.  X-ray  ex- 
amination of  the  chest  showed  a diminu- 
tion in  the  size  of  the  heart  in  most  pa- 
tients especially  those  who  had  marked 
cardiac  enlargement.  Pressures  were 
measured  in  the  cardiac  chambers  imme- 
diately before  and  after  the  defect  was 
closed  and  it  was  found  that  the  pressure 
usually  fell  in  the  right  auricle,  right  ven- 
tricle, and  pulmonary  artery  and  rose 
slightly  in  the  left  auricle  and  aorta.  Blood 
samples  obtained  from  these  chambers 
generally  showed  a fall  in  the  oxygen 
saturation  of  the  right  auricle,  right  ven- 
tricle, and  pulmonary  artery,  and  no 
change  in  that  of  the  left  auricle  or  bra- 
chial artery.  Blood  volume  determinations 
by  the  T-1824  dye  method,  made  shortly 
before  and  two  weeks  after  operation,  indi- 
cated a diminished  blood  volume  when 
the  defect  was  closed. 

Conclusion 

Although  only  those  patients  who  have 
had  symptoms  or  who  have  showed  pro- 
gressive cardiac  strain  have  been  operated 
upon  previously,  it  seems  entirely  like- 
ly that  in  the  near  future,  all  patients  in 
whom  a diagnosis  of  atrial  septal  defect 
is  made  will  be  considered  candidates  for 


operation.  The  physiologic  alterations  in 
the  hemodynamics  are  quite  similar  to 
those  in  patent  ductus  arteriosus  in  which 
there  is  a shunting  of  blood  from  the  left 
to  the  right  side  of  the  heart.  Because  of 
the  complications  which  can  occur,  es- 
pecially in  later  life,  when  this  deformity 
is  present  and  because  the  operative  mor- 
tality rate  is  extremely  low,  most  cardi- 
ologists and  surgeons  feel  that  the  diag- 
nosis of  patent  ductus  arteriosus  is  suffi- 
cient indication  to  recommend  operation 
to  those  patients.  It  seems  entirely  likely 
that  as  procedures  for  the  closures  of  at- 
rial septal  defects  become  more  refined, 
resulting  in  a low  mortaility  rate,  the 
diagnosis  of  atrial  septal  defect  will  be- 
come an  indication  for  its  closure. 

BIBLIOGRAPHY 

1.  Gross.  R.  E.,  Pomeranz,  A.  A..  Watkins,  B.,  and 
Goldsmith.  E.  I.;  Snreioal  Closure  of  Defects  of  the  In- 
terauricular  Septum  hv  Use  of  an  Atrial  Well,  New  Eng- 
land .1.  Med.  247:'  455.  1952. 

2.  Lewis,  F.  J..  and  Taufic,  M. : Closure  of  Atrial  Septal 
Defects  with  the  Aid  of  Hypothermia,  Surgery  33:  52,  1953. 

3.  Swan,  H, ; Surgical  Closure  of  Interauricular  Septal 
Defects,  .T.A.M.A.  151:  792,  1953 

4.  Bailer.  C.  P.,  Bolton,  H E.,  .lamison,  W.  L„  and 
Neptune,  W.  B.:'  Atrio-Septo-Pexy  for  Interatrial  Septal 
Defects.  J.  Thoracic  Surg.  26:  184,  1953. 

5.  Biork,  V.  0.,  and  Crafoord,  C. : The  Surgical  Closure 
of  Atrial  Septal  Defects.  .1.  Thoracic  Surg.  26:  300,  1953. 

6.  Muller,  W.  H.,  Smith,  S.  W.,  Dammann.  J.  F„  Adams, 
F.  H..  and  Darsie,  M.  L.:  Considerations  and  Physiologic 
Studies  in  the  Closure  of  Interauricular  Septal  Defects 
Surgery  37:  1,  .Tanuary,  1955. 


^ 

The  Role  of  The  Medical  Department  in  Today's  Navy* 
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Porlsmouth.  Virginia 


I will  try  to  tell  you  what  the  medical 
department  of  the  Navy  is  trying  to  ac- 
complish. We  are  facing  some  of  the 
greatest  problems  we  have  ever  been 
called  on  to  face.  We  are  working  diligent- 
ly and  earnestly  to  solve  these  problems, 
but  we  realize  that  we  need  the  help  and 
the  thorough  understanding  of  our  civilian 
contemporaries  if  we  are  to  be  successful 
in  solving  these  problems. 

In  this  atomic  age,  when  the  weapons 
and  the  nature  of  war  are  changing,  the 
mission  of  our  Navy  has  not  changed.  The 
oceans  continue  to  be  our  cushions  of  de- 
fense, the  bonds  uniting  us  with  our 
friends  and  allies,  and  our  lifelines  to 
overseas  sources  of  raw  materials  which 
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are  so  vital  to  not  only  our  defense,  but 
to  our  peacetime  production.  For  many 
years  to  come  we  will  have  to  depend  on 
overseas  bases,  and  this  demands  that  we 
control  the  seas  to  operate  and  supply 
them. 

Extent  of  Commitments 

The  United  States  had  made  a written 
bargain  with  39  nations  of  the  free  world 
stretching  across  six  continents  which 
states  that  we  shall  consider  any  attack 
upon  any  of  them  as  if  it  were  an  attack  on 
ourselves.  We  have  such  an  agreement 
with  13  nations  in  NATO,  stretching  across 
Europe,  from  Turkey  to  Norway.  We  have 
the  Rio  pact  with  21  nations  in  the  Amer- 
icas and  covering  Canada  and  Greenland, 
which  obligates  us  to  defend  them.  We 
have  agreements  in  the  Pacific  Ocean 
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with  Australia,  New  Zealand,  Japan, 
South  Korea,  the  Philippines  and  other 
South  Asia  nations  in  the  Middle  East, 
to  resist  aggression  in  those  areas.  Thus 
the  horizon  of  naval  responsibilities  is 
ever  widening  and  the  problems  and  re- 
sponsibilities of  the  Navy  Medical  De- 
partment are  likewise  increased. 

Purpose  of  Medical  Service 

The  purpose  of  the  Navy’s  medical  ser- 
vice is  to  give  necessary  medical  support 
to  a highly  technical  and  efficient  fighting 
organization.  This  entails  not  only  the 
care  of  the  sick  and  injured,  but  also  the 
maintenance  of  the  health  of  the  Navy. 
This  is  not  comparable  to  civilian  medi- 
cine which  concerns  itself  mainly  with 
individual  patient  care  or  hospitalization. 
To  many  civilian  physicians  the  concept 
of  military  medicine  is  simply  the  medical 
care  for  active  duty  military  patients.  It 
IS  regrettable  that  this  widespread  belief 
exists.  To  think  that  our  medical  depart- 
ment can  serve  our  naval  forces  by  sim- 
ply applying  everyday  medical  principles 
to  the  man  or  woman  in  uniform,  can  re- 
sult in  neglect,  loss  of  life,  and  even  disas- 
ter to  the  nation.  Naval  medical  personnel 
must  enter  into  multiple  strange  enter- 
prises; they  must  shoulder  responsibilities 
which  are  unique  and  are  assigned  by  the 
Congress,  the  joint  chiefs  of  staff,  the  de- 
fense department  or  other  higher  authori- 
ties. Of  course  patient  care  is  a military 
medical  responsibility.  The  error  in  think- 
ing, which  1 want  to  call  to  your  attention, 
is  to  believe  that  it  comprises  the  total 
naval  medical  effort  and  responsibility. 
The  military  patient  responds  to  the  same 
operative  techniques  or  therapeutic  pro- 
cedures as  do  your  patients.  It  is  true  that 
he  may  suffer  more  grievous  wounds  or 
be  exposed  to  more  bizarre  diseases  than 
the  civilian  citizen.  Also,  he  may  have  to 
be  operated  on  in  the  sick  bay  of  a ship 
which  is  rolling  and  pitching  on  a storm- 
swept  sea.  It  may  be  necessary  to  give 
him  first  aid  in  a dugout  and  to  hospital- 
ize him  in  a tent.  Medical  personnel  have 
little  difficulty  in  meeting  such  responsi- 
bilities. If  this  were  all  there  were  to  it, 
then  it  would  be  a simple  matter  for  the 
civilian  physician,  dentist  and  nurse  to 
turn  from  their  community  practice  to  the 
role  of  a navy  medical,  dental  or  nurse 
corps  officer  and  discharge  their  respon- 
sibilities with  little  or  no  indoctrination. 
This,  however,  is  not  the  case,  because 
naval  medicine  entails  not  only  patient 
care  and  hospitalization,  but  such  matters 
as  submarine  medicine,  shipboard  medi- 


cine, both  shipboard  aviation  involving 
the  task  force  carriers  and  land  based 
aviation  with  the  Marines.  There  are  the 
problems  of  atomic  medicine,  cold  weath- 
er survival  and  tropical  medicine.  Naval 
medical  units  also  serve  with  Marine 
Corps  ground  troops  and  must  be  familiar 
with  all  phases  of  amphibious  landings  on 
hostile  shores  and  with  the  underwater 
demolition  teams  in  preparation  for  such 
landings. 

The  Responsibility  of  Prevention 

One  of  the  most  important  responsibili- 
ties of  our  medical  department  is  seldom 
understood  or  recognized  by  the  civilian. 
1 refer  to  the  responsibility  of  preventing 
disease  and  injuries.  A quick  glance  at 
history  reveals  many  examples  which 
have  been  ignored  by  most  civilian  medi- 
cal groups.  In  the  first  crusade  an  army 
of  300,000  was  reduced  to  20,000,  and  in 
the  second  crusade  an  army  of  half  a mil- 
lion was  reduced  to  a handful  of  returning 
stragglers.  In  the  third  crusade  an  army 
of  100,000  was  reduced  to  5,000.  The  great 
killer  in  these  campaigns  was  not  the 
sword,  or  arrow;  it  was  scurvey,  dysen- 
tery, plague  and  typhus.  In  1812  Napo- 
leon’s army  of  500,000  was  reduced  to 
30,000,  mainly  by  typhus.  Many  of  you 
have  read  Hans  Zinsser’s  “Rats,  Lice  and 
History.”  In  it  he  states,  “Soldiers  have 
rarely  won  wars.  They  more  often  mop 
up  after  the  barrage  of  epidemics,  and 
typhus  with  its  brothers  and  sisters — 
plague,  cholera,  typhoid,  dysentery  have 
decided  more  campaigns  than  Caesar, 
Hannibal,  Napoleon  and  all  the  inspector 
generals  in  history.”  So  today  it  is  impos- 
sible for  the  military  surgeon  to  relax  be- 
hind the  false  security  of  quarantines, 
D.D.T.  or  all  the  antibiotic  miracle  drugs. 
To  again  quote  from  Zinsser: 

“A  concentration  of  large  populations 
and  cities,  free  communication  with  all 
other  parts  of  the  world,  especially  Africa 
and  the  East,  constant  and  extensive 
military  activities  involved  in  the  move- 
ment of  large  forces  back  and  forth  from 
all  corners  of  the  world — these  alone  are 
conditions  which  inevitably  determine 
the  outbreak  of  epidemic  diseases.” 

The  navy  medical  officer  must  take  ex- 
traordinary steps  in  immunization,  in  en- 
forcing sanitary  measures,  especially  in 
invasion  areas  where  no  sanitation  exists. 
He  must  control  rats,  lice,  insects  and 
other  factors.  If  he  lacks  training  and  ex- 
perience, and  if  he  is  not  eternally  vigi- 
lant, he  may  suddenly  find  the  armed 
forces  he  is  supposed  to  serve  decimated 
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by  an  invisible  but  malignant  enemy 
which  penetrated  the  military  defense  in 
the  form  of  contaminated  food  and  water 
or  in  the  bodies  of  lice  or  mosquitoes. 

The  Responsibility  of  Research 

There  is  another  great  responsibility  of 
the  navy  medical  department  and  of  all 
military  medicine,  and  that  is  military 
medical  research  and  certain  purely  mil- 
itary specialties.  We  have  been  criticized 
by  various  civilian  medical  groups  for 
carrying  out  this  responsibility.  We  do 
and  will  continue  to  work  with  civilian  re- 
search groups  whenever  possible,  but 
there  are  many  problems  with  which 
trained  and  experienced  military  medical 
personnel  has  to  work.  Today  we  have 
jet  planes  that  travel  faster  than  sound 
and  penetrate  the  stratosphere.  We  have 
the  atomic  powered  submarine  which 
must  remain  under  the  surface  of  the  sea 
for  long  periods,  or  it  must  penetrate  the 
depths  of  the  sea.  It  is  our  job  to  deter- 
mine whether  the  human  body  can  stand 
these  abnormal  stresses  and  strains.  Thus 
we  are  engaged  in  research  in  anoxia, 
vibration,  noise,  centrifugal  force,  wind 
blast,  protection  against  atomic  radiation. 
Our  fighting  men,  your  sons  and  daugh- 
ters must  be  protected  not  only  from  dis- 
ease and  injury — they  must  be  able  to 
fight  and  survive  in  arctic  cold  or  in  jungle 
heat. 

In  Korea  we  wore  armored  vests  made 
of  plastic  which  was  developed  largely  by 
medical  personnel.  I saw  our  Marines, 
wearing  these  vests,  knocked  down  by 
missiles  that  before  would  have  caused 
death  by  serious  chest  or  belly  wounds. 
Many  suffered  severe  wounds  of  the  ex- 
tremities. We  had  some  very  fine  young 
surgeons  to  take  care  of  these  casualties — 
they  had  only  recently  been  called  into 
active  service  from  civilian  hospitals.  A 
good  many  of  them  were  excellently 
trained  by  civilian  standards,  but  lacked 
military  experience  in  such  things  as 
triage  and  debridement.  Valuable  contri- 
butions were  made  to  the  armed  forces  in 
Korea  by  the  fine  clinical  research  done 
by  Colonel  John  Howard  and  his  army 
team  in  their  studies  of  the  physiology  of 
combat  wounds. 

Mobility  and  Specialization 

The  navy  medical  department  must  be 
mobile.  This  is  especially  true  in  time  of 
war  when  our  practice  is  almost  opposite 
that  of  the  civilian  concept  of  permanent- 
ly located  hospital  and  fixed  equipment. 
We  operate  hospital  ships  which  are 


brought  in  close  to  the  fighting  fronts 
and  are  ready  to  receive  and  care  for  cas- 
ualties soon  after  zero  hour.  They  are  avail- 
able and  in  use  long  before  it  is  possible 
for  our  forces  to  be  able  to  capture  suf- 
ficient enemy  held  real  estate,  to  set  up 
tent  hospitals,  or  provide  landing  strips 
for  our  planes.  In  World  War  II  these  mag- 
nificent ships  were  often  thought  of  as 
ambulances  and,  while  it  is  possible  to 
provide  complete  hospital  and  specialists’ 
care  to  our  sick  and  wounded  while  en- 
route  from  the  combat  area  to  the  conti- 
nental United  States,  it  is  my  opinion  that 
their  most  valuable  and  vital  role  is  that 
of  a highly  mobile  base  hospital  in  close 
support  of  fighting  forces. 

We  have,  in  order  to  obtain  maximum 
efficiency  and  utilization  of  highly  trained 
specialists,  organized  surgical  teams. 
These  teams  consist  of  a general  surgeon, 
orthopedic  surgeon,  and  physician  anaes- 
thetist plus  the  enlisted  corpsmen  techni- 
cians. These  teams  can  be  transported  by 
plane  or  helicopter  together  with  their 
instruments  and  supplies  to  any  area 
where  they  are  needed.  The  instruments 
and  dressings  are  previously  sterilized 
and  packed  in  light-weight,  water  and  dust 
proof  aluminum  chests.  The  team  is 
therefore  ready  to  operate  on  a moment’s 
notice  and  they  are  used  to  augment  the 
staff  of  hospital  ships  or  Marine  medical 
companies  whenever  the  flow  of  casual- 
ties becomes  unduly  large. 

Prior  to  the  nineteenth  century  effec- 
tive means  of  evacuating  the  wounded  did 
not  exist.  Many  battles  were  lost  and  the 
face  of  history  changed  because  those  who 
fell  in  battle  were  left  unattended  or  un- 
cared for  until  the  battle  was  over.  Na- 
poleon was  probably  the  first  famous  mil- 
itary leader  to  recognize  this  deplorable 
waste,  and  he  demanded  that  his  medical 
personnel  treat  the  wounded  during,  in- 
stead of  after,  the  battle.  Even  during 
our  own  Civil  War  countless  lives  were 
lost  because  evacuation  of  wounded  was 
done  by  commandeering  rickety  carts  and 
hucksters’  wagons  to  transport  the  casual- 
ties. I need  not  recount  more,  because  I 
am  sure  that  all  of  you  know  the  tremen- 
dous progress  that  has  been  made  by  the 
armed  forces  in  improving  the  evacuation 
and  care  of  the  wounded.  Today  we  have 
the  helicopter,  which  can  pick  a man  up 
almost  as  soon  as  he  is  wounded.  During 
the  Korean  fighting  these  brave  pilots 
went  over  hostile  territory  to  pick  up 
wounded  from  mountain  crags  or  from 
icy  seas.  In  a matter  of  minutes  they  were 
delivering  their  patients  to  our  tent  hos- 
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pitals  or  to  the  flight  deck  of  our  hospital 
ships.  We  have  ambulance  buses  that 
travel  on  poor  roads  or  on  railroad  tracks. 
We  have  the  amphibious  duwks  that  are 
able  to  travel  on  land  or  sea  with  equal 
agility.  There  are  well  equipped  ambu- 
lance planes  and  railroad  hospital  trains. 

Dependent  Medical  Care 

There  are  many  other  roles  and  impor- 
tant responsibilities  that  our  navy  medical 
department  must  concern  itself  with,  but 
time  does  not  permit  me  to  mention  them 
all.  In  closing,  however,  I would  like  to 
briefly  discuss  our  responsibility  in  the 
little  understood  field  of  dependent  medi- 
cal care.  This  problem  is  greatly  concerned 
with  the  morale  of  our  military  personnel, 
but  in  my  opinion  it  is  of  far  greater  im- 
portance in  connection  with  the  training 
of  our  medical  personnel.  Ever  since  the 
medical  corps  was  first  established  there 
has  been  some  degree  of  dependent  care. 
The  48th  Congress  in  1884  provided  in  an 
appropriation  act;  “The  medical  officers 
of  the  army  and  contract  surgeons  shall, 
wherever  practicable,  attend  the  families 
of  officers  and  soldiers  free  of  charge.”  In 
1947  when  the  Air  Force  became  a sepa- 
rate service  this  authority  was  extended  to 
that  service.  The  navy  followed  the  army 
practice  until  1943,  when,  by  Public  Law 
51,  it  was  given  congressional  authority 
to  care  for  dependents.  If  the  splendid  rec- 
ord of  achievement  of  our  medical  depart- 
ment in  World  War  II  and  the  even  better 
one  in  Korea  prove  anything,  they  prove 
that  thousands  of  precious  lives  were  sav- 
ed because  we  had  trained  medical  per- 
sonnel. Of  course  civilian  medical  institu- 
tions helped  tremendously  in  this  train- 


ing, but,  in  large  measure,  it  was  due  to 
the  great  variety  of  clinical  material  a- 
vailable  by  reason  of  dependent  care.  It 
should  be  crystal  clear  to  everyone  that  in 
order  to  make  a military  medical  career 
attractive  to  competent  people  you  must 
have  professional  work  that  is  stimulating 
and  satisfying.  It  must  provide  the  same 
means  for  professional  knowledge  and 
advancemennt  as  found  in  the  best  civil- 
ian institutions. 

Recapitulation 

I have  mentioned  before  what  our 
world  wide  commitments  are.  This  means 
that  today  we  must  maintain  about  one- 
third  of  our  personnel  at  sea,  or  overseas 
all  the  time.  It  must  be  obvious  that  in 
many  overseas  areas  and  in  remote  areas 
of  our  own  country  there  is  no  one  to  give 
medical  care  except  the  military.  Is  it  rea- 
sonable to  expect  the  military  medical  spe- 
cialist to  spend  his  entire  career  of  20  or 
30  years  aboard  ship,  in  foreign  lands  or 
desolate  and  isolated  areas?  He  must 
have  the  best  kind  of  training  to  do  his 
job.  He  must  be  as  competent  a specialist 
as  his  civilian  counterpart,  but  he  must 
live  up  to  all  the  added  responsibilities 
imposed  by  a naval  career.  He  loves  and 
serves  his  country  and  desires,  just  as  you 
do,  to  live  most  of  his  days  in  America 
with  his  family  and  friends. 

The  United  States  has  a great  naval 
medical  department — one  of  which  we 
can  all  be  justly  proud.  I ask  that  each  of 
you  give  it  your  sympathetic  understand- 
ing and  whole-hearted  support,  and  I can 
assure  you  it  will  become  even  greater  in 
the  future. 


Manuscript  Memos 


Manuscripts  should  be  submitted  in  duplicate  to  the 
Journal  of  KSMA,  an  original  copy  and  one  carbon,  and 
typed  with  double  spacing.  Maximum  length  of  an  article 
should  not  exceed  4300  words,  and  the  Board  of  Con- 
sultants on  Scientific  Articles  prefers  that  they  be  briefer 
than  this  when  possible. 

Footnotes  and  bibliographies  should  conform  to  the  style 
of  the  Quarterly  Cumulative  Index  Medicus  published  b> 
the  American  Medical  Association.  This  requires  in  the  or- 
der given:  name  of  author,  title  of  article,  name  of  period- 
ical, with  volume,  page,  month — day  of  month  if  weekly — 
and  year.  The  Journal  of  the  KSMA  does  not  assume  re- 
sponsibility for  the  accui’acy  of  references  used  with  scien- 
tific articles. 


All  scientific  material  appearing  in  the  Journal  is  re- 
viewed by  the  Board  of  Consultants  on  Scientific  Articles. 
If  illustrations  are  submitted  with  a paper,  the  Journal 
will  assume  the  cost  for  the  first  three  one-column  width 
half  tones.  The  cost  of  additional  illustrations  will  be  borne 
by  the  essayist. 

Arrangements  for  rei>rints  of  an  article  should  be  made 
directly  with  the  publisher  of  the  Journal.  Mr.  J.  G.  Den- 
hardt.  Times-Journal  Publisbuig  Comxiany.  Bowling  Green. 
Kentucky. 

Flease  inail  your  scientific  articles  to  tlie  Journal  of  the 
Kentucky  State  Medical  Association.  6*20  South  Third  Street, 
Louisville  2,  Kentucky. 
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Tetracycline  Lederle 


in  the  treatment  of 

respiratory  infections 

January  and  his  associates'  have  written 
on  the  use  of  tetracycline  (Achromycin) 
to  treat  118  patients  having  various 
infections,  most  of  them  respiratory,  in- 
cluding acute  pharyngitis  and  tonsillitis, 
otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis, 
bronchiectasis,  bronchial  pneumonia, 
and  lobar  pneumonia.  Response  was 
judged  good  or  satisfactory  in  more  than 
84%  of  the  total  cases. 

Each  month  there  are  more  and  more 
reports  like  this  in  the  literature,  docu- 
menting the  great  worth  and  versatility 
of  Achromycin.  This  antibiotic  is  unsur- 
passed in  range  of  effectiveness.  It  provides 
rapid  penetration,  prompt  control.  Side 
effects,  if  any,  are  usually  negligible. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you. 
For  your  convenience  and  the  patient’s 
comfort,  Lederle  offers  a full  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection — defends  the 
patient — hastens  normal  recovery.  For 
severe  or  prolonged  illness.  Stress  formula 
as  suggested  by  the  National  Research 
Council.  Offered  in  Capsules  of  250  mg. 
and  in  an  Oral  Suspension,  125  mg.  per 
5 cc.  teaspoonful. 


For  more  rapid  and  complete 
absorption.  Offered  only  by  Lederle  1 


filled  sealed  capsules 


'.Tanuary,  H.  L.  et  al:  Clinical  experience  with 
tetracycline.  Antibiotiea  Annual  1964-66,  p.  626. 


LEDERLE  LABORATORIES  DIVISION 

AlUtKlCAM  CYANAUID  COUfAMW 

PEARL  RIVER,  NEW  YORK 
• rco.  u.  s.  pat.  off. 


PHOTO  DATA:  4X5  VIEW  CAMERA,  F5.6,  l/25  SEC,,  EXISTINO 
LIGHTING  AT  DUSK,  ROYAL  PAN  FILM. 
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A pplication 

FOR  SPACE  IN  THE  SCIENTIFIC  EXHIBIT 

1956  Annual  Meeting  Kentucky  State  Medical  Association 

Columbia  Auditorium  Louisville.Kentucky  September  18/  19#  20 


Fill  Out  and  Mail  to; 

EVERETT  L.  PIRKEY.  M.  D..  Chairman 

Committee  on  Scientific  Exhibits 
Louisville  General  Hospital, 

Louisville  2,  Kentucky 

(Applications  for  space  should  be  received 
before  July  1.  1956) 

Dimensions  and  structure  of  K.S.M.A.  Scientific 
booth  are  shown  in  accompanying  illustration 


1.  Title  of  Exhibit: 

2.  Description  or  nature  of  exhibit:  (Attach  brief  description  to  this  blank). 

3.  Will  you  require  shelf  space? 

4.  Give  approximate  amount  of  wall  space  needed.  (Included  in  total  space  is  two 

side  walls  of  two  feet  in  length) 

5.  Name  of  institution  co-op>erating  in  the  exhibit  (if  desired) 

6.  Name  of  exhibitor: 

(Street  & No.)  (City) 


The  Kentucky  State  Medical  Association  will  provide  without  cost  to  the  ex- 
hibitor the  following:  Exhibit  space,  shelves,  sign  for  booth,  current,  bracket  lights, 
provided  all  items  are  approved  in  advance  by  the  committee. 

Cost  of  transporting  exhibits  to  the  meeting  must  be  borne  by  the  individual 
exhibitor  as  well  as  costs  of  cards,  signs,  etc.,  which  are  a part  of  the  exhibit. 

View  boxes,  furniture,  decorations,  etc.,  may  be  rented,  if  desired,  by  applying 
directly  to  Jos.  T.  Griffin  Company,  704  West  Main  Street,  Louisville  2,  who  supply 
equipment  for  the  annual  K.S.M.A.  meeting. 
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Combined  Laryngectomy  and  Neck  Dissection  In  Continuity 
For  Carcinoma  of  the  Larynx* 

ALVIN  C.  POWELEIT.  M.D. 

Covington 

ROBERT  C.  KRATZ.  M.D. 

Newport 


Lately  the  trend  in  laryngeal  surgery 
has  been  toward  the  removal  of  the  pri- 
mary growth  and  the  adjacent  lymphatics 
to  which  the  malignant  cells  are  likely  to 
metastasize.  Perhaps  the  first  man  to  rec- 
ognize the  advantage  of  enbloc  removal  of 
the  primary  lesion  and  associated  lym- 
phatics was  Halstead  when  he  introduced 
his  radical  mastectomy.  Since  this,  the 
Miles  procedure  for  carcinoma  of  the  co- 
lon has  also  become  accepted.  Every  for- 
ward looking  surgeon  realizes  the  neces- 
sity for  adequate  cancer  surgery.  There 
are,  however,  lesions  that  do  not  require 
radical  surgery,  the  outstanding  example 
of  which  is  the  basal  cell  carcinoma  of 
the  skin. 

Classification 

So  it  is  with  the  larynx,  some  lesions  re- 
quire radical  surgery  and  others  do  not. 
A step  forward  was  made  in  the  under- 
standing of  laryngeal  cancer  when  Walsh 
classified  the  disease  with  respect  to  the 
therapeutic  approach  indicated. 

(1)  Intrinsic — Confined  to  the  true 
cord  only. 

(2)  Endolaryngeal  — Involving  struc- 
tures within  the  laryngeal  box,  example 
the  ventricles,  ventricular  bands,  aryte- 
noids and  interarytenoid  space,  also  those 
cancers  of  the  vocal  cord  which  have 
spread  across  the  anterior  commissure. 

(3)  Subglottic. 

(4)  Extrinsic  or  Extra-Laryngeal. 

This  is  a primary  lesion  involving  the 

epiglottis,  aryepiglottic  fold  or  the  pyri- 
form sinus  lateral  to  the  pharyngeal  wall. 

Criteria  for  Treatment 

The  following  criteria  for  treatment  of 
laryngeal  lesions  have  been  used  in  our 
private  practice  and  in  the  cancer  clinic 
at  the  William  Booth  Memorial  Hospital. 

The  intrinsic  lesions  are  relatively  be- 
nign and  eighty  percent  cures  can  be  ex- 
pected employing  x-ray  or  surgery. 


Presented  at  the  1955  K.SMA  Annual  Meeting,  Sent. 
'27-29,  in  Louisville. 


Thorneir-  prefers  to  remove  these  with  the 
suspension  laryngoscope  and  electro  cau- 
tery. Laryngofissure  perhaps  is  the  most 
frequently  employed  method. 

The  endolaryngeal  structures  are  rich 
in  lymphatics  and  lesions  here  bear  a 
more  serious  prognosis.  We  believe  that 
they  should  be  treated  with  laryngectomy 
and  radical  neck  dissection  on  the  most 
involved  side.  We  feel  that  from  a cos- 
metic or  functional  standpoint  the  neck 
dissection  adds  little  to  the  disability  of 
the  patient.  These  patients  with  the  prop- 
er encouragement  often  develop  an  esoph- 
ageal voice  and  are  often  able  to  carry 
on  in  their  previous  occupations. 

Subglottic  lesions  we  believe  also  de- 
serve laryngectomy  and  enbloc  removal 
of  the  neck  on  the  most  involved  side. 
Ogura'  found  that  in  fifteen  subglottic  le- 
sions, without  palpable  nodes  in  the  neck, 
six  were  found  to  have  microscopic  meta- 
stasis present  in  the  neck  nodes. 

Extralaryngeal  lesions  present  the  most 
difficult  problems.  As  the  surgeon’s  ex- 
perience increases,  more  of  these  lesions 
become  operable.  We  have  recently  suc- 
cessfully treated  two  lesions  involving  the 
lateral  pharynx  but  we  have  passed  the 
posterior  pharyngeal  lesions  on  to  the 
radiologist. 

We  do  not  consider  the  procedure  of 
removing  the  larynx  and  neck  in  one 
piece  a prophylactic  neck  dissection.  We 
reserve  the  term  prophylactic  for  a pro- 
cedure done  separately  from  the  original 
procedure.  We  consider  this  procedure  as 
a removal  of  the  primary  cancer  and  its 
associated  lymphatics. 

In  a series  of  500  laryngeal  cancers  Boc- 
ca^  has  found  the  percentage  of  positive 


nodes  to  be  as  follows: 

(1)  iSupraglottic  Marginal  131% 

(2)  Vestibular 50% 

(3)  Ventricular  ....  30% 

(4)  Cancer  of  the  vocal  cords  ....  4% 

(5)  Infraglottic  cancer  46% 

(6)  Cancer  of  the  hypopharynx. . 76% 


(Primary  or  secondary  to  laryn- 
geal cancer) 
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(7)  Diffuse  cancerization  of 

the  larynx  90% 

In  more  than  half  of  the  cases  the  meta- 
stases  were  clinically  mute  but  they  were 
demonstrated  histologically. 

Ogura"  has  shown  that  microscopic 
metastatic  cells  were  present  in  the  nodes 
of  38.8  % of  cases  with  laryngeal  cancer 
despite  the  fact  that  no  nodes  were  pal- 
pable on  physical  examination.  In  doing 
well  over  a hundred  neck  dissections  of 
which  forty  percent  had  no  palpable 
nodes  in  the  neck  CorgilP  has  found  about 
the  same  percentage  of  node  involvement 
as  that  described  by  Ogura. 

Each  of  these  men  emphasizes  that  the 
percent  of  malignant  cells  found  is  direct- 
ly proportional  to  the  amount  of  time 
spent  by  the  pathologist  examining  the 
specimen.  They  will  spend  three  to  four 
hours  meticulously  going  through  each 
specimen.  They  frequently  find  75  to  80 
nodes  in  a neck  and  then  they  make  serial 
sections  of  each  node  found. 

Since  1952  we  have  used  the  criteria 
presented  in  this  article  and  the  technique 
to  be  briefly  described.  To  date,  this  pro- 
cedure has  been  routinely  applied  in  10 
patients  all  of  whom  are  alive  and  free  of 
metastatic  disease.  We  realize  that  the 
time  interval  is  too  short  to  call  any  of 
our  cases  cures  but  we  feel  that  the  excel- 
lent exposure  and  simplicity  of  this  tech- 
nique deserves  demonstration. 

Technique 

ANESTHESIA: 

Local— (NOVOCAINE  2%,  ADRENA- 
LIN 1-1000,  3 minims,  WYDASE  150 
units  to  the  ounce)  Subcutaneous  infiltra- 
tion of  skin  along  line  of  incision  and  to 
midline  of  neck. 

General  — Endotracheal  — PENTO- 
THAL — Nitrous  Oxide  — Ether. 

A U shaped  incision  as  originally  de- 
scribed by  Laurens  and  popularized  by 
Ogura  is  made.  The  area  along  the  line  of 
incision  is  infiltrated  as  above  and  infil- 
tration anesthesia  is  carried  subcutaneous- 
ly toward  the  midline  of  the  neck  up  to 
the  level  of  the  hyoid  bone. 

The  skin  flap  is  elevated  to  the  body 
of  the  hyoid  bone  and  also  interiorly  and 
laterally.  The  anterior  and  external  jugu- 
lar veins  are  ligated  and  cut.  The  sterno- 
hyoid and  sternothyroid  muscles  are  di- 
vided and  tied  D/2-2  cms  above  the  sternal 
attachment. 

The  thyroid  isthmus  is  ligated  and  cut. 
Areolar  tissue  anterior  to  the  space  of 


Burns  and  lateral  to  the  tracheal  stump  is 
dissected  from  the  tracheal  rings  and  left 
attached  to  the  wall  of  the  first  tracheal 
ring. 

After  instilling  Icc  of  10%  cocaine  into 
the  tracheal  lumen,  the  trachea  is  opened 
between  the  first  and  second  tracheal 
rings.  The  tracheal  stoma  is  then  an- 
chored with  braided  silk  and  endotracheal 
anesthesia  is  started.  The  extent  of  the 
laryngeal  lesion  is  now  determined. 

Dissection  is  carried  along  the  anterior 
border  of  the  sternocleidomastoid  muscle 
inferiorly,  superiorly  and  posteriorly  un- 
til the  cricopharyngeal  muscle  is  exposed. 
The  superior  thyroid  vessels  are  ligated 
and  cut  close  to  the  thyroid  gland.  The 
omohyoid  muscle  is  cut  and  ligated.  Sep- 
aration of  the  larynx  from  the  esophagus 
is  now  carried  up  to  the  arytenoids. 

The  cricopharyngeus  muscle  is  ligated 
and  cut  posterior  to  the  inferior  and  su- 
perior cornu  of  the  thyroid  cartilage.  The 
superior  cornu  of  the  thyroid  is  isolated 
close  to  the  base  of  the  lamina  and  re- 
moved. The  superior  body  of  the  hyoid 
bone  is  separated  from  the  supra-hyoid 
muscles  and  isolated  from  the  greater 
cornu  of  one  side  to  the  greater  cornu  of 
the  other  side.  Dissection  is  carried  to  the 
vallecula.  The  superior  laryngeal  artery 
and  vein  are  now  ligated  and  cut  before 
they  pierce  the  thyrohyoid  membrane. 

The  greater  cornu,  on  the  side  opposite 
the  tumor,  is  released  from  the  periosteal 
bed.  The  larynx  is  retracted  and  rotated 
toward  the  side  of  the  tumor. 

The  pyriform  sinus  is  opened  and  en- 
larged by  cutting  across  the  base  of  the 
tongue  close  to  the  epiglottis  and  aryepi- 
glottic  fold  as  well  as  posteriorly  and  in- 
feriorly to  the  arytenoid  (2-3cms  beyond 
limits  of  the  tumor) . The  hypopharyn- 
geal  mucous  membrane  is  now  under- 
mined. 

The  larynx  is  wrapped  with  gauze  and 
radical  neck  dissection  is  begun.  The 
sternocleidomastoid  muscle  is  ligated  and 
cut  2 cm  from  the  sternal  attachment.  The 
omohyoid  muscle  is  divided  laterally  and 
sutured.  The  internal  jugular  is  isolated 
low  in  the  neck  and  separated  from  the 
carotid  artery  and  vagus  nerve,  doubly 
tied  and  transfixed  and  cut.  Care  should 
be  taken  on  the  left  side  in  order  not  to 
injure  the  thoracic  duct. 

Dissection  is  carried  upward  over  the 
lateral  lobe  of  the  thyroid.  If  there  is  any 
involvement  of  this  lobe  it  should  be  re- 
moved en  masse.  The  dissection  is  carried 
over  the  carotid  up  to  the  bifurcation. 
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The  cricopharyngeal  muscle  is  cut  pos- 
teriorly to  the  inferior  cornu  and  thyroid 
lamina.  All  areolar  tissue  overlying  the 
prevertebral  fascia  is  dissected  from  be- 
neath the  clavicle  and  lateral  to  posterior 
triangle  and  reflected  superiorly.  Dissec- 
tion of  areolar  tissue  is  carried  laterally 
until  the  anterior  border  of  the  trapezius 
muscle  is  reached  and  then  superiorly 
along  its  anterior  border.  The  spinal  acces- 
sory nerve  if  possible  should  be  saved; 
the  greater  auricular  nerve  is  resected. 

The  submental  space  is  now  attacked. 
The  areolar  tissue  is  dissected  down  to 
the  mylohyoid  and  reflected  laterally  a- 
long  the  ramus  of  the  mandible.  The  an- 
terior belly  of  the  digastric  muscle  is  cut 
and  ligated.  The  submaxillary  gland  and 
lymph  nodes  are  reflected  laterally.  The 
duct  is  ligated  and  cut.  Care  should  be 
taken  to  preserve  the  lingual  nerve. 

Dissection  is  now  carried  superiorly 
from  below.  The  hypoglossal  nerve  is 
found  and  dropped  into  its  new  position. 
Dissection  is  carried  posteriorly  at  the 
angle  of  the  jaw,  removing  the  tail  of 
the  parotid  gland.  The  facial  artery  is 
doubly  ligated  and  cut.  The  internal  jugu- 
lar vein  is  separated  and  doubly  ligated 
and  transfixed  beneath  the  jugular  fora- 
men. The  sternocleidomastoid,  stylohyoid 
and  digastric  muscles  are  sectioned  close 
to  the  mastoid  process. 

The  pharyngeal  opening  and  esophagus 
are  closed  over  a feeding  tube  with  two 
rows  of  interrupted  silk  sutures.  The 
cricopharyngeus  muscles  are  brought  to- 


gether over  the  esophagus  and  sutured. 
In  a like  manner,  the  thyroid  lobes  are 
sutured  together.  The  skin  is  closed  with 
silk.  Penrose  drains  are  placed  through 
stab  wounds  lateral  to  lower  incision.  A 
comfortably  tight  bandage  is  placed 
around  the  neck. 

Comments 

Clerf^  does  not  subscribe  to  bilateral 
neck  dissection  except  in  epiglottic  can- 
cer. Orton*  is  in  agreement  with  this.  Boc- 
ca  feels  that  bilateral  neck  dissection 
should  always  have  an  interval  of  three 
or  four  weeks  between  the  two  sides. 

Conley*  feels  that  operability  does  not 
have  any  relationship  to  curability  and 
that  many  of  the  very  extensive  cases  he 
has  operated  have  been  in  the  form  of 
massive  palliative  efforts. 
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The  Use  of  Antibiotics  In  The 
Treatment  of  Pulmonary  Tuberculosis* 
E.  R.  GERNERT,  M.  D. 


Many  drugs  have  been  developed 
for  the  treatment  of  tuberculosis,  but 
streptomycin,  dihydrostreptomycin,  para 
aminosalicylic  acid  and  isonicotinic  acid 
hydrazid  are  outstanding  and  only  these 
will  be  considered. 

Tuberculosis  assumes  many  forms  and 
pulmonary  tuberculosis  is  the  captain  of 
them  all,  both  in  its  incidence  and  in  the 
number  of  lives  it  terminates. 


‘Presented  at  the  1955  KSMA  Annual  Meeting,  Sept. 
27-29  in  Louisville. 


Streptomycin 

The  microbes  which  produce  strepto- 
mycin belong  to  the  actinomycetes  group 
of  organisms,  occurring  abundantly  in 
soils,  manures,  composts,  fresh  water  ba- 
sins and  dusts.  They  are  filamentous  and 
branching  organisms  that  bacteriologists 
consider  as  bacteria  while  mycologists  are 
inclined  to  classify  them  with  the  fungi. 

After  extensive  studies  of  many  actin- 
omycetes representing  a great  variety  of 
species  and  strains,  two  cultures  were 
found  to  yield  the  desirable  antibiotic. 
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They  both  belonged  to  a species  described 
as  A.  griseus,  the  first  representative  of 
which  was  isolated  in  this  country  in  1916 
from  the  soil.  Tlie  generic  name  of  the  or- 
ganism was  changed  in  1943  from  actin- 
omyces  to  streptomycin. 

Streptomycin  is  derived  f rom  three 
substances;  streptidine,  streptase  and  N. 
methyl — L.  glucosamine. 

Cultures  of  the  tubercle  bacilli  have 
been  reported  to  show  an  increase  in  gran- 
ulation, a decrease  in  length  and  a loss  of 
acid  fastness  after  exposure  to  streptomy- 
cin. 

There  is  evidence  that  resistance  is  us- 
ually, but  not  necessarily,  a permanent 
thing,  and  is  not  altered  by  animal  pass- 
age, repeated  culture  or  storage.  However, 
as  high  as  38.5 of  cases  retreated  with 
streptomycin  have  improved.  It  appears 
to  depend  upon  the  degree  of  resistance  of 
the  bacilli  in  vitro.  With  highly  resistant 
organisms,  the  lesions  usually  continue  to 
progress.  With  organisms  which  exhibit 
intermediate  degrees  of  resistance  in  vitro, 
the  individual  shows  varying  degrees  of 
improvement.  The  majority  of  patients 
develop  resistant  organisms  after  four 
months  of  continuous  therapy  when  strep- 
tomycin is  given  alone.  However,  drug  re- 
sistance may  occur  at  any  time  during  the 
therapy.  The  sensitivity  of  the  tubercle 
bacilli  to  streptomycin  in  vitro,  accurately 
reflects  the  sensitivity  of  the  organisms 
in  vivo. 

Patients  who  have  yielded  negative  cul- 
tures during  treatment  and  for  sometime 
afterward,  have  .shown  drug  resistant 
organisms  at  a later  date  when  their  cul- 
ture became  positive. 

Patients  with  cavities  and  those  with 
high  bacillary  count  in  their  sputum,  show 
an  increased  tendency  to  yield  drug  re- 
sistant cultures  during  streptomycin  ther- 
apy. 

Streptomycin  while  mainly  bacteria- 
static,  may  also  be  bactericidal. 

The  concentration  of  streptomycin  is 
usually  twice  as  much  in  the  blood  serum 
as  in  the  whole  blood. 

Absorption  from  the  alimentary  canal 
is  poor.  In  man  when  600,000  units  (one 
gram  of  streptomycin  base= 1,000,000,  “S” 
units)  were  given  orally,  there  was  no 
evidence  of  absorption,  as  no  streptomy- 
cin was  found  in  the  blood  or  the  urine.  In 
doses  up  to  4,000,000  units  (four  gm)  only 
one  percent  was  found  in  the  urine  and 
none  in  the  blood. 

There  is  very  little  absorption  when 


streptomycin  is  administered  by  inhala- 
tion. However,  there  is  a reduction  in  the 
amount  of  sputum  and  a decrease  in  the 
number  of  bacilli. 

To  ensure  adequate  serum  and  tissue 
fluid  levels,  intramuscular  injections  give 
best  results.  Peak  levels  occur  30  minutes 
to  three  hours  after  intramuscular  injec- 
tion, 45  minutes  to  three  hours  after  sub- 
cutaneous injection  and  immediately  af- 
ter intravenous  injection.  Subcutaneous 
injections  may  give  signs  of  acute  strep- 
tomycin poisoning,  as;  restlessness,  labor- 
ed respiration,  nausea,  vomiting,  ataxia, 
loss  of  consciousness  and  coma.  Intrave- 
nous injections  may  cause  death  by  res- 
piratory paralysis  or  circulatory  collapse. 

Preparations  of  streptomycin  in  oil, 
beeswax  and  Solvecillin  (a  water  in  oil 
emulsion)  have  been  used  with  disap- 
pointing results. 

The  preponderance  of  excretion  of  strep- 
tomycin is  through  the  kidneys,  being 
most  rapid  during  the  first  four  hours  and 
reaching  30  to  60  per  cent  within  24  hours. 

Toxicity 

Tenderness  and  soreness  at  the  site  of 
injection  may  be  lessened  by  adding  one 
cc  of  one  percent  procaine  hydrochloride 
to  each  four  cc.  of  streptomycin  solution. 
Flushing  of  the  face,  loss  of  appetite,  dizzi- 
ness, occasional  fainting,  tinnitus  and  se- 
\'ere  kidney  damage  may  occur,  although 
the  latter  is  rare.  Cylinduria  may  appear 
in  48  hours  and  hyaline  and  granular 
casts  after  seven  days.  Albuminuria  is  ob- 
served in  long  term  treatment,  in  20  per- 
cent of  cases.  This  is  no  indication  to  dis- 
continue therapy.  Paresthesia  of  the  lips 
and  fingers,  blood  dyscrasias,  leukopenia, 
listlessness,  semistupor,  decreased  respi- 
ration, mild  conjunctivitis,  photophobia, 
slow  heart  rate,  giddiness,  ataxia,  head- 
ache, nausea,  vomiting,  decrease  in  mus- 
cle tone  and  positive  Rhomberg  may  de- 
velop. Streptomycin  has  a selective  action 
on  the  vestibular  and  auditory  mechanism. 
These  are  the  most  characteristic  and  se- 
rious manifestations.  The  amount  of  the 
drug  given  and  the  length  of  time  requir- 
ed to  produce  neurotoxicity  varies  con- 
siderably. Symptoms  may  occur  as  early 
as  the  seventh  day  and  as  late  as  six 
months. 

Allergic  reactions  may  cause  an  eleva- 
tion of  temperature  the  first  or  second 
day,  followed  by  a maculopapular  erup- 
tion, or  exfoliation  or  even  a fatal  hemor- 
rhagic dermatitis.  Itching,  pains  in  the 
joints  and  eosinophilia  as  high  as  70  per- 
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cent  also  occur.  The  rash  responds  to  anti- 
histaminic  therapy.  After  the  rash  sub- 
sides, a small  dose  of  streptomycin  (10 
mg)  may  be  given  after  three  or  four 
weeks  to  see  if  the  patient  is  still  allergic. 
If  there  is  no  reaction,  one  may  proceed 
with  caution.  Allergic  symptoms  usually 
subside  with  the  discontinuance  of  the 
drug.  Treatment  can  sometimes  be  start- 
ed again,  without  repetition  of  symptoms. 

Clinical  improvement  occurs  more 
constantly  and  more  promptly  than  does 
roentgenographic  improvement,  usually 
becoming  obvious  within  the  first  two 
weeks  of  therapy.  It  is  manifested  by  a 
drop  in  fever,  decrease  in  cough,  decrease 
in  sputum,  weight  gain  and  sense  of  well 
being. 

Originally,  three  grams  of  streptomycin 
were  given  intramuscularly  in  divided 
doses  during  the  24  hour  period.  Due  to 
vestibular  disturbances,  smaller  doses 
were  given  with  a decrease  in  toxic  mani- 
festations and  no  decrease  in  the  thera- 
peutic effects.  One  gram  appeared  as  ef- 
fective as  three  grams. 

In  the  so  called  “good  chronics”  who 
are  neither  ill  nor  miserable  it  is  well  to 
withhold  the  drugs,  unless  they  are  given 
to  convert  a positive  sputum. 

The  whole  surgical  approach  has  been 
revolutionized  since  the  advent  of  strep- 
tomycin. Many  patients  have  been  saved 
the  necessity  of  collapse  therapy.  Surgical 
procedures  have  been  made  much  less 
hazardous  and  many  patients  previously 
considered  inonerable  have  been  saved  by 
being  made  able  to  have  surgery. 

The  present  routine  of  one  gram  twice  a 
week  intramuscularly  seems  to  give  as 
good  results  as  the  daily  injections,  and 
can  be  given  for  two  to  three  years  with 
much  fewer  toxic  reactions. 

Results  obtained  with  streptomycin  and 
P.A.S.  regimes,  using  streptomycin  grams 
one  twice  a week  and  12  grams  P.A.S. 
daily,  as  measured  by  sputum  conversion 
on  culture,  and  roentgen  stability  have 
been  good  in  up  to  60  percent  of  far  ad- 
vanced cases,  in  85  percent  of  moderately 
advanced,  and  almost  100  percent  of  mini- 
mal cases.  Treatment  should  be  continued 
for  at  least  six  months  after  stabilization 
is  demonstrated  by  roentgenograms. 

When  given  as  inhalation,  use  500 
mgm.  of  streptomycin  in  10  cc.  of  normal 
saline,  administering  one  cc  over  a period 
of  two  hours. 

In  the  pleural  cavity,  use  0.5  to  one  gram 
of  streptomycin  in  20  to  50  cc  of  normal 
saline. 


In  intravenous  injections,  if  given,  use 
1.8  to  2.4  grams  of  streptomycin  in  two  lit- 
ers of  normal  saline,  given  at  a rate  of  20 
to  25  drops  per  minute. 

Streptomycin  comes  in  vials  containing 
one  gram  of  the  powder  to  which  is  to  be 
added  the  dilutent,  in  two  cc  vials  of  solu- 
tion for  a single  dose,  and  in  10  cc  vials,  in 
which  one  cc  of  the  solution  is  equal  to 

O. 5  grams. 

Dihydrostreptomycin 

Dihydrostreptomycin  was  obtained  as 
the  crystaline  trihelianthate  and  crystal- 
ine  reineckate.  It  is  made  by  hydrogena- 
tion of  streptomycin.  It  was  first  used  in 
1948. 

It  is  qualitatively  very  similar  to  strep- 
tomycin with  regard  to  chemotherapeutic 
and  pharmacological  effects.  It  is  avail- 
able as  the  sulfate  and  hydrochloride.  It 
was  found  that  catalytic  hydrogenation 
using  either  platinum  or  nickel  catalysis 
converted  streptomycin  into  dihydrostrep- 
tomycin. No  structural  changes  other  than 
reduction  of  the  carbonyl  group  into  a 
carbinal  group  takes  place. 

It  has  the  same  antibacterial  activity 
against  the  tubercle  bacilli  as  does  strep- 
tomycin. Organisms  resistant  to  dihydro- 
streptomycin are  resistant  to  streptomy- 
cin and  vice  versa. 

The  toxic  properties  of  dihydrostrepto- 
mycin are  about  the  same  as  those  of 
streptomycin,  especially  nausea,  vomit- 
ing, itching,  rash,  vertigo  and  deafness. 
The  deafness  comes  on  much  later  than 
with  streptomycin,  and  may  continue 
even  after  the  drug  is  discontinued.  It  is 
more  irritating  at  the  site  of  injection. 

Sensitivity  to  streptomycin  does  not  al- 
ways imply  sensitivity  to  dihydrostrepto- 
mycin. 

Preparations  of  dihydrostreptomycin 
and  its  administration  are  the  same  as 
those  for  streptomycin. 

Para  aminosalicylic  acid 

Para  aminosalicylic  acid  is  also  known 
as  P.A.S.  It  also  comes  as  potassium  P.A.S. 
Twelve  grams  P.A.S.  contains  1800  mgm. 
of  sodium  ion.  K. P.A.S.  is  preferred  in  pa- 
tients with  cardiac  impairment,  conges- 
tive heart  failure  and  renal  impairment. 

P. A.S.  was  first  used  in  February,  1949. 

Intolerance  to  P.A.S.  is  characteristical- 
ly noted  as  gastrointestinal  upsets,  com- 
ing on  about  a week  or  more  after  starting 
the  drug.  Other  symptoms  are  anorexia, 
nausea,  vomiting  and  diarrhea.  Some  pa- 
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tients  are  continuously  affected,  others 
from  time  to  time  and  some  never.  The 
older  and  sicker  the  patient,  the  more 
likely  he  is  to  have  these  symptoms.  In 
hypersensitivity,  there  is  fever,  prostra- 
tion, nausea,  vomiting,  skin  eruption  and 
leukopenia. 

The  cause  of  the  upset  has  been  various- 
ly attributed  to  the  drug  itself,  an  impur- 
ity contained  in  the  preparation,  or  a sub- 
stance that  forms  on  standing.  The  com- 
mon impurity  that  has  been  identified  in 
the  commercial  preparations  is  meta-ami- 
nophenol.  The  aging  of  the  drug  seems  to 
be  a big  factor  in  producing  the  symp- 
toms. 

P.A.S.  comes  in  0.5  gram  tablets,  coated 
and  uncoated.  The  coated  are  supposed  to 
prevent  gastric  upsets,  but  apparently  are 
no  better  than  the  uncoated.  It  is  also 
available  in  capsules  and  powder,  the 
powder  to  be  given  in  solution.  The  dose 
is  10  to  12  grams  per  day,  usually  given  in 
four  divided  doses.  It  may  be  given  intra- 
muscularly as  lyophilized  P.A.S. , if  the 
patient  cannot  tolerate  the  drug  by 
mouth. 

In  giving  K.P.A.S.,  start  with  two  gram 
doses  four  times  a day.  At  the  end  of  one 
week  give  five  doses.  After  the  second 
week  give  six  doses  and  stay  on  this  dose. 

While  P.A.S.  has  properties  which  in- 
hibit the  growth  of  the  tubercle  bacilli,  its 
main  function  is  to  greatly  prolong  the 
length  of  time  other  drugs  may  be  given 
without  the  organisms  becoming  resistant 
to  them. 

Amphojel  when  given  with  P.A.S.  fre- 
quently prevents  gastric  upsets. 

Isonicotinic  acid  hydrazide 

Isonicotinic  acid  hydrazide  is  also  known 
as  Isoniazid  and  I.N.H.  It  was  first  syn- 
thesized in  1912,  but  it  was  not  until  1951 
that  its  antituberculous  effects  were  dem- 
onstrated. Isoniazid  and  iproniazid  are 
chemically  related  to  nicotinic  acid,  and  to 
the  known  anti-tuberculous  agents  ami- 
thiozone  and  pyrazinamide. 

Maximum  levels  are  generally  obtain- 
ed within  two  hours  with  detectable  a- 
mounts  still  present  after  six  to  24  hours. 
Penetrations  in  significant  amounts  info 
caseous  pulmonary  foci  have  been  dem- 
onstrated. 

I.N.H.  is  easily  absorbed  from  the  intes- 
tinal tract  and  readily  distributed 
throughout  the  body  tissue.  While  I.N.H. 
usually  stimulates  the  appetite,  reduces 
the  temperature,  slows  the  pulse,  lessens 


the  cough,  decreases  the  sputum  and  gives 
the  patient  a sensation  of  well  being 
with  an  increase  in  weight,  there  are  many 
toxic  symptoms.  These  are  anorexia,  nau- 
sea, dyspnea,  constipation,  muscle  twitch- 
ing, tremors,  hyper  reflexia,  restlessness, 
insomnia,  headache,  occasionally  convul- 
sions, vertigo,  urinary  retention,  periphe- 
ral neuritis,  malaise,  itching,  dryness  of 
mouth  and  sweating.  When  sweating  oc- 
curs it  involves  chiefly  the  head,  neck  and 
upper  chest.  Neuritis  when  it  occurs  usual- 
ly begins  with  a feeling  of  tingling  in  the 
fingers  or  toes  and  numbness  may  be 
present.  Weakness  and  stiffness  of  the 
joints  and  tenderness  of  the  calves  may 
occur.  Eosinophilia  is  frequently  observed. 
There  may  be  mental  changes  such  as 
euphoria,  depression,  loss  of  memory,  ter- 
rifying nightmares,  inability  to  concen- 
trate, personality  changes,  characterized 
by  belligerence,  aggressiveness,  hyper- 
activity, visual  and  audhory  hallucina- 
tions and  paranoid  psychosis.  Abnormal 
bleeding  as  purpura,  hemoptysis,  hema- 
turia and  melena  occur.  The  above  usual- 
ly appear  within  the  fir.st  two  weeks  of 
treatment,  reaching  a maximum  by  the 
fourth  to  sixth  week,  and  then  gradually 
diminishing.  Mental  symptoms  may  not 
occur  for  three  to  six  months.  Restoration 
to  the  normal  state  is  the  rule  within  two 
to  six  weeks  after  stopping  the  drug. 

I.N.H.  may  increase  the  frequency  of 
attacks  in  epileptics.  Pyridoxine  up  to  450 
mgm.  per  day,  may  help  prevent  the 
seizures. 

While  some  deaths  have  been  attribut- 
ed to  the  use  of  I.N.H.  the  majority  of  the 
symptoms  are  of  minor  clinical  signifi- 
cance. However,  termination  of  I.N.H. 
therapy  because  of  toxic  effects  is  neces- 
sary in  about  five  percent  of  the  cases. 
Reactions  contraindicating  further  use  of 
the  drug  are;  pyschoses,  convulsions,  pe- 
ripheral neuritis,  allergic  reactions  and  se- 
vere difficulty  in  micturation. 

I.N.H.  comes  in  50  mgm.  and  100  mgm. 
tablets.  Four  mgm.  of  I.N.H.  per  kilo  of 
body  weight  provides  a "satisfactory  dose. 
Roughly,  one  may  give  200  mgm.  per  day 
to  those  patients  of  100  poimds  or  less,  and 
300  mgm.  per  day  to  those  over  100  pounds. 
There  is  a preparation  of  streptomycyli- 
dene  isonictinyl  hydrazine  sulfate,  (Strep- 
tohydrazid  is  Pfizer’s  trade  name)  which 
allows  the  administration  of  streptomycin 
grams  one  and  I.N.H.  436  mgm.,  to  be  giv- 
en as  a single  intramuscular  injection. 

While  some  individuals  may  take  I.N.H. 
over  a long  period  of  time  before  resist- 
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ance  of  the  bacilli  occur,  it  is  best  to  give 
it  with  P.A.S. 

Conclusions 

From  the  large  number  of  toxic  symp- 
toms and  the  allergic  effects  of  these  drugs 
one  may  feel  hesitant  to  use  them,  but 
these  are  greatly  offset  by  the  excellent 
results  obtained  by  their  use.  For  the  most 
part  these  side  effects  subside  in  a few 
days  to  a few  weeks  after  the  discontin- 
uance of  the  drugs.  In  some  cases  the 
drugs  may  be  started  again  without  a re- 
currence of  the  symptoms.  Since  these 
drugs  have  been  purified  the  main  symp- 
toms now  seen  are  gastric  upsets,  head- 
aches, rash,  itching  and  deafness. 

While  any  of  these  drugs  may  be  given 


for  a few  weeks  before  causing  resistance 
in  the  tubercle  bacilli,  it  is  best  to  give 
P.A.S.  in  conjunction  with  whatever  other 
drug  is  used. 

All  stages  of  tuberculosis  have  been 
helped  by  these  drugs,  some  cases  being 
arrested,  while  others  were  saved  the  ne- 
cessity of  other  procedures.  However,  it 
must  be  recognized  that  they  are  adjuncts 
to  other  forms  of  treatment  rather  than, 
of  themselves,  a definitive  therapy.  The 
other  forms  are  the  defense  powers  of  the 
host,  bed  rest,  collapse  therapy  and  ex- 
cisional  surgery. 

These  drugs  may  be  given  in  various 
combinations,  but  the  consensus  of  opin- 
ion is  that  streptomycin  and  P.A.S.  is 
the  best. 


The  Use  of  Varidase  in  Perforating  Appendicitis* 

RICHARD  H.  WEDDLE.  M.D. 

Somerset 


The  thought  of  enzymatic  debridement 
of  the  abdominal  cavity  came  to  my  mind 
after  1 had  used  it  on  a number  of  occa- 
sions for  debridement  of  necrotizing 
wounds  of  the  epithelial  surfaces  of  the 
body,  several  cases  of  hemothorax  and  a 
few  cases  of  empyema  of  the  chest.  I could 
not  see  any  reason  why  enzymatic  de- 
bridement of  the  abdominal  cavity  could 
not  be  carried  out  with  the  same  sub- 
stance in  the  face  of  any  fibrinous  or  fib- 
rinopurulent  exudate  into  the  abdominal 
cavity. 

Streptokinase  and  Streptodornase 

Historically  speaking  it  has  been  known 
for  many  years  that  clotted  human  blood 
in  vitro  may  dissolve  spontaneously  on 
standing,  the  theory  being  that  the  clot 
IS  digested  by  proteolytic  enzymes  in  the 
blood.  The  principle  of  this  activity  is  that 
the  inactive  proteolytic  enzyme  plasmi- 
nogen, which  exists  in  the  euglobulin 
fraction  of  human  plasma,  may  be  con- 
verted to  the  active  form  of  plasmin,  by 
humoral  activators  or  by  the  addition  of 
various  substances  such  as  chloroform, 
epinephrine,  ether,  thymol,  and  trichloro- 
acetic acid.  It  was  observed  that  bacteria 
free  filtrates  of  cultures  of  Streptococci 
caused  a rapid  lysis  of  plasma  or  fibrin 
clots.  This  kinase  substance  was  given  the 
name  of  Streptokinase  because  of  its  or- 
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igin  from  the  filtrates  of  Streptococci.  It 
was  believed  that  this  kinase  activated 
the  reaction  of  plasminogen  to  plasmin 
in  the  euglobulin  fraction  of  plasma  and 
therefore  initiated  the  digestion  of  blood 
clots.  The  complete  mechanism  of  this 
reaction  is  as  yet  to  be  determined. 

Further  studies  revealed  another  frac- 
tion in  this  Streptococcal  filtrate  which 
caused  liquefaction  of  purulent  exudates 
as  well,  so  that  it  became  apparent  that 
there  was  another  enzyme,  a Streptococ- 
cal desoxyribonuclease  which  was  respon- 
sible for  these  changes.  This  second  en- 
zyme was  given  the  name  of  Streptodor- 
nase and  was  shown  to  cause  the  depoly- 
merization of  desoxyribonucleoprotein 
and  desoxyribonucleic  acid,  the  major 
constituents  of  viscous  exudates.  On  fur- 
ther study  it  was  felt  that  this  Strepto- 
dornase enzyme  consisted  of  a group  of 
enzymes  acting  at  various  phases  in  the 
degradation  of  the  complex  protein  mole- 
cule desoxyribonucleo-protein  to  its  sim- 
pler purine  and  pyrimidine  bases.  The  pri- 
mary strains  of  hemolytic  Strqptococci 
producing  these  enzymes  of  Streptoki- 
nase and  Streptodornase  are  liberated 
chiefly  by  the  group  A Streptococci.  The 
product  used,  however,  in  this  small  se- 
ries of  cases  was  derived  from  Lancefield’s 
group  C since  this  group  is  non-pathogenic 
for  man  and  appeared  least  likely  to  cause 
any  serious  side  reactions.  It  has  also  been 
shown  that  the  Streptokinase-Streptodor- 
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nase  enzymes  have  no  effect  whatsoever 
on  living  cells,  that  there  is  no  alteration 
of  viability  and  motility  of  the  intact 
phagocytes  and  that  phagocytosis  can  pro- 
ceed normally.  In  summary  of  this  enzy- 
matic agent  it  may  be  stated  that  its  ac- 
tion is: 

1.  Destruction  of  nuclear  degenerating 
cells. 

2.  Disappearance  of  extra-cellular  de- 
soxyribonucleic acid. 

3.  Liquefaction  of  viscous  purulent  or 
fibrinous  exudates. 

4.  Solution  of  clotted  blood. 

5.  Greatly  increased  phagocytosis. 

In  contrast  it  has  been  shown  that 
these  enzymatic  agents  do  not  act  upon 
fibrous  tissue,  muco-proteins  or  collagen. 
It  has  been  stated  that  the  local  admin- 
istration of  VARIDASE  causes  a local- 
ized leukocytosis  and  attracts  tissue  fluid 
to  the  area  within  the  first  24  hours.  Be- 
cause of  the  enhanced  amoeboid  leuko- 
cytosis, phagocytosis  is  encouraged,  and 
as  purulent  or  fibrinous  debris  is  removed, 
antibiotics  can  attain  contact  with  the  in- 
fectious organisms  in  the  lesion  being 
treated.  It  has  also  been  said  that  when 
these  enzymatic  agents  are  used  in  a 
closed  space  such  as  the  pleural  space,  the 
influx  of  fluid  and  phagocytosis  and  the 
liquefaction  of  the  exudate  may  produce 
an  increase  in  fluid  pressure  with  symp- 
toms from  increased  tension.  Under  these 
conditions  it  is  stated  that  provision  must 
be  made  for  aspiration  and  drainage,  the 
frequency  of  aspirations  depending  upon 
the  size  of  ihe  closed  space  and  on  the  pa- 
tient’s symptoms.  A recent  communica- 
tion from  the  Assistant  Director  of  Pro- 
fessional Services  of  the  Lederle  Labora- 
tories Division  stated  that  they  could  not 
at  the  present  time  recommend  the  instil- 
lation of  topical  Varidase  into  the  abdom- 
inal cavity,  the  reason  being  that  the  ab- 
sorption of  breakdown  products  from  clots 
and  pus  may  produce  reactions  in  the  pa- 
tient. It  was  also  stated  that  the  product 
should  be  used  in  areas  where  there  is 
continuous  drainage  or  where  adequate 
drainage  by  needle  could  be  established, 
as  in  the  thoracic  cavity.  It  was  stated 
that  complete  withdrawal  of  fluid  from 
the  abdominal  cavity  would  be  an  ex- 
tremely difficult  if  not  impossible  pro- 
cedure. I could  not  quite  follow  the  line 
of  reasoning  in  regard  to  increased  ten- 
sion due  to  abdominal  fluid  which  could 
not  be  aspirated.  I am  sure  many  of  us 
have  had  the  experience  of  instilling  these 
enzymatic  agents  into  the  pleural  space 


and  finding  that  after  a short  period  of 
time  there  was  no  evidence  of  any  resid- 
ual hemothorax  or  pleural  effusion.  Sup- 
porting my  line  of  reasoning  is  the  fact 
that  a certain  amount  of  hyaluronidase 
was  present  in  the  product  used.  It  is  well 
known  that  hyaluronidase  enable  the  body 
tissues  to  absorb  fluids. 

Reason  for  Trial 

It  was  felt  that  the  above  reasoning 
justified  a trial  of  enzymatic  debridement 
in  any  present  or  impending  purulent  pro- 
cess such  as  a perforating  or  perforated 
appendicitis.  This  substance  was  not  used 
in  the  acute  or  gangrenous  appendix  but 
only  in  those  cases  of  appendicitis  in 
which  there  was  evidence  of  free  abdom- 
inal seropurulent  material  in  which  it 
could  be  expected  that  abscess  or  fib- 
rinous adhesive  bands  would  form.  It  is 
my  belief  that  the  attitude  toward  opera- 
tive procedure  for  appendicitis  in  this 
present  day  and  age  is  not  one  of  conserv- 
ative therapy  nor  do  I believe  that  once 
the  diagnosis  of  appendicitis  is  made  there 
is  any  contra-indication  to  surgery.  The 
diagnosis  of  a ruptured  appendix  is  diffi- 
cult and  the  diagnosis  of  appendiceal  ab- 
scess is  as  difficult  or  more  difficult.  The 
diagnosis  of  spreading  or  receding  perito- 
nitis likewise  cannot  be  made  with  cer- 
tainty. It  is  quite  true  that  the  mortality 
rates  have  declined  markedly  since  the 
advent  of  the  sulfa  drugs  and  the  antibio- 
tics but  according  to  Boyce  the  number  of 
complications  have  increased  and  conse- 
quently the  morbidity  has  lengthened. 
The  increase  in  complications  he  ascribes 
to  conservative  therapy  which  means  the 
use  of  the  sulfas  and  antibiotics  and  the 
increase  in  use  of  purgatives  at  the  onset 
of  abdominal  pain.  In  appendicitis  the  a- 
cute  and  gangrenous  cases  outnumber  the 
complicated  cases  by  about  three  to  one 
with  the  complicated  cases  contributing 
three  out  of  four  deaths  for  an  approxi- 
mate 1.1%  overall  mortality;  this  in  con- 
trast to  a 10.3%  mortality  in  perforated 
appendicitis.  Complications  in  87  patients 
with  perforated  appendicitis  listed  by 
Massey  and  Vance  consisted  of  14  abscesses 
at  one  location  or  another,  67  early  spread- 
ing peritonitis  and  six  fulminating  peri- 
tonitis. 

Report  of  Series 

I will  now  report  61  cases  of  acute  per- 
forative appendicitis  in  which  the  deci- 
sion to  use  enzymatic  debriding  agents  was 
made  at  the  time  of  operation.  These  a- 
gents  were  used  only  in  the  abdominal 
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cavity  and  only  when  there  was  free  sero- 
purulent  exudation.  As  previously  stated 
the  enzymatic  agent  was  not  used  in  cases 
of  acute  or  gangrenous  appendicitis  nor 
in  cases  in  which  a definite  abscess  was 
demonstrated,  fortunately  or  unfortu- 
nately, as  the  situation  may  be,  our  cases 
of  appendicitis  come  from  an  area  in  Ken- 
tucky in  which  conservative  treatment  and 
the  use  of  purgation  at  the  onset  of  ab- 
dominal symptoms  is  still  the  treatment 
of  choice  with  surgery  being  a last  stand. 
The  result  of  this  is  that  many  cases  of 
appendicitis  are  seen  in  which  perforation 
has  already  occurred.  These  reported  61 
cases  have  been  seen  over  a period  of  the 
last  fourteen  months.  In  a final  analysis 
of  these  61  cases,  in  which  Varidase  has 
been  used  intra-abdominally,  there  have 
been  eight  cases  of  ileus  which  required 
suction  decompression,  there  has  been  one 
cul-de-sac  abscess  which  was  incised  and 
drained  and  two  cases  of  wound  infection. 
In  one  case  seen  three  weeks  after  sur- 
gery, with  the  primary  complaint  of  tenes- 
mus, it  was  felt  after  examination  that 
the  patient  probably  had  a cul-de-sac  ab- 
scess although  the  factors  of  surrounding 
induration  and  tenderness  on  rectal  exam- 
ination were  absent,  even  though  a mass 
was  present.  This  patient,  however,  was 
admitted  to  the  hospital  and  under  anes- 
thesia a needle  was  placed  in  the  mass 
palpated  on  rectal  examination.  Through 
needle  aspiration  360cc.  of  serous  fluid 
was  removed  from  the  palpable  mass. 
Culture  of  this  fluid  failed  to  reveal  any 
organisms. 

From  a clinical  point  of  view  it  is  be- 
lieved that  these  patients  treated  with  the 
intra-abdominal  use  of  Varidase  show  a 
somewhat  longer  febrile  course  than  the 
non-Varidase  patients.  The  postoperative 
febrile  reaction  in  these  patients  tended  to 
extend  over  a period  of  approximately 
five  days  before  it  returned  to  normal  but 
the  temperature  recordings  show  no  a- 
larming  elevations.  It  was  not  noted  that 


there  were  any  allergic  manifestations  as 
one  might  expect  to  be  produced  by  the 
breakdown  of  protein  material.  With  the 
exception  of  the  one  case  mentioned  it 
was  not  found  necessary  at  any  time  to 
do  abdominal  or  rectal  aspirations. 

Conclusion 

It  is  my  feeling  at  the  present  time  that 
these  enzymatic  agents  may  be  of  some 
benefit  in  the  prevention  of  the  complica- 
tions of  the  rupture  of  any  of  the  hollow 
abdominal  viscera  and  it  might  not  be  too 
far  afield  to  imagine  that  these  enzymatic 
agents  might  possibly  have  some  effect 
in  preventing  postoperative  abdominal 
adhesions. 
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CASE  DISCUSSIONS 


FROM  THE  UNIVERSITY  OF  LOUISVILLE  HOSPITALS 
LOUISVILLE  CHILDREN'S  HOSPITAL 
A CASE  OF  LOBAR  EMPHYSEMA* 


Presenlalion  of  the  Case 

This  six  weeks  old  baby  boy  entered 
Children's  Hospital  November  28,  1955, 
with  a history  of  rapid  respirations  and 
jaundice  since  birth.  At  birth  he  weighed 
eight  pounds.  He  “was  blue  at  birth  and 
the  physician  had  trouble  getting  him 
to  cry.”  The  mother  noticed  jaundice 
one  or  two  days  after  birth  which  deep- 
ened and  involved  the  sclerae.  The  res- 
pirations became  more  labored  and  grunt- 
ing. The  baby  was  breast  fed  but  nursed 
poorly.  At  one  week  of  age  the  parents 
took  the  child  to  their  physician  because 
the  jaundice  persisted,  the  respirations 
became  worse,  he  was  constantly  fretful, 
and  mild  cyanosis  occurred  whenever  he 
cried.  His  stools  always  remained  yellow 
to  yellow-green  and  his  bowels  moved 
one  to  three  times  daily.  The  urine  was 
persistently  yellow.  At  five  and  a half 
weeks  of  age  the  parents  again  returned 
to  their  physician,  this  time  because  the 
child  had  “colic”  which  term  encompassed 
extreme  fretfulness,  grunting  respira- 
tions, cyanosis  when  crying,  inability  to 
eat  or  sleep  well,  and  failure  to  gain 
weight  properly.  The  jaundice  was  di- 
minishing. 

In  the  admitting  room  the  child  became 
very  cyanotic  and  required  oxygen.  He 
weighed  nine  pounds  and  one  ounce, 
was  very  irritable  and  nursed  poorly. 
Temperature  was  99°  (rectally),  respira- 
tions 60-80,  and  pulse  144-150.  The  heart 
sounds  were  rapid  and  regular.  No  mur- 
mur was  heard.  Breath  sounds  were  heard 
throughout  both  lung  fields.  There  was 
hyper-resonance  on  the  right.  The  remain- 
der of  the  physical  examination  was  non- 
essential.  The  laboratory  reported;  Hemo- 
globin 12.5,  RBC  4.0,  WBC  12,050,  lym.  46, 
seg.  51,  eos.  3;  urine  negative,  urine  uro- 
bilinogen negative;  bilirubin  direct  .3, 
indirect  2.2.  X-ray  of  the  chest  showed  a 
remarkably  emphysematous  right  upper 
lobe  which  had  expanded  well  across  the 
midline  anteriorly  and  had  compressed 


the  right  middle  and  lower  lobes  into  a 
small  segment  of  the  right  inferior  hemi- 
thorax.  The  lung  markings  in  the  expand- 
ed lobe  were  well  visualized  and  moder- 
ately separated.  The  heart  and  other  me- 
diastinal structures  were  slightly  displac- 
ed to  the  left. 


Management 

The  child’s  general  condition  became  rap- 
idly more  critical  as  evidenced  by  his 
weak  cry,  grunting  respirations,  and  in- 
ability to  nurse  properly.  An  emergency 
thoracotomy  revealed  that  the  right  upper 
lobe  was  three  times  the  size  of  the  mid- 
dle and  lower  lobes  combined  and  was  ex- 
tremely emphysematous.  The  middle  and 
lower  lobes  were  completely  atelectatic. 
The  thymus,  heart  and  mediastinum  were 
shifted  completely  to  the  left  side.  By  oc- 


FIGURE  1 


AP  film  showing  marked  emphysema  of  right 
upper  lobe  and  displacement  of  mediastinal 
structures. 


‘Hospital  Protocol  .\o.  llSilofi 
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eluding  the  right  upper  lobe  bronchus, 
the  middle  and  lower  lobes  could  be  com- 
pletely expanded  by  the  anesthetist.  The 
right  upper  lobe  was  removed. 

The  baby  did  well.  The  sutures  were 
removed  on  the  fifth  post-operative  day 
and  he  was  discharged  on  the  seventh 
post-operative  day.  Six  weeks  after  sur- 
gery he  was  gaining  weight,  eating  and 
sleeping  well,  and  respirations  were  nor- 
mal. An  x-ray  at  this  time  showed  excel- 
lent re-expansion  of  the  remaining  lobes 
on  the  right.  The  heart  and  mediastinal 
structures  were  in  the  midline.  The  only 
evidence  of  operative  intervention  was 
the  slight  increased  radiolucency  of  the 
right  lung  as  compared  with  the  left. 

Discussion 

I.  Diamond,  M.D.:  Microscopically  the 
lobe  presented  patchy  areas  of  emphy- 
sema with  interspersed  areas  of  atelecta- 
sis. Most  of  the  parenchyma  was  involved 
by  a chronic  interstitial  pneumonia  char- 
acterized by  lymphocytic  and  reticulum 
cell  infiltration  of  alveolar  walls.  Bubbles 
of  air,  typical  of  interstitial  emphysema, 
were  found  in  a few  interlobular  septa. 

The  bronchioles,  almost  without  excep- 
tion, were  moderately  dilated.  The  bron- 


FIGURE  2 


Lateral  film  demonstrating  the  emphysematous 
lobe  in  the  retrosternal  space  and  displacing 
the  heart  posteriorly. 


chi  did  not  appear  dilated  and  were  free 
from  inflammatory  change.  However, 
their  cartilages  were  in  some  places  ab- 
normal. Several  plates  were  distinctly 
immature.  Two  instances  of  cellular  ag- 
gregates, not  yet  differentiated  into  carti- 
lage, were  seen  in  hilar  bronchi. 

Obstructive  lobar  emphysema,  in  our 
experience,  is  usually  due  to  malforma- 
tion and  immaturity  of  bronchial  carti- 
lages. In  view  of  the  great  variability  in 
shape  and  amount  of  the  bronchial  carti- 
lages in  normal  lungs,  many  cases  cannot 
on  morphological  grounds,  be  attributed 
to  malformation.  Immaturity  is  easier  to 
recognize  and  plates  of  pliable  embryonic 
cartilage  lend  themselves  easily  to  the  hy- 
pothesis of  expiratory  bronchial  collapse. 

Hugh  B.  Lynn,  M.D.;  This  is  a typical 
case  of  lobar  emphysema,  one  of  the  more 
unusual  surgical  emergencies  of  the  new- 
born infant  which  has  been  well  handled 
with  an  excellent  final  result. 

Congenital  lobar  emphysema,  while  a 
relatively  rare  condition,  will  undoubted- 
ly be  more  frequently  detected  as  the 
medical  profession  becomes  more  alert 
to  its  existence.  This  case  is  typical  of 
many  others  reoorted  in  which  the  diffi- 
culty arises  early  in  life  without  any  as- 
sociated infection  and  which  fails  to  re- 
spond to  conservative  treatment. 

There  are  many  explanations  as  to  the 
etiology,  all  of  which  would  indicate  some 
form  of  ball-valve  or  check-valve  me- 
chanism. Whether  this  is  on  the  basis  of 
chondromalacia  or  other  bronchial  wall 
weakness  which  allows  collapse  on  ex- 
piration, or  whether  it  is  due  to  some  re- 
dundancy of  the  lining  mucosa,  is  un- 
known. The  first  consideration  in  all  of 
these  cases  is  the  possibility  that  a mucus 
plug  is  present,  but  bronchoscopy  usually 
reveals  little  evidence  of  such  a mucus 
collection,  and  any  advantage  gained  from 
the  bronchoscopv  is  rapidly  lost.  As  has 
been  pointed  out  by  many  authors,  this  is 
a condition  of  the  upoer  lobes  and  while 
it  does  occur  bilaterally  on  occasion,  it  is 
more  frequently  unilateral.  This  finding 
in  itself  would  suggest  the  possibility  of 
some  localized  abnormality  such  as  a fold 
or  positional  kinking,  rather  than  a gen- 
eralized defect  of  the  tracheal-bronchial 
tree.  We  prefer  to  consider  this  condition 
one  of  the  prime  surgical  emergencies  of 
infancy;  we  have  been  impressed  with  how 
little  is  accomplished  by  non-surgical  sup- 
portive therapy.  This  youngster  was  in 
the  operating  room  within  three  hours  of 
the  time  his  x-ray  films  were  taken. 
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While  this  is  a relatively  rare  condition, 
a total  of  six  cases  has  been  observed  in 
the  Children’s  Hospital  within  the  past 
10  months.  It  is  on  the  basis  of  this  num- 
ber that  it  was  deemed  worthy  of  report- 
ing this  patient. 

Whenever  this  subject  is  discussed,  the 
problem  is  raised  as  to  whether  repeated 
thoracenteses  would  not  suffice  instead  of 
the  more  radical  surgery.  It  is  certainly 
true  that  pneumonic  blebs  or  bullae 
might  be  deflated  by  needle  thoracen- 
tesis, cr  at  least  that  a series  of  such 


thoracenteses  or  closed  tube  suction 
might  eventually  produce  a cure.  How- 
ever, we  are  strongly  opposed  to  this  treat- 
ment where  an  unequivocal  diagnosis  of 
lobar  emphysema  can  be  made  because 
of  the  real  danger  of  producing  pneumo- 
thorax, empyema  or  broncho-pleural 
fistula. 

This  condition  should  be  looked  for  in 
any  newborn  infant  with  respiratory 
symptoms.  Unless  treated  promptly  it 
may  easily  lead  to  death. 


FIGURES  3 and  4 

AP  and  lateral  chest  films  six  weeks  post-operative 
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EDITORIALS 


A PLEA  FOR  THE  FUNDAMENTALS  IN  SURGERY 


We  who  practice  “the  Queen  of  the 
Arts”  are  sometimes  so  carried  away  by 
the  tremendous  feats  of  surgery  perform- 
ed today  in  many  parts  of  the  country,  of 
such  magnitude  as  subtotal  evisceration, 
cardiac  operations,  resection  of  all  parts 
of  the  aorta  and  replacement  with  grafts, 
that  we  are  prone  to  neglect  consideration 
of  the  fundamental  principles  of  our  sci- 
ence and  art  which  have  gradually  evol- 
ved over  the  years. 

We  who  received  our  training  in  the 
years  before  massive  transfusions,  miracle 
drugs,  artery  banks,  bone  banks,  superb 
anesthesia,  et  cetera,  may  wonder  is  pres- 
ent day  surgeons  are  thoroughly  cogni- 
zant of  the  teachings  of  the  surgical  giants 
who  brought  our  specialty  to  its  present 
stage  of  eminence. 

Halsted  is  properly  credited  with  hav- 
ing founded  a school  of  surgery  based  up- 
on the  now  universallv  accepted  concepts 
of  careful  and  comolete  hemostasis,  abso- 
lute asepsis,  gentle  handling  of  tissues,  the 
use  of  fine  nonabsorbable  suture  material 
and  accurate  roapproximation  of  divided 
tissues.  To  these  may  be  added  incisions 
following  the  natural  skin  lines  and  creas- 
es, clean  shar'^  dissection,  careful  replace- 
ment of  blood  and  electrolytes,  preopera- 
tive preparation  of  the  intestinal  tract  and 
careful  observation  of  renal  function. 

Since  the  advent  of  the  miracle  drugs 
it  is  very  easy  to  become  somewhat  care- 
less, if  not  sloppy.  These  drugs  have  and 
are  saving  thousands  of  lives  but  they  are 
no  substitute  for  rigid  aseptic  technique. 
I am  somewhat  in  accord  with  W.  A.  Alt- 
meier,  M.D.,  who  stated  that  he  would  dis- 
miss a resident  who  gave  penicillin  pro- 
phylactically  to  a clean  hernia  case.  The 
majority  of  the  population  will  be  sensi- 
tized to  penicillin  soon  enough  by  its  in- 
judicious use.  One  hastens  to  add  that 
bone  surgery  has  been  greatly  expanded 
and  made  safer  by  the  miracle  drugs. 

Incisions  have  one  common  require- 
ment— adequate  exposure. 

Accurate  hemostasis  and  gentle  hand- 
ling of  tissues  are  self  explanatory.  One 
must  avoid  mass  ligatures  and  attempt  to 
clamp  and  ligate  only  the  bleeding  vessel. 


Fine  and  perhaps  nonabsorbable  suture 
materials  are  generally  accepted.  We  have 
used  cotton  with  satisfaction  since  Ochs- 
ner’s  work  was  publicized,  while  many 
colleagues  are  equally  successful  with 
silk.  Although  the  strength  of  the  suture 
material  need  be  no  greater  than  that  of 
the  tissues  approximated,  I feel  great 
comfort  in  using  fine  multifilament  wire 
for  vertical  upper  rectus  incisions  as  well 
as  those  in  which  a bowel  resection  is 
done.  I first  saw  this  used  by  Arthur  Al- 
len, M.  D.,  many  years  ago  and  its  chief 
advantage  is  that  it  will  not  puncture  a 
glove  or  finger.  Wire  has  been  widely 
used  for  years  by  many  surgical 
teachers.  Where  catgut  is  used  fine  chrom- 
ic is  preferred  after  the  excellent  work  of 
H.  P.  Jenkins,  M.D.,  and  co-workers. 

Thanks  to  the  intestinal  antiseptics,  op- 
en anastomosis  of  the  intestine  and  colon 
has  largely  replaced  closed  methods  but 
we  owe  a great  debt  to  physicians  Rankin, 
Allen,  Welch,  Parker,  Kerr  and  others  who 
perfected  the  closed  methods.  We  have 
learned  that  the  peritoneum  is  able  to 
take  care  of  far  more  infection  than  was 
previously  susnected  and  that  it  is  impos- 
sible to  drain  the  peritoneal  cavity.  Hence 
there  is  much  less  intra-peritoneal  drain- 
age today.  However,  the  fascia  and  fat 
are  quite  susceptible  to  infection  and  not 
infrequently  require  drainage.  The  de- 
layed closure  of  contaminated  wounds 
proposed  by  F.  A.  Coller,  M.D.,  many 
years  ago,  is  a most  satisfactory  procedure. 

A drain  in  Morrison’s  pouch  after  a chol- 
ecystectomy is  for  us  a routine  necessity, 
although  we  went  through  a period  of 
non-drainage.  This  practice  is  followed  by 
physicians  Allen,  Coller,  Warren  Cole  and 
many  other  excellent  surgeons.  We  knew 
that  occasionally  the  tie  slipped  off  the  cys- 
tic duct  but  now  we  know  that  almost  60% 
of  cholecystic  beds  have  anomalous  ducts 
entering  the  gall  bladder.  Constant  dili- 
gence must  be  exercised  to  identify  all 
structures  of  the  biliary  duct  region  be- 
fore any  clamps  or  ligatures  are  applied. 
The  rise  in  common  duct  strictures  is  dis- 
tressing. 

It  goes  without  saying  that  all  divided 
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layers  should  be  carefully  and  accurately 
reapproximated  and  I would  emphasize 
the  posterior  rectus  sheath  and  the  trans- 
versalis  fascia. 

My  plea  is  that  we  keep  in  mind  these 
fundamental  principles  of  surgery  and 


then  indeed  will  the  Latin  axiom  be  true; 

“Primum  Non  Nocere.” 

This  may  easily  be  translated,  “safety 
first.” 

Branham  B.  Baughman,  M.D. 


WHAT  KIND  OF  MEDICAL  SCHOOL? 


It  is  believed  that  the  need  for  another 
medical  school  in  Kentucky  has  been  estab- 
lished. The  reasoned,  objective  studies  of 
Anderson  and  Manlove,  the  Legislative 
Research  Commission  and  its  Medical  Ad- 
visory Committee  together  with  “Medical 
Education  in  Kentucky,”  have  all  con- 
curred in  the  urgent  need.  Realizing  the 
need  and  mindful  of  the  strong  sentiment 
of  the  people  of  the  state  for  a second 
school,  the  Board  of  Trustees  of  the  Uni- 
versity of  Kentucky,  at  its  June  1954  meet- 
ing, officially  established  a medical  school 
at  the  University  to  be  built  when  funds 
are  available. 

What  kind  of  medical  school  is  to  be 
built?  Great  advances  have  been  made 
in  medical  education  and  medical  schools 
in  the  last  half  century  and  we  are  now  in 
an  era  of  experimentation  and  change. 

The  Flexnor  report  published  in  1910 
has  been  called  the  most  important  con- 
tribution to  medicine  in  this  half  century. 
Teaching  and  research  in  the  medical 
sciences  were  crystalized  and  perfected; 
science  was  emphasized  in  the  art  of  med- 
icine; the  laboratory  and  the  hospital  were 
the  chief  instruments  of  the  Flexnor  ideal. 
These  improved  medical  schools  brought 
American  medicine  to  world  leadership. 
They  were  the  most  important  factors  in 
lengthening  the  span  of  life  by  nearly  25 
years  in  the  last  half  century. 

After  the  Flexnor  report  emphasis  was 
on  perfecting  undergraduate  teaching  and 
on  research  in  the  laboratorv  and  the  hos- 
pital. More  recently  the  clinic  or  outpa- 
tient department  is  being  emphasized.  The 
clinic  is  becoming  the  center  of  teaching 
for  senior  students.  The  schools,  organized 
or  built  earlier,  are  now  building  new 
clinics  and  the  new  schools  are  emphasiz- 
ing in  their  planning,  rather  extensive 
clinic  facilities. 


’’ITie  opinions  (•x))ressed  by  Hie  iinthor.  .T.  ,s.  Cb.nnhers. 
M.D..  on  this  subject  do  not  necesvarily  reflect  the  views  of 
llie  editor  pro  teni  or  of  the  KSMA. 


Since  World  War  II,  two  important  ad- 
vances have  been  made  in  medical  schools. 
One  has  to  do  with  the  integration  of  the 
teaching  and  research  of  all  the  medical 
professions  and  fields,  preferably  under 
one  roof.  The  University  of  Washington’s 
Division  of  the  Health  Sciences  consisting 
of  schools  of  medicine,  dentistry,  nursing, 
pharmacy  and  public  health  is  an  example. 

The  other  important  recent  advance  is 
the  medical  center.  The  Texas  medical 
center  has  been  called  the  most  important 
contribution  to  medicine  in  the  last  quar- 
ter century.  It  has  to  do  with  the  integra- 
tion of  teaching,  research  and  medical 
care.  It  is  a loose  federation  of  the  medical 
school  with  the  medical  resources  of  the 
community.  Each  hospital  or  institution 
retains  its  autonomy  and  freedom,  under 
its  own  board,  but  covenants  to  cooperate 
in  teaching  research  and  medical  care.  It 
effects  teaching  and  research  largely  at 
the  graduate  level.  It  provides  the  ulti- 
mate— the  last  resort — in  medical  care. 

More  than  3,000  hospital  beds  have  been 
built  in  Lexington  in  the  last  25  years.  It 
is  believed  that,  with  the  stimulant  of  the 
medical  school,  the  national  trend  to  ex- 
pansion of  medical  facilities,  together 
with  good  promotion,  1200  additional  hos- 
pital beds  will  be  built  in  Lexington  in  the 
next  decade. 

In  planning  the  medical  school  at  the 
University  of  Kentucky  all  important  ad- 
vances should  be  considered.  It  should  be 
remembered  that  the  orthodoxes  of  tomor- 
row are  among  the  heresies  of  today.  The 
kind  of  medical  school  we  build  today  will 
be  reflected  in  the  medical  services  of  the 
state  tomorrow.  The  medical  school  is  the 
capstone  of  medicine;  it  is  a determining 
factor  in  the  quality  and  character  of 
medical  service.  The  school  should  be 
built  in  the  context  of  the  future.  It  would 
be  unfortunate  to  build  an  obsolete  med- 
ical school. 


J.  S.  Chambers,  M.D. 
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Refresher  Courses  lo  be  Feature 
of  KSMA  Annual  Meet 

The  1956  Kentucky  State  Medical  Associa- 
tion’s annual  meeting  will  be  held  September 
18-20  at  Columbia  Auditorium  in  Louisville. 

Two  new  groups  will  be  included  in  the  spec- 
ialty group  sessions  which  will  be  held  this 
year  on  Wednesday  afternoon,  September  19. 
These  two  are  the  Radiology  Group  and  the 
Orthopaedic  Society. 

Gant  Gaither,  M.  D.,  Hopkinsville,  chairman 
of  the  Committee  on  Scientific  Assembly,  said 
that  two  other  new  features  are  planned  this 
year.  Refresher  courses  for  physicians  will  be 
held  from  8 to  10  each  morning  Tuesday 
through  Thursday. 

Dr.  Gaither  said  the  color  television 
which  was  so  iwidely  enjoyed  at  the  1955  meet- 
ing was  not  availalble  for  the  1956  session.  In 
its  place  will  be  the  refresher  courses  and  color 
movies  each  morning. 

“The  addition  of  these  two  groups,  the  re- 
fresher courses  and  the  movies,  are  a part  of 
the  many  efforts  being  made  to  make  the  1956 
annual  meeting  the  most  successful  one  yet 
held  in  Kentucky  and  one  of  the  best  in  the 
United  States,”  Dr.  Gaither  said. 

UMWA  Representatives  to  Meet 
May  6 in  West  Virginia 

The  fourth  conference  on  Medical  Care  in 
the  Bituminous  Coal  Mine  Area,  will  be  held 
Sunday,  May  6 in  the  Daniel  Boone  Hotel  in 
Charleston,  West  Virginia.  The  conference  is 
sponsored  by  the  AMA  Committee  on  Medical 
Care  for  Industrial  Workers  and  the  AMA 
Councils  on  Industrial  Health  and  Medical 
Service. 

According  to  Carl  Fortune,  M.D.,  Lexing- 
ton, chairman  of  the  KSMA  Committee  on 
UMWA  Welfare  and  Retirement  Fund,  the  As- 
sociation will  be  represented  by  Gant  Gaither, 
M.D.,  Hopkinsville,  president;  Richard  Sluch- 
er,  M.D.,  Louisville,  president-elect;  and  J. 
Vernon  Pace,  M.D.,  Paducah,  chairman  of  the 
Council,  and  his  entire  committee. 

Dr.  Fortune  will  present  a report  from  Ken- 
tucky delegates.  The  report  was  drafted  at  a 
committee  meeting  at  the  County  Society  Of- 
ficers Conference  in  Lexington,  March  29.  Four 
other  states  besides  Kentucky  will  have  re- 


ports presented  at  the  meeting.  They  are: 
Pennsylvania,  Tennessee,  Virginia  and  West 
Virginia. 

Other  members  of  the  KSMA’s  UMWA  Com- 
mittee are:  George  Archer,  M.D.,  Prestonsburg; 
Clark  Bailey,  M.D.,  Harlan;  George  Brockman, 
M.D.,  Greenville;  Thomas  Gudex,  M.D.,  Louis- 
ville; W.  C.  Hambley,  M.D.,  Pikeville;  C.  D. 
Snyder,  M.D.,  Hazard;  Walter  S.  Coe,  M.D., 
Louisville  and  Loman  Trover,  M.D.,  Madison- 
ville. 

A field  trip  through  the  coal  mine  areas  of 
Bluefield  and  Beckley,  West  Virginia,  is  also 
planned  for  the  conference. 


Polio  Vaccine  Now  Available 
At  Local  Drug  Stores 

Kentucky  physicians  can  now  buy  their 
polio  vaccine  from  local  pharmacists.  This  an- 
nouncement was  made  recently  by  R.  E. 
Teague,  M.  D.,  State  health  commissioner. 
Since  last  fall  all  vaccine  has  been  distributed 
through  State  and  local  health  departments. 

Physicians  in  many  counties  can  still  get 
free  vaccine  for  indigent  patients  from  local 
health  departments.  Dr.  Teague  said. 

According  to  published  reports  386,058  doses 
of  vaccine  have  been  allocated  to  Kentucky 
since  general  distribution  began  last  fall. 


Ky.  Chapter  of  ACS  to  Meet 
May  18  at  French  Lick 

The  Kentucky  Chapter  of  the  American  Col- 
lege of  Surgeons  will  meet  Friday,  May  18,  at 
the  French  Lick  Hotel  in  French  Lick,  Indiana. 
The  announcement  was  made  by  James  Drye, 
M.D.,  Louisville,  who  is  arranging  the  program. 

According  to  Dr.  Drye,  the  program  for  the 
meeting  is  as  follows:  The  morning  session  will 
include  talks  by  five  physicians.  The  physicians 
and  the  topics  of  their  speeches  are: 

Douglas  Atherton,  M.D.,  and  Lytle  Ather- 
ton, M.D.,  Louisville — “Uretero  Sigmoid  Anasto- 
mosis.” 

Charles  C.  Higgins,  M.D.,  Cleveland — “The 
Role  of  the  Specialist  in  the  American  College 
of  Surgeons.” 

Kenneth  Johnson,  M.D.,  Chicago — “Frac- 
tures of  the  Larynx.” 
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One  more  speaker,  a gynecologist,  will  ap- 
pear on  the  morning  program.  He  has  not  yet 
been  selected. 

The  afternoon  session  will  include  a sympo- 
sium on  “Surgical  Gastroenterology.”  The 
speakers  and  their  topics  are: 

Lester  R.  Dragstedt,  M.D.,  Chicago — “Phys- 
iology of  Peiptic  Ulceration.” 

Ralph  Bowers,  M.D.,  Memphis — “Biliary 
Surgery.” 

A third  speaker,  not  yet  announced,  will 
speak  on  “Diseases  of  the  Colon.” 

R.  J.  Noer,  M.D.,  Louisville,  will  moderate  a 
panel  discussion  on  “The  Gastrointestinal 
Tract.”  The  three  afternoon  speakers  will 
serve  as  panel  members. 

W.  Vincent  Pierce,  M.D.,  Covington,  is  pres- 
ident of  the  Kentucky  Chapter. 

The  Kentucky  Surgical  Society  will  meet 
the  following  day.  May  19,  in  French  Lick.  The 
program  for  this  meeting  appeared  in  the 
March  Journal. 


Public  Opinion  Survey  Shows 
People  Like  Physicians 

Sympathy,  patience,  and  understanding,  nol 
guaranteed  cures  and  “'wonder  drugs,”  are  the 
things  people  expect  from  their  physicians. 

This  answer  was  a result  of  a recent  AMA 
sponsored  survey  conducted  by  an  independent 
research  firm.  The  survey,  made  to  find  out 
what  might  be  needed  to  improve  physicians’ 
services,  was  conducted  among  4,000  citizens 
from  various  age,  economic  and  geographical 
groups. 

Major  items  shown  by  the  survey  were.  1. 
most  people  have  their  own  family  physician, 
and  most  people  like  him  and  most  find  the 
whole  profession  “likeable.”  2.  physicians  are 
more  critical  of  themselves  than  are  other  peo- 
ple. 3.  most  people  do  not  think  physicians  are 
trying  to  get  rich  quick.  4.  people  are  evenly 
split  for  and  against  “sliding  scales”  of  fees. 

The  survey  showed  that  patients  are  not 
critical  of  the  physician’s  personality  or  ability. 
They  are  critical  mostly  of  fees,  coldness,  im- 
patience, lack  of  frankness  and  incompetence. 

The  survey  revealed  that  of  the  500  physi- 
cians included  in  the  survey,  most  agreed  that 
they  do  not  give  as  much  time  as  they  would 
like  and  on  lack  of  availability  for  emergen- 
cies. They  felt  most  appreciated  for  their  com- 
petence, sincerity,  and  healing  abilities.  About 
a fifth  of  the  MDs  thought  there  are  not  enough 
doctors  in  the  United  States. 

Fifty  per  cent  of  the  3500  persons  (exclud- 
ing physicians)  interviewed,  had  no  knowledge 
of  the  American  Medical  Association. 


Dr.  Elkin,  Lancaster,  Appointed 
to  UK  Board  of  Trustees 

Daniel  C.  Elkin,  M.D.,  Lancaster,  vice  presi- 
dent of  the  Kentucky  Medical  Foundation,  has 
been  appointed  a mem- 
ber of  the  University  of 
Kentucky  Board  o f 
Trustees. 

Dr.  Elkin,  former 
president  of  the  South- 
ern Surgical  Associa- 
tion, is  president-elect 
of  the  American  Col- 
lege of  Surgeons.  Dur- 
ing World  War  II,  Dr. 

Elkin  was  chief  of  sur- 
gery at  Ashford  General  Hospital  at  White 
Sulphur  Springs,  West  Virginia.  Dr.  Elkin, 
once  assistant  in  surgery  at  Harvard,  holds 
medical  degrees  from  Yale  and  Emory  Medi- 
cal Schools. 

He  retired  two  years  ago  as  professor  of  sur- 
gery at  Emory  University  School  of  Medicine 
and  moved  to  his  farm  in  Garrard  County. 


Dr.  Elkin 


Pediatrics  Post  Graduate  Course 
Scheduled  May  1 — June  19 


The  Kentucky  State  Medical  Association  is 
cooperating  with  the  University  of  Louisville 
School  of  Medicine  and  the  Kentucky  Child 
Health  Foundation  in  sponsoring  a Pediatrics 
Post  Graduate  Course  at  Children’s  Hospital 
in  Louisville,  May  1 through  June  19. 

The  course  is  under  the  direction  of  Alex 
Steigman,  M.D.,  Louisville  pediatrician.  The 
program  for  the  course  is  as  follows: 

Tuesday,  May  1 

Moderator:  Alex  Steigman,  M.D. 

9:30  a.m.  Vomiting,  Diarrhea — Clinical  Cause 

W.  C.  Adams,  M.D. 
10:30  a.m.  Clinical  Conference 
11:30  a.m.  Physiology  of  Fluids  and  Electro- 
lytes— Office  Application 

W.  A.  Brodsky,  M.D. 

Tuesday.  May  6 


9:30 

10:00 


10:30 


11:00 

11.30 


Moderator:  Hugh  B.  Lynn,  M.  D. 
a.m.  Case  Presentations 
a.m.  Ptosis  and  Congenital  Anomalies 
of  the  Eyelids 

Arthur  Keeney,  M.D. 
a.m.  Optimum  Time  for  Elective  Op- 
erative Procedures 

Bernard  Schoo,  M.D. 
a.m.  Appendicitis,  Hugh  B.  Lynn,  M.D. 
a.m.  Hand  Surgery 

Harold  Kleinert,  M.D. 
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12:00  Subdural  Hematomas 

Everett  Grantham,  M.D. 

Tuesday,  May  15 

Moderator:  Joseph  A.  Little,  M.D. 

9:3'0  a.m.  Fever — ^Office  Differential  Diag- 
nosis Alex  Steigman,  M.D. 

10:30  a.m.  Clinical  Conference 
11:30  a.m.  A Logical  Approach  to  Tubercu- 
losis in  Infants  and  Children 

W.  C.  Adams,  M.D. 

Tuesday,  May  22 

Moderator:  W.  C.  Adams,  M.  D. 

9:30  a.m.  The  Child’s  Normal  Physical 
Growth  Pattern 

Frank  Falkner,  M.D. 
10:30  a.m.  Clinical  Conference 
11:30  a.m.  Immunlzationsi — ^Practical  Pro- 
gram Fred  Pipkin,  M.D. 

Tuesday,  May  29 

Moderator:  Frank  Falkner,  M.  D. 

9:30  a.m.  Evaluation  of  the  Newlborn  Infant 
Joseph  A.  Little,  M.D. 

10.30  a.m.  Clinical  Conference 
11:30  a.m.  Febrile  Convulsions 

Ephraim  Roseman,  M.D. 

Tuesday,  June  5 

Moderator:  W.  A.  Brodsky,  M.  D. 

9:30  a.m.  Care  of  the  Well  Baby:  A Program 
of  Preventive  Pediatrics 

Mary  Cruise,  M.D. 
10:30  a.m.  Clinical  Conference 
11:30  a.m.  Differential  Diagnosis  of  Palpable 
Liver,  Spleen,  Lymph  Nodes 

I.  Diamond,  M.D. 

Tuesday,  June  12 

Moderator:  Mary  Cruise,  M.  D. 

9:30  a.m.  The  Problem  of  Adolescence:  Panel 
Frank  Falkner,  M.D. 
Pediatrics 

Douglas  Haynes,  M.D. 
Gynecologist 

11:15  a.m.  Meaning  of  Heart  Murmurs  in 
Children  Joseph  Little,  M.D. 

Tuesday,  June  19 

Moderator:  Alex  Steigman,  M.  D. 

9.30  a.m.  The  Allergic  Child 

Alex  Steigman,  M.D. 
10:30  a.m.  Iren  Deficiency  Anemia  in  Infancy 
T.  D.  Stevenson,  M.D. 
11:30  a.m.  Question  and  Answer  Period 

Alex  J.  Steigman,  M.D. 
Post  Graduate  Instructors 


Louisville  Student  AMA  Chapter 
to  Hear  Walter  Reed  Doctor 

Lt.  Col.  Eddy  D.  Palmer,  chief  of  gastro- 
enterology at  Walter  Reed  Army  Hospital,  will 
be  the  guest  speaker  at  the  May  14  meeting 
of  the  Louisville  Chapter  of  the  Student  AMA 
m the  Rankin  Amphitheatre  at  General  Hos- 
pital in  Louisville. 

Bill  Vender  Haai',  president  of  the  Louisville 
chapter,  who  made  the  announcement,  said 
Col.  Palmer  will  speak  on  “Gastrointestinal 
Bleeding.” 

A graduate  of  the  Rochester  Medical  School, 
Col.  Palmer  did  graduate  work  in  parasitology 
at  Tulane  University  School  of  Medicine. 

The  Louisville  Student  AMA  Chapter  will 
hold  its  election  of  officers  May  26. 


1956  National  RH  Meet  is  Best 
Wyatt  Norvell,  M.  D.,  Says 

The  1956  National  Rui’al  Health  Conference 
in  Portland,  Oregon,  March  8-10  was  the  best 
one  yet,  according  to  Wyatt  Norvell,  M.D., 
New  Castle,  chairman  of  the  KSMA  committee 
on  Rural  Health,  who  attended  the  meeting.  Dr. 
Norvell  said  over  600  persons  were  registered 
during  the  conference. 

“The  enthusiasm  and  interest  in  bettering 
rural  health  conditions  shown  by  all  iwho  at- 
tended the  meeting  was  amazing  and  most 
gratifying,”  Dr.  Norvell  said. 

An  outstanding  feature  of  the  program  was 
an  addi'ess  by  Louis  Rozzani,  Clements,  Cali- 
fornia, president  of  the  California  Farm  Bureau 
Federation.  Mr.  Rozzani  spoke  on  “What 
America  Means  to  Me  and  My  Doctor.”  George 
Lull,  M.D.,  secretary-general  manager  of  the 
AMA  and  Dwight  Murray,  M.D.,  AMA  presi- 
dent-elect, were  also  featured  speakers. 

The  discussions  at  the  conference  centered 
around  the  topic  “Your  Doctor  and  You.”  F.  S. 
Crockett,  M.D.,  Lafayette,  Indiana,  co-founder 
of  the  council,  gave  the  keynote  address  on 
this  subject. 

The  1957  national  conference  will  be  held  in 
Louisville  March  7-9  at  the  Brown  Hotel. 


The  Department  of  Medicine  of  the  Johns 

Hopkins  Hospital  and  the  Johns  Hopkins  Uni- 
versity School  of  Medicine  will  sponsor  a six 
day  postgraduate  course  for  physicians  pri- 
marily interested  in  internal  medicine.  May 
7-12.  Registration  is  limited  to  150  physicians. 
Application  blanks  may  be  obtained  by  writ- 
ing Philip  A.  Tumulty,  M.D.,  Department  of 
Medicine,  The  Johns  Hopkins  Hospital,  Balti- 
more 5,  Maryland. 
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Dr.  E.  Slrode  Urges  Physicians 
to  Name  Award  Candidates 

Ernest  Strode,  M.D.,  Lexington,  chairman  of 
the  KSMA  Awards  Committee,  recently  urged 
physicians  to  make  their  nominations  of  candi- 
dates to  receive  the  Distinguished  Service 
Medal  and  the  Outstanding  General  Practitioner 
Award.  These  awai'ds  will  be  presented  at  the 
1956  annual  meeting. 

“Let’s  give  honor  where  honor  is  de- 
served,” said  Dr.  Strode,  “there  are  hundreds 
of  physicians  in  Kentucky  deserving  recogni- 
tion. It’s  a duty  of  physicians  to  nominate 
these  men  to  receive  some  form  of  praise  for 
their  contribution  to  society.” 

The  committee,  which  was  activated  at  the 
1955  annual  meeting,  will  report  its  recom- 
mendations at  the  September  17  meeting  of  the 
KSMA  House  of  Delegates.  On  September  19 
additional  candidates  can  be  nominated  from 
the  floor. 

Nominations  can  be  made  by  contacting  Dr. 
Strode  or  any  of  the  other  committee  mem- 
bers— Hugh  Adkins,  M.D.,  Louisville;  Joseph 
Kui’re,  M.D.,  Owensboro;  Frank  Sewell,  M.D., 
Mt.  Sterling;  and  Chai’les  Yancey,  M.D.,  Hop- 
kinsville. 


Three  Post  Graduate  Seminars 
Held  During  March,  April 

The  Kentucky  State  Medical  Association  in 
cooperation  with  the  University  of  Louisville 
School  of  Medicine  and  the  Kentucky  Chapter 
of  the  American  Academy  of  General  Practice 
sponsored  three  post  graduate  seminars  dui'- 
ing  March  and  April.  The  meetings  were  held 
at  the  Louisville  General  Hospital. 

“These  seminars  were  a pai-t  of  KSMA’s 
stepped  up  program  of  post  graduate  educa- 
tion,” Garnett  Sweeney,  M.D.,  Liberty,  chair- 
man of  KSMA’s  Committee  on  Medical  Educa- 
tion, explained. 

Participating  in  the  March  27  meeting  were 
the  following  physicians:  J.  Murray  Kinsman, 
Grover  B.  Sanders,  Robert  L.  McClendon, 
Ephraim  Roseman  and  Richard  C.  Turrell. 

These  physicians  presented  papers  at  the 
April  5 seminar:  Herbert  Clay,  Maurice  Best, 
Leonard  Leight,  Walter  S.  Coe,  Marion  Beard, 
and  Thomas  Stevenson. 

Six  physicians  participated  in  the  April  12 
meeting.  Charles  Duncan,  James  Hendon, 
Everett  Sanneman,  James  Mosely,  J.  Richard 
Gott,  Jr.,  and  Arthur  M.  Schoen.  All  of  the  phy- 
sicians are  from  Louisville. 


Posi  Graduate  Symposium  Held 
in  Beaumont  Inn,  Harrodsburg 

One  hundred  and  two  persons  attended  the 
post  graduate  symposium  Thursday,  March  28, 
at  the  Beaumont  Inn  in  Harrodsburg. 

The  symposium,  a part  of  the  Kentucky 
State  Medical  Association’s  program  to  present 
to  members  the  latest  and  best  developments 
and  procedures  in  medicine,  is  sponsored  by 
the  KSMA,  the  University  of  Louisville  School 
of  Medicine,  and  the  Kentucky  Chapter  of  the 
American  Academy  of  General  Practice. 

According  to  Garnett  Sweeney,  M.D.,  Liberty, 
chairman  of  the  KSMA  committee  on  Medical 
Education,  the  following  physicians  participat- 
ed in  the  program:  Walter  S.  Coe,  Arthur  M. 
Schoen,  Arthur  H.  Keeney,  and  Douglas  M. 
Haynes.  All  of  the  physicians  are  from  Louis- 
ville. 


Johnson  County  Society  is  Host 
at  14th  District  Meeting 

The  Johnson  County  Medical  Society  was 
the  host  at  the  annual  meeting  of  the  Four- 
teenth Councilor  District  April  19  at  Paints- 
ville. 

Gant  Gaither,  M.D.,  Hopkinsville,  president 
of  the  Kentucky  State  Medical  Association, 
spoke  at  the  dinner  meeting.  His  address  was 
entitled  “Orv'ell  1984.” 

According  to  Paul  B.  Hall,  M.D.,  Paintsville, 
who  arranged  the  program,  four  physicians 
presented  papers  at  the  meeting.  John  Archer, 
M.D.,  Paintsville,  is  councilor  from  the  14th 
District. 


Four  Louisville  Physicians  Speak 
al  13th  District  Meeting 

“Do  You  See  What  I See?”  was  the  title  of 
the  dinner  speech  given  by  Gant  Gaither,  M.D., 
Hopkinsville,  KSMA  president,  at  the  13th 
Councilor  District  Annual  Meeting,  April  5, 
at  Ashland  in  the  State  Tuberculosis  Hospital. 

The  morning  program,  a symposium  on  dis- 
eases of  the  chest,  featured  three  speakers. 
They  were:  Oren  Beatty,  M.D.,  Louisville;  Al- 
bert Dickey,  M.D.,  Madisonville  and  M.  L. 
White,  Jr.,  M.D.,  Huntington,  West  Virginia. 

Participating  in  the  afternoon  program  were 
the  following  Louisville  physicians:  Alvin 

Ortner,  Laman  Gray,  and  Walter  Coe. 

Charles  Johnson,  M.D.,  Russell,  is  the  13th 
District  Councilor. 
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FLORAQUIN®  VAGINITIS  REGIMEN 


New  Intravaginal  Applicator  for 
Improved  Treatment  of  Vaginitis 

The  restorative  treatment  of  vaginitis  with  Floraqiiin  is  now  further  improved  by 
a new  aid  to  tablet  insertion.  Faulty  insertion  is  no  longer  a failure  factor  in  therapy. 


The  new  Floraquin  applicator  is  designed  for 
simplified  insertion  of  Floraquin  tablets  by  the 
patient.  This  plunger  device,  made  of  smooth 
unbreakable  plastic,  places  the  Floraquin  tab- 
lets in  the  fornices  and  thus  assures  coating  of 
the  entire  vaginal  mucosa  as  the  tablets  disin- 
tegrate. The  patient  inserts  two  Floraquin  tab- 
lets with  the  applicator  in  the  morning  and 
also  two  tablets  at  night,  with  treatment  be- 
ing continued  through  at  least  two  menstrual 
periods.  During  menstruation  it  is  desirable  to 
increase  medication  to  eight  tablets  daily  to 
combat  the  alkalinity  of  the  menstrual  flow. 

Warm  acid  douches  (2  ounces  of  5 per  cent 
acetic  acid  or  white  vinegar  to  2 quarts  of 

New  Floraquin  Applicator  and  commercial  package 

of  30  Floraquin  tablets  available  on  request  to  . . , 


warm  water)  may  be  taken  as  often  as  de- 
sired for  hygienic  purposes. 

Floraquin  contains  Diodoquin®  (diiodo- 
hydroxyquinoline,U.S.P.),the  safe  and  effec- 
tive protozoacide  and  fungicide.  Lactose,  an- 
hydrous dextrose  and  boric  acid  are  included 
to  help  restore  the  normal  acid  pH  of  the 
vaginal  secretions.  Such  an  acid  vaginal 
medium  then  encourages  the  growth  of  nor- 
mal flora  and  makes  the  environment  unfa- 
vorable for  pathogens. 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  (a  new  package  size)  Flora- 
quin tablets.  G.  D.  Searle  & Co.,  Research  in 
the  Service  of  Medicine. 

P.  O.  Box  51 10,  B 
Chicogo 80,  Illinois 
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Dr.  Gaither  is  Guest  Speaker 
at  Sixth  District  Meeting 

Gant  Gaither,  M.D.,  Hopkinsville,  president 
of  the  Kentucky  State  Medical  Association,  and 
Eugene  M.  Regen,  M.D.,  Nashville,  Tennessee, 
were  the  guest  stpeakers  at  the  March  13  din- 
ner meeting  of  the  KSMA’s  sixth  councilor 
district  at  Bowling  Green. 

According  to  Harold  Keen,  M.D.,  Bowling 
Green,  program  arranger.  Dr.  Gaither  discuss- 
ed “Medical  Legislation,  Long  Term  View.” 
Dr.  Regen,  scientific  speaker  for  the  evening, 
talked  on  law  back  pain. 

Russell  Starr,  M.D.,  Glasgow,  president  of 
the  district,  presided  at  the  meeting.  L.  O. 
Toomey,  M.D.,  Bowling  Green,  is  KSMA  coun- 
cilor from  the  sixth  district. 

Seven  Heart  Clinics  Now  Serving 
Nearly  40  Percent  of  State 

Seven  heart  clinics,  serving  44  counties,  are 
now  in  operation  in  Kentucky,  according  to 
published  reports.  These  clinics  are  for  per- 
sons, children  primarily,  who  cannot  pay  for 
medical  care  and  whom  physicians  believe  to 
have  heart  disease. 

According  to  the  report,  the  Kentucky  Heart 
Association  expressed  the  hope  that  the  entire 


state  will  be  served  by  these  clinics  within  the 
next  two  years. 

The  seven  clinics  are  located  at  Louisville, 
Bowling  Green,  Beattyville,  Henderson,  Haz- 
ard, Maysville  and  Paducah. 


Mayfield  MD  Elecled  President 
of  Kentucky  OB-GYN  Society 

Robert  A.  Orr,  M.D.,  Mayfield,  was  elected 
president  of  the  Kentucky  State  Obstetrical 
and  Gynecological  society  at  the  society’s  an- 
nual meeting  in  Lexington,  March  3.  Joseph 
Liebman,  M.D.,  Frankfort,  was  named  vice- 
president,  and  Edv/ard  Masters,  M.D.,  Louis- 
ville, secretary-treasurer. 

Henry  R.  Schraeder,  M.D.,  General  Hospital, 
Louisville,  presented  a paper  at  the  meeting. 

The  society  will  hold  its  next  meeting  in 
October  1957. 


U of  K Dental  School  Proposed 

Statements  concerning  the  proposed  estab- 
lishment of  a dental  school  at  the  University 
of  Kentucky  in  connection  with  the  proposed 
medical  school  were  made  by  Lyman  E.  Wagers, 
D.M.D.,  Lexington,  in  an  article  in  the  KSDA’s 
Journal,  according  to  published  reports.  Dr. 


CITY  VIEW  SANITARIUM 

For  the  diagnosis  and  treatment  of  mental  and  nervous 
disorders,  alcoholism  and  drug  addictions 

Established  in  1907  by  the  late  John  W.  Stevens,  M.  D. 

52  acres  near  city.  Separate  buildings  for  men  and  women 

Two  full  time  psychiatrists 

Electric  shock  and  insulin  therapy  in  selected  cases 

Occupational  therapy 

Physiotherapy  department 

Adequate  laboratory  facilities 

NASHVILLE  : TENNESSEE 
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the  benefits  of  prednisone 

and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress 


Multiple  Compressed  Tablets  of  ‘Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 
tress which  might  otherwise  become  an  obstacle 
to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specifically  formulated  as  a “tablet 
within  a tablet"  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-inflammatory 
components. 


detra 


Prednisolone  Buffered 


Multiple 


and 


'Co-Deltra' 


Prednisone  Buffered 


Compressed 

Tablets 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


Supplied : Multiple  Compressed  Tablets  of 
‘Co-Deltra’  and  ‘Co-Hydeltra’,  each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  300  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,  and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
30  tablets. 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 

are  the  trademarks  of  Merck  & Co.,  Inc. 
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Wagers,  a member  of  the  Kentucky  Medical 
Foundation,  advocated  more  state  aid  for  the 
University  of  Louisville  Dental  School. 


AM  A Annual  Meeting  is  June  11-15 

The  105th  AMA  Annual  Meeting  will  be 
held  in  Chicago,  June  11-15,  at  Navy  Pier, 
Northwestern  University  and  near  by  hotels. 
The  House  of  Delegates’  Headquarters  will  be 
the  Palmer  House. 

About  350  technical  exhibits  and  over  300 
scientific  exhibits  will  be  on  display  to  phy- 
sicians and  guests.  Two  of  the  scientific  fea- 
tures already  scheduled  are:  physical  exami- 
nations for  physicians  and  fracture  and  fresh 
pathology  exhibits. 


MD  Returns  to  Health  Department 

William  F.  Lamb,  M.D.,  who  resigned  in 
December  as  deputy  State  health  commission- 
er, has  returned  to  the  State  Health  Depart- 
ment as  director  of  local  health  services. 

A graduate  of  Northwestern  University 
Medical  School,  Dr.  Lamb  and  Russell  Teague, 
M.D.,  new  Kentucky  health  commissioner. 


were  classmates  in  graduate  public  health 
work  at  Johns  Hopkins  University. 


Poll  Shows  MDs  Oppose  UK  School 

A post  card  questionnaire  poll  made  by  the 
Journal  of  the  Kentucky  Chapter  of  the  Ameri- 
can Academy  of  General  Practice,  shew  ed  that 
Kentucky  physicians  oppose  a medical  school 
at  the  University  of  Kentucky,  but  favor  add- 
ed State  aid  to  the  University  of  Louisville 
Medical  School. 

Carroll,  L.  Witten,  M.D.,  Louisville,  editor 

of  the  Journal,  said  2,375  cards  were  mailed. 
Of  those  who  replied  more  than  87  per  cent 
opposed  the  building  of  a second  school. 


Dr.  Massie  Presents  Exhibit 

William  K.  Massie,  M.D.,  Lexington,  recently 
presented  a scientific  exhibit  before  the  A- 
merican  Academy  of  Orthopaedic  Surgeons’ 
Convention  in  Chicago.  The  exhibit  features 
a type  of  sliding  nail  that  works  like  a tele- 
scope. It  is  used  in  repairing  hip  fractures.  Carl 
Lange,  Ph.D.,  professor  of  Physics  at  the  Uni- 
versity of  Kentucky,  helped  design  the  nail. 


''Neohydrin . . . 
offers  the  striking 
advantage  of 
a .high  degree  of 
therapeutic 
effectiveness  upon 
oral  administration."* 

■‘Krantz,  J.  C.,  Jr.,  and  Carr,  C.  J.:  The  Pharma- 
cologic Principles  of  Medical  Practice,  ed.  3, 
Baltimore,  The  Williams  and  Wilkins  Company, 
1954,  p.  998. 


LOUISVILLE  Office 
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3119  Hewitt  Ave. 
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Workshop  on  Handicapped  Planned 

A Conference  and  Workshop  on  the  Handi- 
capped will  be  held  April  23-26  at  the  Brown 
Hotel  in  Louisville,  according  to  Mrs.  A.  M. 
Frazier,  executive  secretary  of  the  Kentucky 
Council  for  Handicapped,  Inc.  The  conference 
is  sponsored  by  the  Nemours  Foundation,  the 
Kentucky  Council  for  Handicapped,  Inc.,  the 
University  of  Kentucky  and  the  Office  of  Vo- 
cational Rehabilitation,  Department  of  Health, 
Education  and  Welfare. 

The  Kentucky  Council  for  Handicapped,  Inc., 
was  incorporated  a few  months  ago,  according 
to  Mrs.  Frazier,  and  memlbership  is  open  to  all 
state  and  local  agencies  and  any  interested  in- 
dividual. 


AMA  Releases  Insurance  Report 

The  AMA’s  Council  on  Medical  Service  re- 
cently released  a 32  page  report  giving  sum- 
maries of  opinions  of  approximately  8,000  phy- 
sicians on  aspects  of  voluntary  health  insur- 
ance. The  report  is  entitled  “Summary  of  Sur- 
vey of  Physicians’  Attitudes  Toward  Volun- 
tary Health  Insurance.” 

Some  results  of  the  report  are:  1.  The  ma- 
jority of  respondents  felt  that  health  insur- 


ance should  be  underwritten  by  all  agencies 
on  a competitive  basis.  2.  Over  half  expressed 
the  opinion  that  the  function  of  such  programs 
was  to  provide  financial  assistance.  3.  Over 
three-fourths  of  the  respondents  felt  that  in- 
sured patients  should  pay  some  portion  of 
medical  care  costs  in  addition  to  the  insurance. 
4.  Most  believed  insurance  should  attempt  to 
cover  only  a “substantial  portion”  rather  than 
the  entire  fee. 


ICS  to  Meet  in  Chattanooga 

The  Southeastern  Division  Regional  Meet- 
ing of  the  International  College  of  Surgeons 
iwill  be  held  April  30  and  May  1 in  the  Read 
House  at  Chattanooga,  Tennessee.  William  G. 
Stephenson,  M.D.,  Chattanooga,  made  the  an- 
nouncemen't. 


West  Virginia  MDs  to  Meet 

The  fourth  annual  scientific  assembly  of  the 
West  Virginia  chapter  of  the  American  Aca- 
demy of  General  Practice  will  be  held  April 
14-15  in  the  Daniel  Boone  Hotel  at  Charleston, 
West  Virginia.  Announcement  of  the  meeting 
was  made  by  Halvard  Wanger,  M.D.,  assembly 
chairman. 
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Dr.  Higdon  Testifies  on  HR  7225 

Leon  Higdon,  M.D.,  Paducah,  member  of  the 
KSMA  Legislative  Committee,  testified  on  HR 
7225  before  the  Senate  Finance  Committee  in 
Washington,  D.  C.,  February  22.  Dr.  Higdon 
testified  on  the  part  of  the  bill  concerning  par- 
ticipants in  social  security  who  are  50  or  over 
being  eligible  for  full  benefits  when  they  are 
declared  permanently  or  totally  disabled. 

Each  state  having  a senator  on  the  Senate 
Finance  Committee  was  asked  to  send  one  rep- 
resentative to  discuss  the  bill.  Kentucky’s 
senator-member  is  Alben  Barkley.  Dr.  Higdon’s 
testimony  was  authorized  by  the  KSMA  Exe- 
cutive Committee. 


WA  Sponsors  Safety  Program 

The  second  annual  mediical  forum  sponsored 
by  the  Woman’s  Auxiliary  to  the  Jefferson 
County  Medical  Society,  was  held  March  20 
in  the  Columbia  Auditorium  in  Louisville.  The 
forum  was  entitled  “Antidotes  for  Auto  Ac- 
cidents.” 

R.  Arnold  Griswold,  M.D.,  Louisville,  chair- 
man of  the  committee  on  trauma  of  the  Ameri- 
can College  of  Surgeons,  was  the  guest  sj>eaker. 
Two  other  Louisville  physicians  took  part  in 
the  program.  They  were:  Arthur  Kasey,  Jr., 
and  William  Keller. 


AMA  Releases  Film  on  Cancer 

“Medicine  USA — ^the  Living  Proof,”  a half 
hour  television  report  on  cancer  survival  bas- 
ed on  case  histories  of  eight  people,  has  been 
released  on  film  for  presentation  over  local 
television  stations  under  the  sponsorship  of 
local  and  state  medical  societies. 

Kentucky  physicians  interested  in  showing 
the  film,  an  AMA  public  service  project, 
should  contact  the  KSMA  Headquarters  Office, 
620  South  Third,  Louisville. 


KPA  Wants  Old  Apothecary  Shop 

A Kentucky  Pharmaceutical  Association 
committee  recently  discussed  restoration  plans 
for  the  old  apothecary  shop  next  to  McDowell 
House.  The  shrine,  in  honor  of  Ephraim  Mc- 
Dowell, M.D.,  pioneer  surgeon,  is  supported 
by  the  KSMA  and  the  Kentucky  Surgical  As- 
sociation. 

According  to  published  reports  the  KPA 
must  raise  $9,000  by  April  5 if  the  option  is  to 
be  taken  up.  They  have  already  paid  $1,000. 


Medical  School  Gets  $29,195  Grant 

The  University  of  Louisville  School  of  Medi- 
cine has  received  a $29,195  grant  from  the 
National  Fund  for  Medical  Education. 

This  is  the  fifth  grant  made  to  the  medical 
school  by  the  fund  which  is  contributed  to  by 
corporations  and  physicians.  The  fund  has  paid 
a total  of  $119,076  to  the  school. 


Med  Techs  to  Meet  April  28-29 

The  Kentucky  State  Society  of  Medical 
Technologists  WiU  meet  April  28-29  in  Louis- 
ville at  the  Brown  Hotel. 

Ruth  Robinette,  M.T.,  of  the  KSSMT,  who 
made  the  announcement,  said  the  scientific 
program  will  (be  held  on  April  28  from  10  A.  M. 
to  12:30  P.M.  She  said  all  physicians  were  in- 
vited to  attend. 


New  KSMA  Members 

The  following  physicians  were  recently  ad- 
ded to  the  KSMA  membership  roster. 

Robert  W.  Fidler,  M.D.,  Flemingsburg 
Jerry  B.  MoKenney,  M.D.,  Marion 
O.  M.  Richardson,  MjD.,  Elizabethtown 
Charles  B.  Spalding,  M.D.,  Bardstown 
William  P.  Wharton,  M.D.,  Lexington 


Kentucky  physicians  unable  to  attend  the 

AMA  Annual  Meeting  in  Chicago  during  the 
week  of  June  11,  can  see  the  highlights  of  the 
affair  on  the  final  ‘March  of  Medicine”  show 
in  the  1956  spring  series.  The  program,  present- 
ed by  Smith,  Kline  and  French  Laboratories, 
is  carried  over  NBC -TV. 


The  Schering  Corporation  of  Bloomfield.  N. 

J.,  has  announced  its  11th  annual  award  pro- 
gram for  medical  students  in  the  United  States 
and  Canada.  Students  are  asked  to  submit  pa- 
pers on  one  of  three  suggested  subjects:  1.  The 
Clinical  Use  of  Adrenocortical  Steroids  in  Col- 
lagen Diseases.  2.  Metabolic  Aspects  of  the 
Aging  Process.  3.  New  Applications  of  Antihis- 
tamines in  Medicine  and  Surgery.  A first  prize 
of  $500  will  be  awarded  and  a $250  second  prize 
will  be  offered  for  each  of  the  three  subjects. 
Entry  forms,  which  are  available  in  medical 
schools,  should  (be  submitted  before  July  1— 
manuscripts  not  later  than  Sept.  30. 


• • • 


Throughout  the  world 
use  in  millions  of  cases 
and  reports  by  thousands 
of  physicians  have  built 
confidence  in 

TERRAMYCIN 

BRAND  OF  OXYTETRACYCLINE 

. . . well -tolerated, 
rapidly  effective 
broad -spectrum 
antibiotic  of  choice. 

Capsules,  tablets, 
taste -tempting  liquid 
forms  and  special 
preparations  for 
parenteral,  topical 
and  ophthalmic  use. 

Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.Y. 
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News  Items 

J.  E.  Stephenson,  M.D..  has  begun  a practice 
limited  to  general  surgery  in  Ashland.  A 1942 
graduate  of  the  University  of  Louisville,  Dr. 
Stephenson  interned  at  Charity  Hospital,  New 
Orleans,  Louisiana. 


John  C.  Bales,  M.D.,  has  become  associated 
with  the  Elizabethtown  Clinic.  Dr.  Bates  was 
graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1952.  He  served  an  in- 
ternship at  the  Louisville  General  Hospital. 
Before  going  to  Elizabethtown  Dr.  Bates  prac- 
ticed medicine  at  Horse  Cave  and  Leitchfield. 


John  G.  Casey,  M.D.,  has  begun  a practice 
at  Pleasure  Ridge  Park.  Dr.  Casey,  formerly 
of  Brandenburg,  was  graduated  from  the  Uni- 
versity of  LiOuisville  School  of  Medicine  in 
1950.  He  interned  at  the  Gorgas  Hospital  in 
the  Canal  Zone. 


William  C.  Roland,  M.D.,  recently  announc- 
ed the  opening  of  an  office  in  Ashland  for 
practice  limited  to  orthopedic  surgery.  A 1942 
graduate  of  the  University  of  Southern  Califor- 
nia Medical  School,  Dr.  Roland  interned  at  the 
US  Naval  Hospital,  San  Diego,  California.  He 
was  a fellow  in  orthop>edic  surgery  at  Lahey 
Clinic,  Boston,  Massachusetts.  Dr.  Roland  has 
seiwed  two  residencies  in  orthopedic  surgery — 
Shriner’s  Hospital  for  Crippled  Children  at 
Greenville,  South  Carolina,  and  US  Naval  Hos- 
pital at  Chelsea,  Massachusetts. 


Samuel  R.  Scheen,  M.D.,  a 1953  graduate  of 
the  University  of  Louisville  School  of  Medi- 
cine, has  opened  an  office  in  Covington.  Dr. 
Scheen  interned  at  the  St.  Joseph  Infirmary 


in  Louisville.  He  served  a residency  at  the  De- 
partment of  Dermatology  of  the  General  Hos- 
pital in  Cincinnati,  Ohio. 


A.  O.  Cull,  M.D.,  has  opened  an  office  in 
Owenton.  Dr.  Cull,  a 1950  graduate  of  the  Uni- 
versity of  Louisville  School  of  Medicine,  serv- 
ed an  internship  at  St.  Lawrence  Hospital  in 
Lansing,  Michigan.  He  began  his  medical  prac- 
tice in  1951  in  Corinth. 


Alex  J.  Steigman,  M.D.,  chairman  of  the  De- 
partment of  Pediatrics  at  the  University  of 
Louisville,  has  been  appointed  special  consul- 
tant to  the  Communicable  Disease  Center  of  the 
Public  Health  Service,  Department  of  Health, 
Education  and  Welfare.  Dr.  Steigman  was 
graduated  from  the  Temple  University  School 
of  Medicine  in  1938.  He  has  been  in  Louisville 
at  the  General  Hospital  since  1950. 


A new  Medical  Research  Center  costing  ap- 
proximately $10,000,000  is  being  planned  by 
Parke,  Davis  and  Company,  according  to  Harry 
J.  Loynd,  president.  Construction  of  the  pro- 
posed structure  is  expected  to  take  two  years. 
The  exact  location  for  the  Center  has  not  been 
decided. 


The  AMA  Committee  on  Medical  Care  for 

Industrial  Workers  has  prepared  two  publi- 
cations dealing  with  the  problem  of  work  ab- 
sence. The  first  is  a reprint  from  the  January 
1956  issue  of  Archives  of  Industrial  Health 
titled  “A  Syllabus  on  Work  Absence”.  The 
other  pamphlet  is  titled  “Company  Medical 
Program  and  Work  Absence — 10  Case  Studies”. 
Copies  of  these  publications  are  available  free 
of  charge  from  the  AMA. 

Leonard  A.  Scheele,  M.D.,  has  been  named 

surgeon  general  of  the  Public  Health  Service 
for  a third-four  year  term.  Dr.  Scheele,  48,  has 
been  with  the  health  service  since  1933. 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

(The  Pioneer  Postgraduate  Medical  Institution  in  America) 


PROCTOLOGY  and 
GASTROENTEROLOGY 

A combined  course  comprising  attendance 
at  clinics  and  lectures;  instruction  in  ex- 
amination, diagnosis  and  treatment;  wit- 
nessing operations;  ward  rounds;  demon- 
stration of  cases;  pathology;  radiology; 
anatomy;  operative  proctology  on  the 
cadaver;  attendance  at  departmental  and 
general  conferences. 


PRACTICAL  ELECTROCARDIOGRAPHY 

A two  weeks  part  time  elementary  course  for  the  prac- 
titioner based  upon  an  understanding  of  electrophysi- 
ologic  principles.  Standard.  unipolar  and  precordial 
electrocardiography  of  the  normal  heart.  Bundle  branch 
block,  ventricular  hypertro]»hy.  and  myocardial  infarc- 
tion considered  from  clinical  as  well  as  electrocardio- 
graphic viewjioints.  Diagnosis  of  arrhythmias  of  clinical 
significance  will  be  eini)hasized.  Attendance  at.  and  par- 
tifipation  in.  sessions  of  actual  reading  of  routine  hos- 
pital electrocardiograms. 


For  Information  about  these  and 
other  courses  Addresss 
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iiviSsbnui/i  tgi 
^ JoJ-'  ^ 


. . . the  key 

to  successfid 

IRON  THERAPY 


Fergon 

IRON  WITHOUT  IRRITATION 


higher  hemoglobin  response 

SufljliieJy; 

Fergon,  tablets  of  5 grains,  bottles  of  loo  and  500. 

Fergon,  tablets  of  2Vi  grains,  bottles  of  lOO. 

Fergon  elixir  6 ®/o  (5  grains  per  teaspoonful),  bottles  of  16  fl.  oz. 

flew- 

HIGH  POTENCY  Fergon  Plus  Improved  Caplets®  (Fergon  with  vitamin  B,, 
and  intrinsic  factor,  folic  acid  and  vitamin  C;  2 Caplets 
= 1 U.S.P,  oral  unit  of  antianemia  activity),  bottles  of  100 
and  500  easy  to  swallow  Caplets. 


Fergon  (brand  of  ferrous  gluconate)  and  Caplets, 
trademarks  reg,  U.S.  Pat.  Off. 


LABORATORIES  I NEW  YORK  18,  N.  Y. 
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County  Society  Reports 


CALLOWAY 

The  regular  monthly  meeting  of  the  Callo- 
way County  Medical  Society  was  held  January 
3 at  Murray.  John  Quertermous,  M.D.,  vice- 
president,  presided. 

J.  A.  Outland,  M.D.,  advised  the  physicians 
to  turn  over  to  him  all  of  the  polio  vaccine  they 
had  left  and  not  give  any  more  until  a new 
supply  comes  in.  He  explained  that  the  latest 
reports  warned  against  giving  any  vaccine  that 
had  lost  its  color. 

Dr.  Outland  said  that  the  State  Board  of 
Health  had  offered  suggestions  for  methods 
of  keeping  more  complete  files  on  infants  who 
have  been  given  shots. 

Physicians  present  at  the  meeting  were:  A. 
D.  Butterworth,  Robert  Hahs,  Hugh  Houston, 
C.  H.  Jones,  O.  K.  Mason,  J.  A.  Outland,  John 
■Quertermous,  Charles  Tuttle,  Harry  Whayne, 
and  Vernon  Pettit. 

Hugh  L.  Houston,  M.D.,  Secretary. 


JOHNSON 

The  Johnson  County  Medical  and  Dental  So- 
ciety met  January  31  at  the  Paintsville  Coun- 
try Club. 

P.  B.  Hall,  M.D.,  reported  to  the  group  on 
plans  for  the  councilor  district  meeting,  April 
12  in  Paintsville. 

The  following  officers  were  elected  for  1956: 
Robert  A.  Hall,  M.D.,  president;  Morris  M. 
Hall,  M.D.,  vice-president;  and  Augustus  D. 
Slone,  M.D.,  secretary-treasurer. 

A discussion  was  held  concerning  a medical 
school  at  the  University  of  Kentucky.  The  fol- 
lowing resolution  was  adopted  by  the  society. 

“Resolved  that  the  Johnson  County  Medical 
Society  and  the  Johnson  County  Dental  So- 
ciety go  on  record  favoring  and  urging  the  es- 
tablishment of  a medical  and  dental  school  at 
the  University  of  Kentucky.” 

The  secretary  iwas  instructed  to  send  a copy 
of  the  resolution  to  Governor  Chandler,  and 
to  Mr.  Stephen  White  and  Mr.  Russel  White, 
president  and  secretary  of  the  Kentucky  Medi- 
cal School  Foundation  at  Lexington. 

Augustus  D.  Slone,  M.D.,  Secretary. 


LETCHER 

The  Letcher  County  Medical  and  Dental  So- 
ciety held  its  bi-monthly  meeting  February  28 
at  the  Letcher  County  Health  Offices. 

E.  Stanton  Maxey,  M.D.,  and  Ralph  Gam- 
brell,  M.D.,  new  society  members,  gave  case 
reports  of  their  past  practices. 


A discussion  was  held  concerning  the  “staff- 
ing and  how  patients  would  be  admitted  to  the 
new  Whitesburg  Memorial  Hospital.” 

The  following  members  were  present  at  the 
meeting.  Owen  Pigman,  M.D.,  Carl  Pigman, 
M.D.,  Lee  Moore,  D.M.D.,  E.  G.  Skaggs,  M.D., 
T.  M.  Perry,  M.D.,  E.  Stanton  Maxey,  M.D., 
Ralph  Gambrell,  M.D.,  Fred  Coffey,  D.M.D., 
and  R.  Dow  Collins,  M.D. 

R.  Dow  Collins,  M.D.,  Secretary. 


PIKE 

The  Pike  County  Medical  Society  held  its 
regular  monthly  meeting  February  21  in 
Langley’s  Cafe  at  Pikeville.  Nineteen  members 
were  present. 

The  problem  of  allowing  the  County  Health 
Department  and  the  National  Foundation  of 
Poliomyelitis  give  the  third  and  final  shot  to 
the  children  who  had  taken  the  first  two  shots 
under  the  Foundation  Plan  was  raised.  It  was 
decided  that  these  children  should  all  receive 
their  third  shot  through  the  Health  Depart- 
ment. 

Adam  Osborne,  M.D.,  was  elected  delegate 
to  KSMA  and  T.  I.  Doty,  M.D.,  was  named  al- 
ternate delegate.  Both  will  serve  for  one  year. 

It  was  unanimously  voted  that  Fred  Quincy, 
M.D.,  be  notified  that  he  is  an  emeritus  mem- 
ber of  the  society. 

The  motion  that  the  annual  dinner  meeting 
be  held  in  September  rather  than  May  was 
made  and  carried. 

Motion  to  amend  the  Constitution  was  made 
by  Ballard  Cassady,  M.D.  The  motion  follows: 

That  Chapter  1,  Section  1,  Part  a,  subdivi- 
sions be  increased  to  5,  and  that  subdivision  5 
read  as  follows: 

“In  addition  all  members  of  the  Society 
will  be  expected  to  cany  his  share  of  the 
charity  load  of  the  county  and  care  for  the  sick 
■without  regard  to  fee  as  indicated.” 

Final  vote  on  this  amendment  will  take  place 
at  the  next  meeting. 

Ballard  Cassady,  M.D.,  Secretary. 


SHELBY-OLDHAM 

The  Shelby-Oldham  County  Society  held  its 
February  meeting  in  Simpsonville  at  the  Old 
Stone  Inn.  Twenty  one  members  were  present. 

Nathan  Levene,  M.  D.,  Louisville,  was  the 
scientific  speaker  for  the  meeting.  He  spoke  on 
“TB  Today.” 


C.  C.  Risk,  D.D.S.,  Secretary. 
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Trasentlne 


nobarbilal 


integrated  relief . . . 

mild  sedation 

C I B A visceral  spasmolysis 

Summit,  N.  J.  mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
SO  mg.  Traeentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbitaL 


2J222BH 


PEACE  OF  MIND  FROM  OFFICE  AND  BUSINESS  WORRIES 
OUR  SERVICES  COVER: 

AiMUiaMle 

Tax  Returns 
Bookkeeping 
Delinquent  Accounts 
(No  Commission) 
Office  Routines 
Office  Planning 
Instructing  Personnel 

r ees 

Partnerships 

Hospitals 

Clinics 

Counselling  - Investments 
Insurance 

PROFESSIONAL 

BUSINESS 

MANAGEMENT 

Q 

ASSOCIATES: 

Clayton  L.  Scroggins  Hubert  G.  Stiffler 
John  R.  Lesick  Daniel  L.  Zeiser 

Richard  D.  Shelley  Richard  J.  Conklin 

FOR  DOCTORS 
ONLY 

CLAYTON  L SCROGGINS  ASSOCIATES 

ESTABLISHED:  1945 

141  West  McMillan  Street 

VVOodburn  l-IOlO 

Cincinnati  19,  Ohio 

1 I would  like  to  talk  with  one  of  your  representatives 

9 

Name 

Address 

Telephone 

All  Services 
Completely 
Confidential 
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the  most  complete 
optical  scRvice 
in  Kentucky 


For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAS'  C^anamid co.stPA.vr  Pearl  River,  New  York 


NEW  CASTLE  SANITARIUM 

Telephone  3621 
NEW  CASTLE,  KY. 

For  the  core  of 

CHRONIC,  CONVALESCENT  AND  GERIATRIC 
PATIENTS 

Member  of  the  Americon  Hospitol  Association 
Member  of  the  Americon  Assn,  of  Nursing  Homes 
Licensed  and  Approved  by  the  Stote  of  Kentucky 

SPECIAL  DIETS  PREPARED  — ELECTRO-THERAPY 
TREATMENTS  AVAILABLE 

PRIVATE  PHYSICIAN  AVAILABLE  AT  ALL  HOURS 
24-HOUR  EFFICIENT  AND  CHEERFUL  NURSING  CARE 

REASONABLE  RATES 

New  Selectemp  Moduloted  Steom  Heot  With  Filtered  Air 
For  Moximum  Comfort  and  Sofety 
Protected  Throughout  With  Automotic  Fire  Detection 
and  Alarm  System 

IRA  O.  WALLACE,  Administrotor 


PATRONIZE  THE  ADVERTISERS  IN 
THE  JOURNAL 
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All  the  benefits  of  prednisone 

and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress 


Multiple  Compressed  Tablets  of  ‘Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 
tress which  might  otherwise  become  an  obstacle 
to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specilkally  formulated  as  a “tablet 
within  a tablet”  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-inflammatory 
components. 


Prednisone  Buffered 


M UUTIPL-E 
Compressed 
Tablets 


and 


'Co-Hydeltra' 


Prednisolone  Buffered 

Supplied:  Multiple  Compressed  Tablets  of 
‘Co-Deltra’  and  ‘Co-HYDELTRA’,each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  300  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,  and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
30  tablets. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


*Co-Deltra’  and  ‘Co-Hydeltra* 

are  the  trademarks  of  Merck  & Co.,  Inc. 
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WAYSIDE  HOSPITAL 

168  North  Broadway 
Lexington,  Kentucky 

A private  psychiatric  hospital  for  men,  offering  modern  diagnostic  and 
treatment  procedures,  a luxurious  club-like  atmosphere,  and  a cordial  hos- 
pitality. 

Approved  By  American  Medical  Association 


STAFF 

H.  Halbert  Leet,  M.  D.  John  H.  Rompf,  M.  D. 

Carl  Wiesel,  M.  D.  Irving  A.  Gail,  M.  D. 

Edward  L.  Houchin,  Administrator 

Phone:  2-2050 


MEDICAL-DENTAL  BUSINESS  BUREAU,  INC. 

227  HEYBURN  BUILDING  — P.  O.  BOX  1465  WAbash  6725 

334  W.  BROADWAY 
LOUISVILLE,  KENTUCKY 

Gentlemen,  I am  interested  in  talking  with  you  about  the  subjects  checked  below. 


See  me  at  (address) 


on  (date) 


at  (hour) 


Doctor 

( ) Practice  Survey  and  Recommendations 

( ) Financial  Records  and  Reports 

( ) Professional  Management  Service 

{ ) Long-Term  Financial  Plaiming 

( ) Tax  Returns 

( ) Other: 


( ) Centralized  Bookkeeping 

(Statements  to  Patients) 

{ ) Pre-Collection  Program 

( ) Partnership  Formation 

( ) Sale  of  Practice 

( ) Collections 


OCULISTS’  PRESCRIPTIONS  EXCLUSIVELY 

MUTH  OPTICAL  COMPANY 

Prescription  Opticians 

We  maintain  our  own  manufacturing  and  grinding  laboratory 
665  S.  4th  Brown  Hotel  Building  Louisville  2 


Treating  alcoholism  and  other  problems  of  addiction 

REGISTERED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION - 
MEMBER  AMERICAN  HOSPITAL  ASSOCIATION. 


/cV 

TELEPHONE  6 6181 

Equipped  for  Surgery 

A PRIVATE  HOSPITAL  FOR  THE  TREATMENT  OF 

ELECTROENCEPHALOGRAPH— CLINICAL  LAIORA- 

PATIENTS  SUFFERING  FROM  MENTAL  ILLNESS. 
ALCOHOLISM  AND  DRUG  ADDICTION. 

TORT— EK6  AND  BMR  EQUIPMENT  — STEREO- 
SCOPIC X-RAY— HYDROTHERAPY 

On  The  Kratzrille  Road 

SEPARATE  BUILDINGS  FOR  DISTURBED  AND 

Albert  J.  Crevello,  M.  D. 

EVANSVILLE,  IND. 

CONVALESCENT  PATIENTS. 

Diplomite,  Ameriua  Boiril  of  Psychiitry  ft  Ncurolopy,  loc 

MEDICAL  DIRECTOR 
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in  arthritis 
and 

allied  disorders  . . . 


nonhormonal  anti  - arthritic 

BUTAZOLIDIN’ 

(brand  of  phenylbutazone) 

relieves  pain  • improves  function  • resolves  inflammation 


Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."' 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."’ 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazolidin 
in  rheumatoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lower  than  with  hormonal  therapy.’ 

(1)  Payne,  R.  W.;  Shetlar,  M.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.;  J.  Lab.  & 
Clin.  AAed.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.:  J.  Chron.  Dis. 
1 : 168,  1955.  (3)  Holbrook,  W.  P.;  M.  Clin.  North  America  39:405,  1955. 

Butazolidin®  (brand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 


Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  are  urged 
to  send  for  literature  before  instituting  therapy. 


GEIGY  PHARMACEUTICALS  Division  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
suss  In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all 
your  eligible  dependents. 


SECLUSION  MATERNITY 

FAIRMOUNT 

HOSPITAL 

FOR 

UNMARRIED 
GIRLS 
Est.  1909 

Private  sanitarium 
with  certified  obstet- 
rician in  charge.  All 
a <1  0 p t i 0 n s arrang- 
ed through  juvenile 
court.  Early  entrance 
•I  ilvised. 

Rates  reasonable.  In 
certain  case®;  work 
giveti  to  reduce  ex- 
]ienses. 


Write  for  Infonnuium 

HELEN  AMOS 
4911  East  271h  St. 
Kansas  City,  Mo. 


WANTED — General  Practitioner  who 
can  do  some  surgery,  anaesthesia  and 


: PHYSICIANS  CASUALTY 
AND  ^ 

HEALTH  ASSOCIATIONS  | 

OMAHA  2,  NEBRASKA 


obstetrics  with  a busy  General  Practi- 
tioner in  Western  Kentucky.  Guaran- 
tee, and  Commission  Basis.  Address: 
KSMA.  Box,  620  South  3rd  St.,  Louis- 
ville, Ky. 


/‘The  substitution  of  oral 
' . Neohydrin 

for  parenteral  meralluride 
' was  successfully 
accomplished  in  97  percent 
of  70  ambulatory 
clinic  out-patients  with 


v.r , 


, chronic  congestive 
heart  failure. 


W ‘ W.  E.;  Kahn,  S.  S.,  apd  Riser,  A.  B.: 

South.  M.  J.  47:105,  1954. 
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when  jour  patient 
complains  that  the  pain 
oj neuritis  is  unbearable, 

THORAZINE* 


will  help  you 
allay  his  si^ering 


‘Thorazine’ acts  not  byeliminating 
the  pain,  but  by  altering  the 
patient’s  reaction— enabling  him 
to  view  his  pain  with  a serene 
detachment.  Howell  and  his  as- 
sociates^  reported:  “Several  of 
[our  patients]  expressed  the  feeling 
that  [‘Thorazine’]  put  a curtain 
between  them  and  their  pain,  so 
that  whilst  they  were  aware  that 
the  pain  existed,  they  were  not 
upset  by  it.” 

Smith,  Kline  & French 
Laboratories,  Philadelphia 


‘Thorazine’  should  be  administered  diseriminatcly; 
and,  before  prescribing,  the  physician  should  be  fully 
conversant  with  the  available  literature. 


1.  Howell,  T.H.,  et  al.:  Practitioner 
773:172  (Aug.)  1954- 
*T.M.  Reg.  U.S.  Pat.  Off.  forchlorpro- 
mazine,  S.K.F. 
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maximum  efficacy  with  minimum  risk 

Terfonyl 

SQUIBB  METH-DIA-MER  SULFONAMIDES 


mg.  per  100  ml. 

T 


BLOOD  LEVELS  IN  MAN  ON  DOSAGE  OF  6 GM.  PER  DAY 


1 

A 



TE 

IFONYL 

SIN 

SLE  “SOLUBLE” 

SULFONAMIDE 

▼ 

DAYS 

6 

3 10 

- Mur  Lehr, 0.. Modern  Med.  23^11  Uan.  IS)  19SS. 


Terfonyl  is  absorbed  as  well  as  single  “soluble”  sul- 
fonamides, but  is  eliminated  at  a slower  rate.  For  this 
reason,  Terfonyl  blood  levels  are  much  higher. 

In  experimental  infections  (Klebsiella,  Pneumococcus, 
Streptococcus),  Meth-Dia-Mer  sulfonamides  have  been 
shown  to  be  from  three  to  four  times  more  effective 
on  a weight  basis  than  single  “soluble”  sulfonamides. 

Toxicity  is  minimal  because  normal  dosage  provides 
only  one-third  the  normal  amount  of  each  sulfonamide. 
The  body  handles  each  component  as  though  it  were 
present  alone,  although  therapeutic  effects  are  additive. 

Terfonyl  Tablets,  0.5  Gm.,  bottles  of  100  and  1000. 

Terfonyl  Suspension,  0.5  Gm.  per  5 ml.,  pint  bottles. 

0.167  Gm.  each  of  sulfamethazine,  sulfadiazine  and  sulfa- 
merazine  per  tablet  or  per  5 ml.  teaspoonful  of  suspension. 


Squibb 


Terfonyl'®  is  * souibb  trademark 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN® 

widely  used 
natural,  oral 
estrogdn' 


ayerst  laboratories 

New  York,  N.  Y.  • Montreal,  Canada 
® 5646 


PENICILLIN  UNITS/ML.  SERUM 


I' 
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TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES,  AND  ALCOHOLISM 


Members  cf  the  American  Hospital  Association  and  National  Association 
of  Private  Psychiatric  Hospitals 


Five  modern  buildings,  separate  for  men  and  women. 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Elec-tric  and  Insulin  Shock  treatments.  Psycho- 
th  erapy. 

L.  A.  liUTTERFIELD. 

Hospital  Administrator 
J.  F.  HALLER,  Manager 


Registered  nurses  and  trained  personnel.  Constant  medi- 
cal supervision.  Open  to  members  of  the  Medical  Associa- 
tion. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louisville, 
on  the  Louiiville-LaGrange  bus  line. 

T.  N.  KEINDE,  M.  D.,  Neuropsvchiatrist 
Medical  Director 

T.  J.  SMITH,  M.  D.,  Associate 


1 


Now!  Palatable  Oral  Suspension  Gives 
Higher,  Faster  Blood  Levels  than  Twice 
the  Dose  of  Injected  Procaine  Penicillin 
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■ PEN  *VEE*  Suspension, 
300,000  units 


Procaine  Penicillin  G, 

600,000  units  (one  injection) 


This  ready-mixed,  stable,  emd  plaasa| 
flavored  suspension  is  supplied  as  follows;  ] 
Vee*  Suspension,  300,000  units  per  5-GQ. 
spoonful,  bottles  of  2 fl.  oz.  Also  a^ 
PEN*VEE‘Ora/  Tablets,  200,000  units, 
bottles  of  36;  500.000  units._gcQred.  bottles  of  1 


Pen  Suspensi 


Benzathine  Penicillin  V Oral  Suspension 


ORAL  PENICILLIN 


1 2 4 

Hours  after  Administration 


H^WITH 

INJECTION  PERFORMANCE 
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All  the  benefits  of  prednisone 

and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress 


Multiple  Compressed  Tablets  of  ‘Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 
tress which  might  otherwise  become  an  obstacle 
to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specifically  formulated  as  a “tablet 
within  a tablet”  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-inflammatory 
components. 


Prednisolone  Buffered 


Multiple 


and 


Compressed 


'Co-Deltra' 


Prednisone  Buffered 


Tablets 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


Supplied : Multiple  Compressed  Tablets  of 
‘Co-Deltra’  and  ‘Co-Hydeltra’,  each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  .100  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
.10  tablets. 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 

are  ihe  trademarks  of  Merck  & Co..  Inc. 
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N e w ...imp  rove  d . . . 
“instant” 

Olac 

Powdered  high  protein  formula 

is  easier  to  use 


New,  improved  Olac  dissolves 
instantly  with  water , . . makes  a 
smooth,  good-tasting  formula  with 
the  briefest  shaking  or  stirring. 


...provides  satisfying,  growth-promoting 
feedings  for 

• full  term  bottle-fed  babies 

• prematures 

• supplementary  feedings  of  breast-fed  babies 

Olac’s  milk  protein  content  is  exceptionally  generous.  Its  fat  is  a 
single  highly  refined  vegetable  oil.  Curd  tension  is  now  reduced 
practical!}'  to  zero. 

Mead  products  and  services  are  designed  to  help 
you  in  the  varied  phases  of  infant  feeding 
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INDIANA, 
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pleasant-tasting  Chloromycetin  for  pediatric  use 


Your  young  patients  won’t  hit  the  war  path  at  medication  time  when  the  prescription  calls  for 
SUSPENSION  CHLOROMYCETIN  PALMITATE.  Its  appealing  custard  flavor  rates  it  as 
“good  medicine”  with  the  most  rebellious  braves. 


Good  medicine,  too,  for  a wide  variety  of  infections  in  infancy  and  childhood, 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  affords  rapid  recovery 
and  speedy  convalescence^ 

Because  of  its  liquid  form,  dosage  of  SUSPENSION  CHLOROMYCETIN  PALMITATE 
is  easily  adjusted.  That  it  needs  no  refrigeration  is  an  additional  convenience  to  every 
harassed  mother. 


£ V. 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately  or 
for  minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

■ supplied:  SUSPENSION  CHLOROMYCETIN  PALMITATE,  containing  the  equivalent  of 
•:125  mg.  of  Chloromycetin  in  each  4 cc.,  is  available  in  60-cc.  vials. 


PARKE,  DAVIS  & COMPANY  Detroit,  Michigan 
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gives  the  arthritic  patient  more  days  of  freedom 

from  joint  symptoms — in  many  patients  the 
anti-rheumatic  effect  persists  2 to  10  times  longer 
than  after  injection  of  hydrocortisone  acetate. 

Its  action  is  local  and  without  systemic  effect 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc, 


8UPPUIEO:  SALINE  SUSPENSION  HYDROCORTONE-T9A  — 25  MG./CC.,  VlALS  OF  5 CC. 


Meat... 

and  the  Rehabilitation  of 

Protein  Depleted  Patients 

Although  the  recommended  daily  allowance  of  one  gram 
of  protein  per  kilogram  of  body  weight  is  adequate  for  the  average  healthy 
adult,  ^ greater  amounts  may  be  needed  in  the  rehabilitation  of  patients 
depleted  in  protein  after  severe  infections,  mechanical  trauma,  burns,  or 
extensive  surgery.  ^ Protein  needs  for  tissue  regeneration  during  convales- 
cence are  high. 

To  speed  rehabilitation  of  the  protein  depleted  patient,  top  quality 
protein  and  calories  should  be  given  in  generous  quantity.^  However,  a 
high  protein  intake,  130  grams  daily,  at  best  induces  a slow  response.^ 
Intakes  at  3 or  4 times  that  level  may  produce  considerably  more  rapid 
gain  in  weight,  strength,  and  morale.^’®  If  mastication  and  swallowing  are 
difficult,  canned  strained  meats — such  as  used  in  infant  feeding — may  be 
used  to  advantage  in  the  high  protein  diet.^ 

Lean  meat,  outstanding  in  contained  top  quality  protein,  may  well 
be  made  the  keystone  of  the  high  protein  diet.  Its  abundance  of  vitamin 
B complex  and  essential  minerals — iron,  phosphorus,  potassium,  and  mag- 
nesium— adds  to  its  therapeutic  value.  Important  also  are  its  appetite 
appeal,  its  easy  digestibility,  and  its  virtual  freedom  from  allergenic 
properties. 

1.  Recommended  Dietary  Allowances,  Washington,  D.  C.,  National  Academy  of  Sciences — 
National  Research  Council,  Publication  302,  1953. 

2.  Co  Tui:  Review:  The  Fundamentals  of  Clinical  Proteinolog^y,  J.  Clin.  Nutrition  7:232  (Mar.- 
Apr.)  1953. 

3.  Keys,  A.;  Brozek,  J.;  Henschel,  A.;  Mickelsen,  O.,  and  Taylor,  H.  L.:  The  Biology  of  Human 
Starvation,  Minneapolis,  Univ.  of  Minnesota  Press,  1950. 

4.  Burger,  G.  C.  E.;  Drummond,  J.  C.,  and  Sandstcad,  H.  R.:  Malnutrition  and  Starvation  in 
Western  Netherlands,  The  Hague  General  State  Printing  Office,  1948,  Part  II,  p.  91. 

5.  Co  Tui;  Kuo,  N.H.;  Chuachiaco,  M.,  and  Mulholland,  J.H.:  The  Protein  Depletion  (Hypo- 
proteinia)  Syndrome  and  Its  Response  to  Hyper-Proteinization,  Anesth.  & Analg.  28'A 
(Jan. -Feb.)  1949. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago.. .Members  Throughout  the  United  States 
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Reduces  Muscular  Tension 


Electromyography  shows  decisive  response 


MEPROBAMATE 
(2-methyl-2-n-propyl-l,3-propanediot  dicarbamate) 
Licensed  under  U S Patent  No.  2,724,720 


Electromyographic  study  of  neuromuscular  hyper- 
activity in  42-year-old  male  with  anxiety-tension  syn- 
drome. A,  Before  EQUAN I L;  action  potential  of  high 
ampNtude  and  frequency.  B,  After  one  week  of 


ambulatory  treatment  with  EQUANIL;  showing  def- 
inite reduction  in  tension,  greater  ability  to  relax, 
and  marked  improvement  in  muscular  coordina- 
tion. C,  Point  where  patient  makes  effort  to  relax.* 


® 

Philadelphia  1,  Pa. 


The  remarkable  effectiveness  of  Equanil  may 
be  demonstrated  in  two  ways.  One  is  by  its 
ability  to  relieve  muscle  spasm  and  neuromus- 
cular tension.^  The  second  is  by  its  abibty  to 
rebeve  mental  tension  and  anxiety. 

Usual  dosage:  1 tablet  t.i.d.  The  dose  may  be  adjusted 
either  up  or  down,  according  to  the  clinical  response  of 
the  patient. 

Supplied:  Tablets,  400  mg.,  bottles  of  50. 

1.  Dickel,  H.A.,  et  al.:  West.  J.  Surg.,  April,  1956. 

anti-anxiety  factor 
with  muscle-relaxing  action 
. . . relieves  tension 


*Trademari( 


The  corporate  practice  of  medicine  is  rapidly  becoming  a torrid 
issue.  At  the  moment  we  have  not  resolved  its  proper  definition. 
But  regardless  of  the  final  definition,  there  is  now  being  injected 
into  the  distribution  of  medical  services,  a third  party — between 
the  physician  and  the  patient. 

This  means  that  the  federal,  state,  county  or  city  government — 
the  insurance  companies — the  labor  unions  — the  group  doctors 
hiring  for  salary  younger  physicians  — the  hospitals  — business 
groups — Blue  Shield — and  others  are  bargaining  with  future  pa- 
tients for  prepaid  fees  to  supply  necessary  medical  care  if,  as  and 
when  needed. 

The  pressure  of  this  thing  has  been  mounting  ever  since  Henry 
Ford  established  his  hospital  in  Detroit  30  years  ago  and  the  Mayos 
organized  their  clinic  with  large  salaries  paid  to  their  early  men, 
the  profit  going  into  the  finally  great  Mayo  Foundation. 

Do  we  wish  this  trend  to  become  the  real  pattern  of  practice? 
It  may  well  be  if  ‘laissez  faire’  is  to  be  the  attitude  we  take  as  a 
Kentucky  State  Medical  Association. 

If  we  do  not  wish  it,  what  steps  are  necessary  to  change  or  com- 
pletely block  this  corporate  practice? 

You  think  it  over,  please.  Bring  out  in  papers,  letters,  resolu- 
tions, discussions  and  actions  the  various  plans  which  may  be  rea- 
sonable and  right. 

We  make  no  suggestions  here  editorially,  yet.  Our  thinking  is 
a bit  advanced  and  would  require  much  readjustment  of  personal 
freedom  within  our  great  association.  Therefore  we  will  welcome 
all  ideas  and  thoughts  about  the  matter  of  corporate  practice. 


Gant  Gaither,  M.D. 
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Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

• REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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GYIETONE  REPETABS 

Combined  estrogen-androgen  therapy 
provides  the  steroid  support  necessary 
for  maximum  physical  and  mental 
function  in  both  males  and  females  who 
would  enjoy  vigorous  living  in  the  years 
beyond  60.  With  GYNETONE  REPETABS, 
optimally  balanced  estrogen-androgen, 
increased  vitality  as  well  as 
elevation  of  mental  and  emotional 
levels  often  follow  therapy  and  help 
to  keep  the  aging  patient  a productive 
and  useful  member  of  society. 


also  valuable  in:  osteoporosis  • protein  depletion  • menopause 
■ eng  ;or  i.  l - i ized  " : erapy 

Gynetone  Repetabs  “.02”:  Ethinyl  Estradiol  U.S.P.  0.02  mg. 
plus  5 mg.  Methyltestosterone  U.S.P. 

Gynetone  REPETABS  “.04”:  Ethinyl  Estradiol  U.S.P.  0.04  mg. 
plus  10  mg.  Methyltestosterone  U.S.P. 

Gynetone,®  combined  estroeen-androgen. 

Repetabs.®  Repeat  Action  Tablets.  sr  j 


May  1956 


The  Journal  of  the  Kei 


two  strengths 

0.02  mg.  ethinyl  estradiol  plus  5 mg.  Methyl  testosterone  U.S.P. 
0.04  mg.  ethinyl  estradiol  plus  10  mg.  Methyltestosterone  U.S.P. 

Gynetone,®  combined  estrogen-androgen. 

Repetabs,®  Repeat  Action  Tablets.  ct-j.6i-256 


REPETABs  standard 

for  therapeutic 
convenience 

daylong  relief  from  a single  dose 

Chlor-Trimeton  Repetabs  8 and  12  mg. 

Prantal  Repetabs  100  mg. 

Gynetone  Repetabs  “.02”  and  “.04” 

Chlor-Trimeton®  Maleate,  brand  of  chlorprophenpyridamine  maleate. 
Prantal®  Methylsulfate,  brand  of  diphemanil  methylsulfate. 
Gynetone,®  combined  estrogen-androgen. 

Repetabs,®  Repeat  Action  Tablets. 


M-J62-3S< 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
15)^  Bottle  of  24  tablets  {2M  grs.  each). 


i 

i 

i 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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SURGERY  IN  WORLD  WAR  II;  VASCULAR  SURGERY: 
from  the  Medical  Department  of  the  United  States  Army. 
Edited  by  Daniel  Elkin,  M.D.,  and  Michael  DeBakey,  M.D.; 
Superintendent  of  Documents,  U.  S.  Government  Printing 
Office,  Washington  25,  D.  C.:  $4.25. 

An  entire  volume  is  devoted  to  a reasonably  com- 
plete accounting  of  the  complications  which  followed 
combat  incurred  vascular  injuries  in  casualties  evac- 
uated to  the  Zone  of  the  Interior  as  well  as  an  ac- 
counting of  the  peripheral  vascular  disorders  ob- 
served in  Army  personnel  during  World  War  II. 
Edited  by  two  surgeons  whose  achievements  in  vascu- 
lar surgery  are  well  known,  Daniel  C.  Elkin,  M.D., 
Michael  E.  DeBakey,  M.D.,  the  16  chapters  in  this 
book  are  written  by  eight  authorities  in  the  field  of 
vascular  disease  and  vascular  surgery. 

Extremely  worth-while  are  the  sections  on  evalua- 
tion of  the  vascular  status  in  the  traumatic  and  non- 
traumatic  lesions  of  the  blood  vessels,  acute  battle 
incurred  injuries,  and  technical  considerations  in  the 
exposure  of  blood  vessels.  Considerable  emphasis  is 
understandably  placed  on  a detailed  physical  exami- 
nation of  these  patients.  Various  tests,  such  as  skin 
temperature  determinations,  oscillometry,  venous 
pressure  determinations,  and  circulation  times,  which 
required  special  equipment,  for  the  most  part  proved 
ancillary  and  revealed  little  that  could  not  be  elicited 
by  physical  examination.  Arteriography  during  this 
period  was  performed  using  thorotrast  or  diodrast. 
Two  of  the  three  vascular  centers  used  arteriography 
occasionally  or  not  at  all. 

When  compared  today  with  the  increasing  use  of 
artery  homografts  and  vessel  prostheses,  the  small 
number  of  cases  of  arterial  injury  and  arteriovenous 
fistula  in  which  repair  during  World  War  II  was  ac- 
complished with  the  use  of  vein  grafts  and  prosthetic 
devices  reflect  the  progress  made  in  this  field  since 
that  time.  Anticoagulants  were  used  sparingly.  Both 
heparin  and  dicumarol  were  available. 

•A  major  portion  of  the  volume  is  devoted  to  arteri- 
ovenous fistula.  This  is  quite  understandable  in  deal- 
ing with  military  surgery  but  the  subject  is  discussed 
out  of  proportion  when  compared  with  everyday 
civilian  experiences. 

Of  the  3,778  patients  with  vascular  conditions  ob- 
served at  the  vascular  centers  during  World  War  II, 
7.3  per  cent  had  thromboangiitis  obliterans.  The  im- 
portance of  permanent  abstinence  from  tobacco  with 
this  disease  was  emphasized  at  length.  Arteriosclerosis 
of  the  peripheral  vessels  sufficient  to  produce  symp- 
toms was  reported  in  55  patients. 


Valuable  bibliographic  references  are  listed 
throughout  the  book,  139  alone  in  the  chapter  on 
acute  arterial  injuries. 

This  book  should  be  of  interest  to  any  physician 
interested  in  vascular  disease  and  is  particularly 
recommended  for  those  who  occasionally  deal  with 
acute  vascular  injuries. 

J.  Herman  Mahaffey,  M.D. 


CHRISTOPHER'S  TEXTBOOK  OF  SURGERY:  Editor — Loyal 
Davis,  M.  D.:  Sixth  Edition:  1484  Pages:  $15.50:  W.  B. 
Saunders  Co. 

The  new  Davis-Christopher’s  “Textbook  of  Surg- 
ery” is  the  sixth  edition  of  one  of  several  such  stand- 
ard inclusive  American  textbooks.  The  present  edi- 
tion is  almost  completely  new.  As  a matter  of  fact, 
except  for  the  name  on  the  cover  and  the  fact  that 
the  35  chapters  have  been  written  by  87  nationally 
known  authorities,  the  text  is  completely  new  rather 
than  merely  re-written  or  re-edited. 

The  usual  textbook  of  surgery  is  either  written  by 
one  man,  with  the  assistance  of  a very  few  co- 
authors, or  is  written  as  this  one,  with  a different 
author  for  each  chapter  or  sub-chapter.  The  defi- 
ciency of  the  former  type  of  book  is  that  it  is  limited 
by  the  experience,  knowledge,  and  opinions  of  the 
few  contributors.  In  the  latter  case,  it  is  likely  to  be  a 
discontinuous  hodgepodge  of  surgical  information. 
Neither  of  these  deficiencies  is  true  of  the  Davis- 
Christopher  text.  Dr.  Davis  has  completely  rear- 
ranged the  chapter  outlines  so  that  there  is  just  as 
much  continuity  as  if  the  book  were  written  by  a 
single  author,  and  the  chapters  are  neatly  fitted  to- 
gether. 

The  text  is  complete  enough,  including  sub-special- 
ties of  surgery,  so  that  it  might  adequately  serve  as 
almost  the  sole  text  in  the  surgical  field  for  a medi- 
cal student.  For  the  general  practitioner  or  internist 
who  wishes  to  keep  abreast  of  the  latest  in  all 
branches  of  surgery,  not  only  for  his  own  interest, 
but  so  that  he  may  intelligently  discuss  surgical 
procedures  with  surgical  consultants,  it  should  prove 
invaluable.  For  the  general  surgeon  or  surgical  spe- 
cialist, it  gives  excellent  review  of  modern  surgical 
thought  and  practice  in  all  fields  of  surgery,  includ- 
ing his  own.  In  summary,  it  may  be  said  that  I can- 
not think  of  a practitioner  who  would  not  benefit 
from  having  this  volume  in  his  library. 

R.  Arnold  Griswold,  M.D. 
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All  the  benefits  of  prednisone 

and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress 


Multiple  Compressed  Tablets  of  ‘Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 
tress which  might  otherwise  become  an  obstacle 
to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specifically  formulated  as  a “tablet 
within  a tablet”  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-i^ammatory 
components. 


Multiple 

Compressed 

Tablets 


Prednisone  Buffered 


and 


'Co-Hydeltra' 


Philadelphia  I,  Pa. 

^ Division  of  Merck  & Co.,  Inc. 


Prednisolone  Buffered 

Supplied!  Multiple  Compressed  Tablets  of 
‘CoDeltra’  and  ‘Co-Hydeltra’,  each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  300  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,  and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
30  tablets. 

‘Co-Dbltra’  and  ‘Co-Hydeltra’ 

are  the  trademarks  of  Merck  & Co..  Inc. 
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SOCIALIZED 

MEDICINE 

May  never  come,  but  . . . Socialized 
Insurance  is  here  to  stay,  and  it  has 
created  a sizable  Estate  Handicap 
against  the  physician. 

In  the  case  of  a young  doctor  with 
young  children,  this  economic  pen- 
alty may  be  as  high  as  $40,000.00 

But  there  is  a solution,  and  the  cost 
is  no  greater  than  the  Social  Security 
Tax.  Write  now  for  complete  in- 
formation 


W.  R.  LONG  & ASSOCIATES 

1534  Bardstown  Road — Louisville,  Ky. 

^ ithout  obligaiton  to  me  I would  like  to  have 
more  inforniatiou  about  the  solution  to  the 
Social  Security  problem  of  the  young  doctor. 
I am  in  good  health  and  was 

born  

Month  Day  \ ear 

Name 

Add  ress  


HAND  SURGERY  IN  WORLD  WAR  II;  Edited  by  Sterling 
Bunnell,  M.  D.:  Office  of  the  Surgeon  General,  Deportment 
of  the  Army.  419  pages:  1955.  $3.75. 

This  book  is  edited  by  Sterling  Bunnell,  M.D.,  who 
in  1944  was  appointed  a special  civilian  consultant  to 
the  Secretary  of  War  to  develop,  guide  and  integrate 
the  field  of  hand  surgery  in  military  hospitals. 

The  book  has  419  pages.  There  are  13  authors, 
each  of  whom  tells  his  own  story  and  recounts  his 
activities  in  the  military  center  to  which  he  was  as- 
signed. There  is  some  repetition  of  subject  material, 
which  actually  adds  to  the  value  of  the  book  since  it 
presents  a more  composite  picture. 

All  serious  hand  injuries  during  World  War  II 
were  concentrated  in  nine  General  Hospitals.  The 
management  of  hand  surgery  at  these  centers  was  di- 
rected by  men  with  special  training  in  hand  surgery. 

To  quote  Dr.  Bunnell,  “Hand  surgery  should  be 
carried  out  as  a special  service.  The  surgeon  responsi- 
ble for  the  hand  should  control  the  composite  situa- 
tion. unhampered  by  anatomic  limitations,  so  that  he 
might  approach  the  problem  from  the  functional 
standpoint.  The  hand  surgeon  must  work  from  the 
elbow  down  in  three  overlapping  specialties:  plastic, 
orthopedic  and  neurosurgery.  The  hand  is  so  intricate 
in  structure  that  if  dissected  in  turn  by  three  different 
specialists  it  is  likely  to  be  wrecked  beyond  repair. 
The  bones,  joints,  muscles,  tendons,  nerves  and  skin 
are  all  parts  of  a composite  mechanism  in  the  func- 
tion of  the  hand  and  they  can  best  be  repaired  by  the 
surgeon  who  assumes  responsibility  for  the  whole. 
Hand  surgery  is  an  area  speciality,  not  a tissue 
special.” 

This  theme,  quoted  from  Dr.  Bunnell,  carries 
through  the  book.  Optimum  time  for  surgery,  tech- 
nique of  operative  procedures,  correct  splinting  and 
rehabilitation  are  described  for  many  types  of  in- 
juries. 

Experience  taught  that  the  early  closure  of  injuries 
to  hands  is  essential  for  recovery  of  good  function. 
The  initial  therapy  had  to  be  performed  in  the  for- 
ward areas.  Since  several  days  elapsed  prior  to  evacu- 
ation of  these  injured  patients  to  a hand  center,  most 
of  the  text  is  concerned  with  reconstructive  surgery 
of  the  hand  rather  than  definitive  primary  care  of  the 
wound. 

Two  hundred  and  twenty  three  illustrations  are 
utilized  to  portray  splints,  operative  procedures,  and 
results. 

1 he  book  is  an  excellent  adjunct  to  the  library  of 
physicians  who  frequently  encounter  hand  injuries. 

Harold  E.  Kleinert,  M.D. 
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clinical 

advantages 

with 


• rapid  absorption  and  distribu* 
tion  to  all  parts  of  the  body 

• prompt,  broad-spectrum  action 
against  infections  caused  by 
gram-positive  and  gram-negative 
bacteria,  spirochetes,  certain 
large  viruses  and  protozoa 

• minimal  incidence  of  adverse 
reactions 

• available  in  a wide  selection  of 
convenient  dosage  forms  for  oral, 
parenteral  or  topical  use 

Tetracycline  the  nucleus  of 

modern  broad-spectrum  activity  discov- 
ered and  identa'fied  by  Pfizer  scientists 


Pfizer  Laboratories- 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


Orantf 


POLYMYXIN  B-BACITRACIN  OINTMENT 


to  ofodctAi  hjuwi-obeSmc 
6n& 


For  topical  use:  in  '/a  oz.  and  1 02.  tubes. 
For  ophthalmic  use:  in  '/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  n.  V. 
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looked  over  often... 


the  patient  with  nonspecific  rheumatism 

NOW— thoroughgoing  relief  with 


New 

SlQMAGCN 


TABLeTS 

bining 

Prednisone 0.75  mg.  —best  of  the  new 

Acetylsalicylic  acid  . . . 325  mg.  —best  of  the  old 
Ascorbic  acid 20  mg. 


Aluminum  hydroxide  . . 75  mg. 

antirheumatic  • anti-inflammatory  • analgesic  • supportive 


Combined  effectiveness  of  the  antirheumatic 
agents  in  Sigmagen  permits  maintenance  of  clinical 

relief  at  minimal  dosages. 


Sigmagen.*  brand  of  corticoid-analgesic  compound. 

•t.m. 


Washington,  D.  C. — Among  a growing  list  of 
health  measures  receiving  active  consideration  this 
Congress  are  two  bills  that  have  very  good  chance  of 
becoming  law  before  adjournment  this  summer.  That 
both  measures  have  bi-partisan  support  is  an  impor- 
tant factor  in  this  election-charged  year. 

Most  advanced  in  the  legislative  process,  having 
passed  the  Senate  before  the  Easter  recess,  is  the 
national  morbidity  survey  proposal.  The  other  bill, 
which  also  originated  in  the  Senate,  is  the  National 
Library  of  Medicine  plan.  Both  are  indorsed  by  the 
Eisenhower  Administration. 

There  has  been  no  national  study  of  the  extent  of 
sickness  and  disability  since  the  rather  inadequate 
survey  made  in  1936  by  the  WPA.  A series  of  special 
and  continuing  surveys  under  auspices  of  the  U.  S. 
Public  Health  Service,  accordingly  will  fill  “a  very 
great  need,”  Senator  Hill,  one  of  the  bill’s  sponsors, 
informed  the  Senate. 

Secretary  Folsom  of  the  Department  of  HEW  de- 
scribes the  lack  of  morbidity  data  as  “woeful.”  Na- 
tionwide data  on  the  incidence,  cause  and  duration  of 
sickness  and  disability  are  basic,  Mr.  Folsom  has 
pointed  out,  to  efforts  in  improving  voluntary  health 
insurance. 

The  Senate  agreed  and,  after  writing  in  an  amend- 
ment that  would  assure  the  conduct  of  surveys  on  a 
non-compulsory  basis,  the  bill  passed  without  a dis- 
senting voice.  The  measure  then  went  to  the  House 
Interstate  and  Foreign  Commerce  Committee.  The 
American  Medical  Association  indorses  the  survey 
idea. 

The  National  Library  of  Medicine  bill  sponsored  by 
Senators  Hill  and  John  Kennedy  is  an  outgrowth  of 
one  of  the  Hoover  Commission  recommendations.  The 
medical  task  force  proposed  that  the  Armed  Forces 
Medical  Library  be  reconstituted  as  the  National  Li- 
brary and  placed  under  the  Smithsonian  Institution. 
The  Hill-Kennedy  bill  differs  from  the  Commission 
in  one  major  respect:  it  would  establish  the  Library 
as  an  independent  agency. 

Sentiment,  meanwhile,  has  developed  for  placing  the 
Library  in  the  Department  of  HEW,  under  Public 
Health  Service  supervision.  This  was  supported  by  the 
Administration,  and  the  American  Medical  Associa- 
tion urged  immediate  start  on  construction.  Almost 
two  years  ago,  before  the  question  arose  of  a National 
Library,  the  AMA  House  of  Delegates  foresaw  the 
need  for  housing  the  Armed  Forces  Library  in  more 
adequate  quarters. 

The  bill’s  sponsors  pointed  out  that  the  AMA  in 
June  of  1954  had  found  that  “the  irreplaceable  col- 
lections of  the  Armed  Forces  Medical  Library  are 


now  housed  in  a 67-year-old  building  totally  unsuit- 
able for  the  purpose  by  reason  of  its  inadequate  size, 
poor  state  of  repair,  susceptibility  to  fire  hazard  and 
general  inadaptability  to  efficient  operations.  . .” 

Both  Senators  made  this  additional  point:  so  long 
as  it  remains  in  the  Defense  Department,  the  Library 
simply  cannot  compete  for  funds  against  the  needs 
and  demands  of  those  activities  directly  related  to 
national  defense. 

A major  development  in  the  long  legislative  his- 
tory of  the  House-approved  bill  to  open  up  the  social 
security  system  to  cash  disability  payments  was  the 
testimony  of  Secretary  Folsom  to  the  Senate  Finance 
Committee. 

In  a 3-hour  appearance  as  the  101st  and  final  wit- 
ness, Mr.  Folsom  warned  against  enactment  on  the 
disability  portion  of  the  bill  as  well  as  the  plan  to 
lower  the  retirement  age  of  women  from  65  to  62. 

Disability  payments  at  age  50,  Mr.  Folsom  de- 
clared, present  “grave  uncertainties”  and  “potential 
heavy  costs  to  all  social  security  taxpayers.”  A ma- 
jority of  the  witnesses  heard  during  the  extended 
hearings  opposed  this  section  of  the  bill,  H.R.  7225. 

* >:s  '-ii  * * 

On  the  eve  of  the  launching  of  the  1956  Cancer 
Crusade,  the  Food  and  Drug  Administration  issued 
its  first  public  warning  of  this  type  in  several  years 
against  the  cancer  treatment  fostered  by  Harry  M. 
Hoxsey.  FDA  said  long  and  thorough  study  by  it  and 
the  National  Cancer  Institute  has  produced  “no 
scientific  evidence  that  the  Hoxsey  treatment  has  any 
value  in  the  treatment  of  internal  cancer.”  FDA  said 
Hoxsey  operates  clinics  at  Dallas,  Tex.,  and  Portage, 
Pa. 

sJs  J*!  ♦ Jft 

NOTES: 

Surgeon  General  Leonard  Scheele  has  been  con- 
firmed by  the  Seriate  for  a third  4-year  term  as  head 
of  the  U.S.  Public  Health  Service  . . . Chairman 
Priest  of  the  House  Interstate  and  Foreign  Commerce 
Committee  has  introduced  a bill  transferring  from 
the  Civil  Aeronautics  Board  to  the  Civil  Aeronautics 
Authority  all  medical  aspects  of  civil  aviation,  in- 
cluding pilot  examinations.  It  also  authorizes  a re- 
search program  for  the  proposed  Office  of  Civil  Avia- 
tion Medicine  . . . PHS  says  the  production  of  the 
Salk  poliomyelitis  vaccine  is  improving.  It  is  now 
practical,  added  PHS,  for  doctors  to  use  their  avail- 
able vaccine  for  first  injections,  and  to  count  on  re- 
ceiving new  supplies  by  the  time  second  shots  are 
due  . . . PHS  Division  of  International  Health,  Wash- 
ington 25,  D.  C.  has  a number  of  openings  for  phy- 
sicians in  foreign  posts. 
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Announcing 
Revision  of 
N.N.R,  Monograph  for 


LYN 

dihydroxy  aluminum  aminoacetate 


On  the  basis  of  considerable  in  vitro 
evidence  accumulated  over  a period  of 
seven  years,  the  Council  on  Pharmacy 
and  Chemistry  has  revised  the  orifijinal 
Alglyn  monograph  acknowledging  that 


this  most  recent  form  of  aluminum  ant- 
acid therapy  is  as  active— In  Tablet 
Form — as  the  various  aluminum  hydrox- 
ide preparations  are  in  Liquid  form: 


“Dihydroxy  aluminum  aminoacetate  . . . shares  the  properties  of  the  alumi- 
num hydroxide  gel  preparations.  In  vitro  studies  indicate  that  the  buffering 
action  of  dihydroxy  aluminum  aminoacetate  in  tablet  form  is  comparable  to 
that  of  the  liquid  preparations  of  aluminum  hydroxide  gel  when  copipared 
on  the  basis  of  equivalent  aluminum  content.” 


Alglyn  Tablets,  0.5  Cm.  dihydroxy 
aluminum  aminoacetate,  are  supplied  in 
bottles  of  100  (white).  Your  patients  will 
welcome  the  change  from  liquid  antacid 
preparations  to  easy-to-take  convenient, 
lightly-flavored  Alglyn  Tablets*. 

Also  supplied  in  combination  with 
spasmolytic  and  sedative  therapy  as 


IVIalglyn  Compound,  each  tablet 
contains  dihydroxy  aluminum  aminoace- 
tate,  0.5  Cm.,  belladonna  alkaloids,  0.162 
mg.,  phenoharhital,  16.2  mg.,  per  tablet, 
bottles  of  100.  (pink);  and  as  Belglyn, 
dihydroxy  aluminum  aminoacetate,  0.5 
Cm.,  belladonna  alkaloids,  0.162  mg.,  per 
tablet,  bottles  of  100  (yellow). 


Reprint  of  recent 
in  vivo  studies  avail- 
able on  request 


1.  Rossett,  N.E.  and  Rice,  M.L.,  Jr.:  Gastroenterology,  26:490, 1954. 

' Rising,  L.W.;  J.  Am.  Pharm.  Assoc.,  Scientific  Edition, 

38:586,  1949. 


PHARMACEUTICAL.  COMPANY 

CHATTANOOGA  9,  TENNESSEE 


Medical  Association  • May  L956 
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All  the 


Multiple 

Compressed 

Tablets 


Multiple  Compressed  Tablets  ‘Co-Deltra’  and  ‘Co- 
Hvdeltra’  are  unique  among  the  dosage  forms  of  the 
newer  steroids,  because  they  are  specifically  designed 
as  a tablet  within  a tablet  to  provide  stability  and  to 
release  in  sequence,  antacid  and  anti-inflammatory 
agents  . . . 

1.  the  outer  layer  of  antacids  (aluminum  hydroxide  gel 
and  magnesium  trisilicate)  comes  into  contact  with  the 
gastric  mucosa  first  . . . and  after  it  is  completely 
dissolved  . . . 

2.  the  hitherto  intact  inner  core  containing  the  anti- 
inflammatory agent  (either  prednisone  or  predniso- 
lone) then  begins  to  release  its  full  therapeutic  poten- 
tial . . . and  not  before. 

eltra 

PrcdnlsoiM  Bufforad 
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benefits  of  prednisone 


and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress... 


A reportedly  higher  incidence  of  gastric  dis- 
tress in  patients  receiving  the  newer  steroids 
prednisone  and  prednisolone  indicates  the 
desirability  of  co-administering  non-systemic 
antacids.' 

To  help  the  physician  cope  with  this  prob- 
lem of  gastric  distress  which  might  other- 
wise become  an  obstacle  to  therapy  with  the 
newer  steroids  . . . Multiple  Compressed 
Tablets  ‘Co-Deltra’  (Prednisone  Buffered) 

‘Co-Deltra’  and  ‘Co-Hydeltra’ 
are  trade-marks  of  Merck  & Co.,  Inc. 


and  ‘Co-Hydeltra’  (Prednisolone  Buffered) 
are  now  available. 

‘Co-Deltra’  and  ‘Co-Hydeltra’  are  now 
available  in  bottles  of  30  on  your  prescrip- 
tion. Each  Multiple  Compressed  Tablet 
contains : 

Prednisone  or  Prednisolone,  5 mg.;  300 
mg.  of  dried  aluminum  hydroxide  gel,  U .S.  P. , 
and  50  mg.  of  magnesium  trisilicate. 

1.  Bollet,  A.  J.,  Black,  R.,  and  Bunim,  J.  J. : J.A.M.A.  1S8: 
459,  June  11,  1955. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 
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ivith  the 

lEW  easy  to  follow 

lOICE-OF-fOODS 

MET  list  CHART 

developed  by 

fOOO  EDUCATION  DEPT. 


I New  Booklet  Available  to  Aid 
Management  of  Overweight  Patients  | 


CHAS.B.KNOXOnA'i'*'«“'“’' 

JOHNSTOWN,  N.Y. 


The  1955  edition  of  the  well-known  Knox  “Eat- 
and-Reduce”  booklet  eliminates  calorie  counting 
for  your  obese  patients.  This  year’s  edition  is 
based  on  the  use  of  Food  Exchange  Lists'  which 
have  proved  so  accurate  in  the  dietary  manage- 
ment of  diabetics.  These  lists  have  been  adapted 
to  the  dietary  needs  of  patients  who  must  lose 
weight. 

The  first  18  pages  of  the  new  booklet  present  in 
simple  terms  key  information  on  the  use  of  Food 
Exchanges  (referred  to  in  the  book  as  Choices). 

In  the  center,  double  gatefold  pages  outline  color- 
coded  diets  of  1200,  1600,  and  1800  calories  based 
on  the  Food  Exchanges.  Physicians  will  find 
these  diets  easy  to  revise  to  meet  the  special 
needs  of  individual  patients. 

To  help  patients  persevere  in  their  reducing  i 


plans,  the  last  14  pages  of  the  new  Knox  booklet 
are  devoted  to  more  than  six  dozen  tested,  low- 
calorie  recipes.  Please  use  the  coupon  below  to 
obtain  copies  of  the  new  “Eat-and-Reduce”  book- 
let for  your  practice. 

1.  Developed  by  the  U.  S.  Public  Health  Service  assisted  by  committees  of 
The  American  Diabetes  Assn..  Inc.  and  The  American  Dietetic  Assn. 

Chas.  B.  Knox  Gelatine  Co.,  Inc.  ■ 

Professional  Service  Dept.  S.  J.-17  ■ 

Johnstown,  N.  Y.  * 

I 

Please  send  me copies  of  the  netv  illustrated  | 

Knox  "’Eat-and-Reduce"  booklet  based  on  Food 
Exchanges. 

I 
■ 
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your  patient  should  not  be 


during  "rest  periods" 


YOUR  PATIENT  NEEDS  AN 


ORGANOMERCURIAL 


When  a diuretic  must  evoke  acidosis  to  be  effective,  continued 
administration  without  dosage  limitation  results  in  refractoriness. 
Other  diuretics  may  require  interrupted  dosage  to  avoid  gastro- 
intestinal irritation. 

But  the  sustained  diuresis  achieved  by  the  organomercurials  never 
necessitates  routine  “rest  periods”  because  of  their  mode  of  action. 


BRAND  OF  C H L O R M E R O D R 1 N <ie.3  mg.  of  3-ch  lorome  rcur  i -2- m et  hox  y- propy  lu  r e a 

EQUIVALENT  TO  10  HG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure  mercuhydrin®  sodium 


TABLET 


RIN 


BRAND  OF  MERALLURIDE  INJECTION 


LAKESIDE 
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DOCTORS  EVERYWHERE  NOW  KNOW  WHY 


Professional  men  who  have  studied  the 
microscopic  analysis  of  the  Viceroy  filter 
now  know  why  the  Viceroy  taste  is 
smoother— never  rough.  Only  Viceroy  has 
20,000  tiny  filters  in  every  tip— twice  as 


many  filters  as  the  other  two  largest-selling 
filter  brands.  That  is  why  Viceroys  are 
smoother  by  far— never,  never  rough.  That 
is  why  so  many  doctors  now  smoke  and 
recommend  Viceroys. 


Yes,  smoother  taste  because  there  are 

TWICE  AS  MANY  FILTERS 
IN  EVERY  VICEROY  TIP 

as  the  other  two  largest-selling  filter  brands! 


Viceroy’s  exclusive  filter  is  made  from 
pure  cellulose— soft,  snow-white,  natural! 


Viceroy 

filter 

CIGARETTES 

KING-SIZE 
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continuing  benefits 

for  successful  corticosteroid  therapy 

METICORTELONE 

(PREDNISOLONE) 


• therapy  usually  undisturbed  by  sodium  retention, 
edema,  weight  gain 

• excellent  relief  of  arthritic  pain,  swelling, 
tenderness 

• spares  patients  salt-poor  diets 

• up  to  5 times  as  potent  as  hydrocortisone 

Available  as  1,  2.5,  and  5 mg.  tablets;  2.5  and  5 mg.  capsules 
METICORTELONE,*  brand  of  prednisolone.  *T.  M.  ml.j  ee.rse 


Provides  complete  control 


(crystalline  DIGITOXIN,  LILLY) 


Available  in  scored 
tablets  of  0.05  mg.  (orange), 
0.1  mg.  (pink),  0.15  mg. 
(yellow),  and  0.2  mg. 

(white)',  and  in 
1-cc.  and  10-cc.  ampoules, 
0.2  mg.  per  cc. 


permits  accurate  dosage  titration 

to  produce  the  maximum  therapeutic  effect 

Since  initial  digitalization  and  maintenance  dosage  must  be 
carefully  individualized,  'Crystodigin’  fulfills  the  important  re- 
quirements of  a preferred  digitalis.  'Crystodigin’  is  a crystalline- 
pure,  uniformly  potent  single  glycoside  that  is  completely  ab- 
sorbed in  the  gastro-intestinal  tract.  With  'Crystodigin,’  the 
maximum  therapeutic  effect  can  he  safely  determined  by  dosage 
titration  in  increments  as  small  as  0.025  mg. 
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PRESENT  CONCEPTS  OF  ABNORMALITIES 
IN  HEMOGLOBIN  STRUCTURE* 

J.  Douglas  Ruff,  M.D. 

Lexington 


HE  PURPOSE  of  this  discussion  is  to  re- 
view the  various  hemolytic  syndromes 
based  on  inherited  abnormalities  of  hemo- 
globin structure.  A single  family  study  will  serve 
to  illustrate  one  of  the  syndromes.  Conditions 
in  which  there  is  loss  of  oxygen  transport  capac- 
ity, such  as  methemoglobinemia,  carboxy- 
hemoglobinemia  and  sulfhemoglobinemia,  will 
not  be  discussed. 

The  inherited  hemolytic  syndromes  of  main 
consideration  were  at  an  early  date  designated 
sickle  cell  anemia,  Mediterranean  anemia,  and 
congenital  hemolytic  or  spherocytic  anemia. 
The  numerous  studies  of  red  cell  survival  time 
by  various  technics  demonstrated  that  the 
basic  defect  lay  in  the  red  cell  itself.  The  study 
of  the  genetics  of  sickle  cell  disease  culminated 
in  Neel’s  hypothesis^  that  the  sickling  phe- 
nomenon is  due  to  a gene  which  in  single  dose 
produces  the  sickle  cell  trait  and  in  double 
dose,  sickle  cell  disease.  Mediterranean  or 
Cooley’s  anemia  probably  is  analagous.  Study 
of  the  hemoglobin  by  various  technics  has  been 
most  helpful  in  establishing  the  pathogenesis  of 
the  various  hemolytic  syndromes. 

As  a protein  hemoglobin  has  many  proper- 
ties for  study.  In  1936  Barcraft  described  the 
following  ways  in  which  fetal  hemoglobin  dif- 
fers from  normal  adult  hemoglobin:  1.  It  is 
more  resistant  to  action  of  alkali.  2.  It  has  a 
greater  affinity  for  oxygen.  3.  It  is  different 
spectroscopically.  The  presence  of  fetal  hemo- 
globin in  Cooley’s  anemia  was  suggested  in 
1948  by  the  use  of  alkali-denaturization 

* Presented  at  a regional  meeting  of  the  American 

College  of  Physicians. 


methods  and  subsequently  confirmed  by  a 
variety  of  methods,  including  paper  chroma- 
tography, solubility  of  oxygenated  hemoglobin, 
crystallography,  spectrophotometry,  fractional 
alkali  denaturization,  moving  boundary  elec- 
trophoresis, and  most  recently  by  paper  elec- 
trophoresis.- 

In  1949  Pauling  and  his  colleagues-^  used 
the  last  mentioned  technic  in  discovering 
hemoglobin  S,  the  abnormal  hemoglobin  pres- 
ent in  persons  with  sickle  cell  anemia  and  the 
sickle  cell  trait.  The  basic  difference  in  S hemo- 
globin is  that  the  net  number  of  positive 
charges  is  greater  in  sickle  cell  hemoglobin 
than  in  normal  hemoglobin.  In  addition,  there 
is  an  increase  in  resistance  to  alkali  denaturiza- 
tion. 

Pauling’s  work  was  probably  the  greatest 
stimulus  in  this  field  of  investigation,  as  the 
principal  of  electrophoresis  can  be  applied  us- 
ing relatively  simple  apparatus. 

Filter  Paper  Electrophoresis 

The  word  electrophoresis  means  “borne  by 
electricity,”  and  its  special  name  has  been 
given  to  the  technic  of  separating  molecular 
mixtures.  When  suspensions  of  molecules  are 
placed  in  a fluid  conduction  system  and  sub- 
jected to  an  electric  field,  closely  related  mole- 
cules will  migrate  in  the  same  direction. 
Whether  or  not  one  uses  an  elaborate  appara- 
tus such  as  that  invented  by  Tiselius,  a Swedish 
chemist,  or  a more  simple  one,  it  is  possible  to 
obtain  a characteristic  pattern  and  a quantita- 
tive separation  of  molecules.  In  order  to  have 
mobility,  a substance  must  have  a net  charge, 
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and  if  a molecule  contains  equal  numbers  of 
acid  and  base  groups,  it  may  be  made  to  ac- 
quire a net  charge  by  suitable  adjustment  of 
pH.''  In  the  more  simple  apparatus  the  parti- 
cles move  in  a liquid  that  fills  the  spaces  of  a 
finely  divided  solid  (filter  paper)  instead  of 
the  U-tube  used  in  the  Tiselius  apparatus. 

Subsequent  to  Pauling’s  work  and  the  more 
widespread  use  of  electrophoresis  as  a tool  in 
investigating  hemolytic  syndromes,  an  ever 
widening  spectrum  of  interrelated  hemolytic 
syndromes  became  apparent  (table  1). 

Hemoglobin  C. — In  1951  Kaplan,  Zuelzer 
and  Neel"  identified  a new  inherited  abnor- 
mality of  hemoglobin.  Pauling  previously  had 
shown  that  S hemoglobin  has  less  anodic  mo- 
bility than  normal  hemoglobin.  The  third  ab- 
normal hemoglobin  C moves  still  less  rapidly. 
This  was  first  discovered  in  a patient  who  had 
inherited  the  combination  of  hemoglobin  S 
gene  and  hemoglobin  C gene,  each  in  single 
dose.  This  hemolytic  syndrome  has  been  desig- 
nated sickle  cell  hemoglobin  C disease  and  is 


Table  1 

Abnormal  Hemoglobin  Syndromes 


Disorder 

Hemoglobin  Type 

Sickle  cell  trait 

A -I-  S 

Sickle  cell  disease 

S + E 

Hemoglobin  C trait 

A -f  C 

Hemoglobin  C disease 

C 

Sickle  cell-hemoglobin  C 
disease 

c + S (-1-E) 

Hemoglobin  D trait 

A + D 

Sickle  cell-hemoglobin  D 
disease 

S ^ D 

Thalassemia  major 

A + F 

Sickle  cell-thalassemia 

S A 4-  F 

Hemoglobin  C-thalassemia 

C + A (+F) 

Hemoglobin  G trait 

A -f  G 

Hemoglobin  E trait 

A -E  E 

Hemoglobin  E-thalassemia 

E -4  F 

Hemoglobin  H disease  (?) 

H + (?)A 

Hemoglobin  1 trait 

I + A 

demonstrated  by  the  following  case  which  I 
have  observed  during  the  past  year. 


The  patient  was  a 19  year  old  Negro 
female.  She  was  admitted  to  the  hospital 
on  June  21,  1954,  with  a chief  complaint 
of  “pain  in  the  abdomen,”  which  had  be- 
gun at  6 a.m.  The  pain  began  in  the  back 
and  radiated  across  the  lower  abdomen, 
and  at  the  time  of  examination  it  was  lo- 
cated mainly  in  the  left  lower  quadrant. 

The  physical  examination  was  negative 
except  for  abdominal  tenderness.  The 
laboratory  findings  were  as  follows:  The 
erythrocyte  count  was  2,700,000.  The 
hemoglobin  was  7.1  gm.  The  leukocyte 
count  was  16,050.  The  urinalysis  was 
negative.  A Kahn  test  for  syphilis  was 
negative. 

A diagnosis  of  acute  appendicitis  was 
made.  At  surgery  a normal  appearing  ap- 
pendix was  removed.  Postoperatively  the 
blood  findings  were  re-examined,  and  it 
was  noted  that  the  blood  smear  was  char- 
acterized by  having  a large  number  of 
target  cells.  Normoblasts  were  present 
also.  A test  for  cold  agglutinins  was  nega- 
tive. The  reticulocyte  count  was  3.8  per 


Table  2* 

Sickle  Cell-Hemoglobin  C Disease 


Name 

Age 

(yrs) 

Sickle  cell 
testt 

Hemoglobin 

variety 

Diagnosis 

A.  B., 
father 

40 

Positive 

S -4-  A 

Sickle  cell  trait 

M.  B., 
mother 

35 

Negative 

C -f  A 

Hemoglobin  C 
trait 

W.  B., 
brother 

12 

Negative 

A 

Normal 

C.  B., 
brother 

16 

Negative 

C -E  A 

Hemoglobin  C 
trait 

M.  B., 
brother 

17 

Negative 

A 

Normal 

O.  B., 
propositus 

18 

Positive 

S -E  C 

Sickle  cell- 
hemoglobin  C 

*The  initial  electrophoresis  studies  in  this  case 
were  done  in  the  laboratories  of  the  Cleveland 
Clinic  through  the  kindness  of  Dr.  James  S. 
Hewlett. 

tSodium  metabisulfite  was  used  as  the  reducing 
agent. 

cent.  A sickle  cell  preparation  using  the 
cover-slip  method  and  also  using  sodium 
metabisulfite  was  positive.  The  patient 
was  given  2,000  cc.  of  whole  blood.  Be- 
fore dismissal  from  the  hospital  a sternal 
bone  marrow  aspiration  was  done,  and 
the  appearance  of  the  bone  marrow  was 
consistent  with  increased  red  cell  regener- 
ation. 

The  parents  of  the  patient  were  studied. 
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and  it  was  found  that,  while  the  father 
was  positive  for  the  sickle  cell  trait,  the 
mother  was  negative.  The  blood  smear  of 
the  latter  showed  marked  increase  in  the 
number  of  target  cells  present.  A family 
study  was  made  in  order  to  determine 
what  type  of  hemolytic  syndrome  the  pa- 
tient had,  and  the  diagnosis  of  sickle  cell 
hemoglobin  C disease  was  made  (table  2). 

Hemoglobin  D. — Itano*^  soon  described  a 
third  hemoglobin  abnormality  designated  “D,” 
which  is  characterized  by  the  electrophoretic 
mobility  of  S but  which  is  not  associated  with 
sickling.  It  also  has  specific  solubility  charac- 
teristics. 

Several  investigators  later  discovered  cases 
of  hemoglobin  C disease,  the  homozygous  state 
present  in  persons  who  receive  the  hemoglobin 
C gene  in  double  dose.  Here  there  is  no  sick- 
ling, but  usually  there  is  an  increase  in  the 
number  of  target  cells  present. This  hemolytic 
syndrome  is  indistinguishable  clinically  from 
the  other  related  syndromes. 

Hemoglobin  G. — Another  abnormal  form 
designated  “G”  differs  slightly  in  its  speed  of 
migration  from  S hemoglobin,  and  there  is  no 
associated  sickling.''*  There  has  been  no  report 
of  the  homozygous  state  in  the  case  of  hemo- 
globin G. 

Zuelzer  and  Kaplan  were  first  to  describe 
another  new  syndrome  due  to  a combination 
of  the  genes  for  thalassemia  and  hemoglobin 
The  patient  and  his  father  were 
shown  to  be  carriers  of  the  C trait;  the  mother 
and  several  siblings,  of  the  thalassemia  gene. 
The  patient  had  a severe  chronic  hypochromic 
microcytic  anemia. 

Hemoglobin  E. — Sturgeon  and  his  col- 
leagues" described  hemoglobin  E,  which  does 
not  sickle;  under  alkaline  conditions  it  migrates 
slowly  at  a rate  comparable  to  hemoglobin  C. 
while  at  an  acid  pH  it  migrates  at  a rate  simi- 
lar to  hemoglobin  S.  Its  interaction  with 
thalassemia  trait  was  demonstrated  to  produce 
hypochromic  anemia  clinically  resembling 
thalassemia  major.  Other  cases  have  been 
described  subsequently. 

Sturgeon  and  his  co-workers''  described  the 
syndrome  resulting  from  combination  of  hemo- 
globins S and  D,  and  several  other  similar 
cases  and  families  have  been  studied. 

Hemoglobins  H and  I. — Rigas  and  his  col- 


leagues'*' have  reported  the  existence  of  hemo- 
globin H in  two  siblings  with  hemolytic 
anemia.  Hemoglobin  H exhibits  a migratory 
rate  at  pH  8.6  in  excess  of  that  of  hemoglobin 
A.  Another  abnormal  form  more  recently  des- 
cribed," hemoglobin  I,  exists  in  combination 
with  A without  hematologic  abnormalities.  The 
paper  electrophoretic  migratory  rates  of  hemo- 
globins H and  I at  pH  8.6  are  indistinguish- 
able, but  specific  differences  are  apparent  at 
pH  6.5. 

Summary 

To  date  seven  abnormalities  of  hemoglobin 
or  “hemoglobinopathies”  have  been  described. 
Paper  electrophoresis  has  become  an  impor- 
tant diagnostic  tool  for  the  study  and  diag- 
nosis of  anemia,  and  has  contributed  greatly 
to  our  knowledge  of  certain  inherited  hemo- 
lytic syndromes.  These  hemolytic  syndromes, 
along  with  the  underlying  hemoglobinopathies, 
have  been  briefly  reviewed.  A case  of  sickle 
cell  hemoglobin  C disease  is  presented. 
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PEDIATRIC  ANESTHESIA* 

F.  Hays  Threlkel,  M.D. 
Oivensboro 


PEDIATRIC  ANESTHESIA^  is  already 
arising  as  a specialty  within  a compara- 
tively new  specialty.  The  progress  made  in 
anesthesia  during  this  century  is  chiefly  limited 
to  the  last  1 0 years.  The  average  surgeon  today 
has  only  recently  begun  to  reahze  the  impor- 
tance of  the  anesthetic  and  the  dangers  in- 
volved. With  a child  patient,  particularly,  he 
expects  the  anesthesiologist  to  assume  full  re- 
sponsibility for  just  about  everything  except 
the  actual  cutting  procedure. 

With  this  changing  picture  in  the  practice  of 
surgery,  the  recent  progress  in  anesthesia,  and 
the  growing  responsibility  of  the  anesthesiolo- 
gist, a word  of  caution  is  indicated.  Willis  J. 
Potts,  M.D.,-  surgeon-in-chief.  Children’s  Me- 
morial Hospital,  Chicago,  as  a part  of  his  ad- 
dress at  the  dedication  of  Abbott’s  Exhibit, 
“The  Conquest  of  Pain,”  March  15,  1955,  at 
the  Museum  of  Science  and  Industry,  had  the 
following  to  say: 

“Anesthesia  has  had  a lot  of  labor  pains 
and  has  only  just  brought  forth  this  impor- 
tant robust  child  as  an  acceptable  member 
of  the  medical  profession.  How  this  child 
grows  and  how  it  acts  is  the  responsibility  of 
the  leading  anesthesiologists  of  the  country. 
You  have  a tremendous  task  before  you  in 
making  this  child  not  only  acceptable  but 
also  essential  and  lovable.  At  present,  he  is 
a brat  showing  off  and  doing  things  he 
shouldn’t  do.  Don’t  misunderstand  me — I 
love  this  brat  but  I’m  worried  about  him.  I 
feel  now  like  the  bachelor  giving  advice 
about  the  care  of  children.  Here  the  meta- 
phor ends  but  not  the  free  advice. 

“There  has  arisen  a tendency  to  make 
anesthesia  too  complicated.  It  is  a fact  that 
anesthesiologists  are  still  in  competition  with 
nurse  anesthetists.  The  nurse  with  six 
months  to  a year  of  training  is  still  giving 
lots  of  anesthetics  and  doing  a creditable 
job.  Consequently,  the  physician  anesthe- 
siologist feels  that  he  must  justify  his  four 
years  in  medical  school,  one  year  as  an  in- 
terne, and  three  years  as  a resident.  He  can 
justify  this  long  period  of  training  only  by 
doing  unusual  things  when  for  the  routine 
standard  operation  a simple  method  is  safer. 
It  seems  the  physician  hates  to  give  a simple 


* Presented  at  the  1955  KSMA  Annual  Meeting, 
Sept.  27-29  in  Louisville. 


open  mask  ether  anesthesia  for  a routine 
case.  It’s  too  easy.  For  children’s  surgery  I 
believe  nothing  is  safer.  When  a patient  is 
premedicated  with  barbiturates,  morphine 
and  scopolamine,  received  pentothal  in  one 
arm,  novocain  in  another,  inhales  a mixture 
of  nitrous  oxide  and  ether  and  then  gets  a 
snort  of  curare,  that’s  when  the  trouble  be- 
gins. An  emergency  arises  and  how  can  the 
anesthesiologist  know  what  to  do.  I am  con- 
vinced that  simplicity  and  constant  vigilance 
are  the  keynotes  which  you,  the  leaders, 
should  sound  with  monotonous  repetition. 

“We  have  heard  much  of  cardiac  arrest 
during  surgery  in  recent  years.  That  is  a man 
made  disease  in  the  vast  majority  of  cases. 
The  solution  to  this  problem  lies  in  the 
hands  of  the  anesthesiologist.  Simplicity  and 
constant  vigilance  in  getting  plenty  of  oxy- 
gen into  the  patient,  getting  the  CO2  out  and 
giving  the  pain  relieving  agent  with  skillful 
restraint  will,  I am  convinced,  remove  the 
spectre  of  cardiac  arrest  from  the  operating 
room.  It  is  you,  the  leaders,  who  must 
preach  from  the  housetops  simplicity  and 
constant  vigilance.  So  much  for  the  sermon 
— and  I won’t  take  back  a word  of  it.” 

Dr.  Potts’  remarks  are  even  more  appro- 
priate to  pediatric  anesthesia  than  to  anesthesia 
in  general. 

Premedication  and  Preparation 

The  anesthesiologist  insists  on  some  form  of 
premedication  and  usually  in  dosages  larger 
than  most  pediatricians  recommend.  The  bella- 
donna group,  particularly  atropine,  is  a cause 
of  wide  disagreement.  Each  of  you  has  seen  the 
hot,  dry,  flushed,  febrile  child  resulting  from  a 
large  dose  of  atropine.  It  is  not  necessary  to 
produce  this  picture  in  order  to  obtain  the  dry- 
ing effect  on  secretions  of  the  salivary  glands 
and  respiratory  tract  which  is  the  reason  for 
administering  the  drug. 

Atropine  is  selected  over  scopolamine  for 
children.  The  occasional  mental  confusion  pro- 
duced by  scopolamine  outweighs  its  sedative 
effect.  This  confusion  may  last  for  several 
hours  into  the  postoperative  period  and  can 
cause  unnecessary  apprehension  for  already 
worried  parents. 

Barbiturates  are  useful  drugs  and  should  be 
used  routinely.  Katherine  Jackson,  M.D.,^  in  a 
well  controlled  series  proved  that  barbiturates 
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reduce  taohycar^ia-'m  anesthesia  by  15  to  20%. 
Too,  they  lower  the  incidence  of  postoperative 
nausea  and  are  a protection  against  convul- 
sions. 

Opiates  produce  a tranquilizing  effect  and 
may  be  used  in  all  children  over  six  months  of 
age.  If  the  child  is  in  pain  an  opiate  as  part  of 
the  premedication  is  mandatory.  Today  with 
the  drug  Nalline  to  combat  any  depressing 
effects,  opiates  may  be  used  with  a wide  margin 
of  safety.  No  drug  is  superior  to  morphine,  but 
Demerol  is  our  choice  purely  because  of  the 
ease  and  accuracy  in  calculating  the  dosage.  A 
prescribed  1/64  gr.  of  morphine  may  turn  out 
to  be  anything  from  1/128  gr.  to  1/32  gr., 
whereas  10  mgms  of  Demerol  will  be  as 
ordered.  If  the  child  is  a “psychological  vomi- 
ter”  or  subject  to  “car  sickness”  opiates  are 
best  omitted. 

Premedication  must  be  individualized.  The 
robust,  healthy  child  requires  more  than  the 
asthenic,  pale,  sickly  one.  Dehydrated  children 
do  not  need  much  atropine  to  prevent  secre- 
tions. 

The  use  of  the  above  drugs  is  far  more  im- 
portant in  the  pediatric  patient  than  the  so- 
called  psychological  preparation.  Prior  to  sur- 
gery the  anesthesiologist,  time  permitting, 
should  see,  evaluate,  and  gain  the  confidence 
of  his  patient.  He  should,  however,  within  20 
seconds  realize  whether  or  not  he  is  wasting 
his  time  in  attempting  to  reassure  a child  who 
has  been  over  protected  by  parents  for  years. 
All  the  anesthesiologist  needs  to  do  is  to  be 
honest  and  firm  with  the  average,  child.  The 
parents  are  the  ones  who  need  psychological 
preparation. 

Induction 

Any  anesthetic  agent  powerful  enough  to 
produce  rapid  loss  of  consciousness  is  danger- 
ous. Yet  it  is  important  to  avoid  frightening  a 
child  unnecessarily  and  to  induce  him  rapidly. 
Chloroform  and  ethyl  chloride  are  pleasant  in- 
duction agents  which  were  used  extensively 
for  children  when  we  became  interested  in 
anesthesia  20  years  ago.  Today  we  use  neither. 
Their  direct  depressing  effect  on  the  myocar- 
dium^ plus  the  possibility  of  ventricular  fibrilla- 
tion early,  more  than  outweigh  any  advantages 
they  possess  over  safer  drugs. 

We  prefer  to  induce  children  two  years  and 
older  with  divinyl  ether  (Vinethene).  This 
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agent  has  a wide  TTrargin  of  safety  and  acts 
rapidly.  Its  chief  drawback  is  its  tendency  to 
stimulate  secretions.  For  certain  good-risk, 
terror-struck  and  excited  children  we  use 
Sodium  Pentothal  rectally'’  to  produce  a basal 
narcosis  while  the  patient  is  in  his  own  room. 
We  prefer  this  to  Avertin  because  of  the  ease 
with  which  it  is  administered  and,  too,  the 
smaller  volume  is  not  as  likely  to  be  expelled. 
We  use  0.2  cc  per  lb.  of  body  weight  of  a 10% 
solution.  These  patients  will  respond  to  painful 
stimuli  and  will  react  slightly  when  ether  is 
started.  Attention  to  detail  is  mandatory  when 
Pentothal-ether  is  used.  These  children  are 
depressed  from  the  Pentothal  and  may  become 
apneic  with  very  little  ether.  For  infants  we 
feel  that  open  drop  ether  is  probably  the  safest 
agent  from  the  start. 

Another  factor  to  be  considered  when  dis- 
cussing induction  in  private  practice  is  time. 
The  average  surgeon  is  more  than  willing  in 
bad-risk  and  selected  cases  to  stand  or  sit 
“scrubbed”  for  an  indefinite  period  of  time 
while  you  “put  the  patient  to  sleep.”  If  this 
happens  too  often,  though,  he  becomes  justi- 
fiably upset.  It  is  nice  to  blow  80-20  nitrous 
oxide-oxygen  over  the  child’s  face,  or  to  play 
games  and  show  him  pretty  objects  before  ac- 
tually beginning  the  anesthetic,  but  to  the  busy 
surgeon  these  are  unnecessary  time  consuming 
procedures. 

Maintenance 

The  safest  and  least  toxic  maintenance  agent 
in  infants  and  children  is  diethyl  ether  given 
by  the  open  drop  technic.  When  Vinethene  is 
used  for  induction,  ether  is  started  in  conjunc- 
tion with  the  Vinethene  as  soon  as  the  child 
has  lost  consciousness.  Unless  this  is  done  the 
youngster  will  have  eliminated  the  Vinethene 
before  there  is  a sufficient  concentration  of 
ether  in  the  body  to  keep  him  asleep. 

The  depth  of  maintenance  depends  on  the 
type  of  surgery  being  performed.  Intra-abdomi- 
nal surgery  requires  muscle  relaxation  whereas 
inguinal  hernias  may  be  repaired  under  much 
lighter  anesthesia.  Anesthesia  should  be  no 
deeper  than  is  necessary  to  permit  the  particu- 
lar surgical  procedure.  The  lighter  the  child  is 
carried  the  fewer  complications.  The  child, 
however,  must  be  deep  enough  to  be  in  light 
surgical  anesthesia  in  order  to  be  below  the 
vomiting  stage.  The  infant  passes  from  one 
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stage  to  another  more  rapidly  than  the  adult  or 
older  child.  Here  again  the  anesthetist  must  be 
alert  for  changes. 

An  adequate  oxygen  intake  and  carbon  di- 
oxide elimination  is  essential  for  proper  main- 
tenance. The  infant  normally  breathes  faster 
than  the  adult  and  if  excess  carbon  dioxide  is 
allowed  to  accumulate  beneath  the  mask 
respirations  are  further  stimulated  and  an  ex- 
haustive type  of  breathing  results.  Carbon  di- 
oxide excess  must  be  reckoned  with  in  every 
pediatric  anesthetic.  Dead  space  should  be  kept 
at  a minimum  by  removing  towels  from  around 
the  mask  and  by  a large  flow  of  oxygen  under 
the  mask.  This  flow  of  oxygen  at  four  to  10 
liters  per  minute  insures  an  adequate  oxygen 
supply  and  washes  carbon  dioxide  from  the 
mask. 

The  dangers  of  hypoxia  are  greater  and 
farther  reaching  than  in  the  adult.  Only  time 
will  tell  the  eventual  result  of  hypoxia  in  a 
baby — a cerebral  palsy,  a personality  disorder, 
a mental  deficiency,  a deaf  mute.  We  can  only 
surmise  how  many  children  are  retarded  in 
mental  development  by  an  anesthetic  during 
which  the  child  remained  in  a slight  to  moder- 
ate cyanotic  state.  Rapid  respiration,  slow 
pulse,  pallor,  muscle  contractions,  and  cyanosis 
are  danger  signs  of  hypoxia.  Every  child  re- 
ceiving an  anesthetic  should  have  an  excess 
oxygen  supply. 

Following  surgery  the  infant  or  child  should 
be  placed  on  its  side  in  slight  Trendelenburg 
for  gravity  drainage  of  the  pulmonary  tract 
and  to  prevent  aspiration  of  vomitus.  This 
position  should  be  used  on  the  carrier  from  the 
operating  room  to  the  ward  as  well  as  in  the 
patient’s  bed. 

Other  Methods  and  Agents 

Since  simplicity  is  our  theme  in  pediatric 
anesthesia  we  have  purposely  omitted  the  use 
of  the  anesthetic  gases.  Gas  machines  for  the 
infant  and  small  child  must  differ  from  those 
designed  for  adults  because  of  the  physiological 
differences.  The  child’s  tidal  volume  is  so  much 
less  that  even  the  smallest  mask  and  tubing 
increase  the  dead  space  and  allow  excess  car- 
bon dioxide  accumulation  even  though  a 
greater  volume  of  gases  is  flowing. 

If  a gas  machine  is  to  be  used,  as  is  neces- 
sary in  surgery  involving  the  open  chest,  spe- 


cial attachments  are  required.  For  the  “to  and 
fro”  absorption  technique  small  soda-lime 
canisters  and  small  re-breathing  bags  should 
be  used.  For  the  circle  absorption  method,  the 
tubes  must  be  shortened  and  the  valves  must 
work  easily. 

Pentothal  intravenously  is  not  recommended 
for  children  under  six  years  for  several  rea- 
sons.® The  respiratory  depression  in  children 
is  out  of  proportion  to  the  suppression  of  re- 
flexes. The  amount  of  Pentothal  required  is  out 
of  proportion  to  the  weight  of  the  child.  The 
size  of  the  bronchial  tree  makes  the  broncho- 
constrictor  action  of  Pentothal  more  important 
in  children.  Then,  too,  difficulty  in  finding  a 
suitable  vein  may  be  a problem. 

Spinal  anesthesia  can  be  used  safely  in 
infants  and  children.  Procaine  is  the  safest 
drug  in  the  dosage  of  one  mgm  per  pound.  Ex- 
treme muscle  relaxation  is  produced  but  the 
child’s  intestine  will  remain  distended  in  con- 
trast to  the  ribbon-like  contraction  of  the  in- 
testine of  the  adult.  We  have  used  spinal  anes- 
thesia in  children  under  three  years  of  age  who 
had  co-existing  respiratory  infections.  Spinal 
anesthesia  is  also  our  choice  for  abdominal 
conditions  in  diabetic  children  and  those  with 
cardiac  decompensation.  These  children  must 
be  well  sedated  or  else  the  numbness  of  the 
lower  extremities  produces  restlessness.  We 
generally  use  pentobarbital  sodium  per  rectum. 

Curare  which  is  such  a boon  in  adult  anes- 
thesia has  a more  conservative  place  with  in- 
fants. With  ether  it  is  not  required  nor  indi- 
cated. With  the  gases  it  is  helpful  to  produce 
muscle  relaxation  but  for  abdominal  cases  it 
must  be  given  in  dosages  sufficient  to  produce 
apnea  or  else  it  adds  to  the  exaggerated  ex- 
cursion of  the  diaphragm  of  infants.^  Robert 
M.  Smith,  M.D.,  Chief  of  Anesthesia  at  the 
Boston  Children’s  Hospital  where  Robert  E. 
Gross,  M.D.,  is  chief  of  surgical  services,  states 
rather  bluntly  that  in  infants  and  children 
muscle  relaxants  “should  never  be  used  under 
any  circumstance.  Their  use  should  be  thor- 
oughly condemned.”* 

Local  anesthesia  may  be  used  successfully 
during  the  first  three  weeks  of  life  since  pain 
sensation  is  not  well  developed,  although  some 
is  present.  The  operation  for  pyloric  stenosis 
is  frequently  done  under  local  anesthesia  alone. 
The  average  older  child,  though,  is  too  ap- 


prehensive  and  too  active  to  be  a good  subject 
for  local  anesthesia. 

Intubation  is  necessary  for  pulmonary  and 
cardiac  surgery.  It  is  also  indicated  in  certain 
procedures  about  the  face,  nose,  and  mouth  in 
which  the  pharynx  is  “packed  off.”  In  spite  of 
Dr.  Stephen’s  recommendation  in  his  new 
book'*  that  tonsillectomies  be  done  under 
endotracheal  anesthesia,  we  agree  with  the 
majority  of  nose  and  throat  men  that  intubation 
is  unnecessary  and  even  dangerous. 

We  feel  that  endotracheal  anesthesia  should 
be  reserved  for  open  chest  cases  and  those 
cases  of  head  and  neck  surgery  in  which  in- 
sufflation is  inadequate.  Actually,  complica- 
tions are  not  a major  worry.  Pender'®  in  his 
analysis  of  3,213  intubated  children  at  the 
Mayo  Clinic  showed  that  there  were  fewer 
complications  in  children  than  in  adults.  Still 
it  is  better  not  to  risk  the  possibility  of  trauma, 
edema,  or  infection  unless  there  is  a definite 
indication  for  intubation.  We  also  personally 
feel  that  endotracheal  anesthesia  should  be 
used  only  in  emergencies  during  the  polio  sea- 
son. 

Regardless  of  the  surgery  involved  the  pedi- 
atric anesthesiologist  must  always  be  prepared 
to  expose  the  glottis  with  a laryngoscope  and 
pass  a tube  into  the  trachea.  No  other  method 
of  resuscitation  compares  with  artificial  respira- 
tion and  administration  of  oxygen  through  the 
endotracheal  tube. 

Complications 

Since  anoxia  or  hypoxia  is  the  greatest  dan- 
ger in  anesthesia  we  must  avoid  as  many 
respiratory  complications  as  possible.  A poor 
airway  is  the  cause  of  most  anesthetic  compli- 
cations. In  the  infant  without  teeth  the  tongue 
may  be  sucked  up  against  the  roof  of  the 
mouth  and  completely  block  mouth  breathing. 
Too,  enlarged  tonsils  and  adenoids  are  en- 
countered which  obstruct  respiration.  Aspira- 
tion of  vomitus  may  result  in  a generalized 
broncho-constriction  with  immediate  death. 
Aspiration  of  a loose  deciduous  tooth  is  always 
a danger.  The  anesthetist  should  check  for 
loose  teeth  as  well  as  for  foreign  bodies.  Quite 
frequently  we  find  chewing  gum  in  the  child’s 
mouth  after  he  is  on  the  operating  table.  Ex- 
cessive secretions  often  are  present  after  a 
stormy  induction.  An  additional  dose  of  atro- 
pine or  scopolamine  is  beneficial. 


Hyperpnea  is  a common  complication.  Too 
rapid  a respiratory  rate  in  an  already  sick  child 
will  produce  exhaustion.  Too  often  we  see 
infants  under  ether  with  a respiratory  rate  in 
excess  of  100  per  minute.  A gaseous  acidosis 
caused  by  poor  elimination  of  carbon  dioxide 
plus  an  acidosis  resulting  from  vomiting  and 
starvation  results  in  a hyperpnea  that  is  dan- 
gerous to  the  child.  Oxygen  under  the  mask 
and  molar  lactate  solution  intravenously  are 
therapeutic  measures.  A small  dose  of  mor- 
phine intravenously  is  indicated  if  the  above 
fail. 

Circulatory  disturbances  are  not  common. 
Tachycardia  is  an  accepted  feature  of  the  an- 
esthetized infant  and  child — the  pulse  rate  us- 
ually between  150  and  200  per  minute.  With 
the  exception  of  active  myocarditis,  or  de- 
compensation, heart  cases  tolerate  anesthetics 
well. 

Loss  of  fluids  resulting  from  diaphoresis  due 
either  to  carbon  dioxide  excess  or  a hot  opera- 
ting room  is  always  a possibility.  Fluids  should 
be  started  prior  to  surgery  in  every  case  of 
expected  long  duration.  The  tendency  today, 
however,  is  to  overhydrate  the  surgical  child. 
Particularly  is  this  true  of  the  pediatric  con- 
sultant who  every  day  treats  dehydration  in 
the  acutely  ill  child.  Dr.  Smith  in  his  refresher 
course  last  fall  in  Cincinnati"  had  this  to  say: 
“The  maintenance  of  fluid  and  electrolyte  bal- 
ance in  pediatric  anesthesia  is  of  importance 
second  only  to  that  of  adequate  ventilation. 
The  dangers  entailed  in  fluid  therapy  in  infants 
call  for  considerable  exactness.  Though  rapid 
loss  of  body  water  may  lead  to  dehydration  and 
shock,  overtreatment  may  quickly  lead  to  pul- 
monary edema  and  death  . . . The  tendency 
should  be  to  keep  the  patients  relatively  dry, 
since  greater  danger  is  associated  with  over 
hydration.” 

Summary 

Pediatric  anesthesia  is  becoming  a specialty 
within  a specialty.  Manufacturers  of  anesthetic 
machines  are  designing  equipment  to  meet  the 
physiological  differences  between  infants  and 
adults.  In  general  open  drop  inhalation  technic 
with  continuous  oxygen  supplied  under  the 
mask  is  the  safest  procedure  to  follow.  The 
child  should  receive  premedication  to  allay  fear 
and  diminish  secretions.  He  should  be  carried 
only  as  deep  as  the  surgery  requires  but  must 
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be  kept  below  the  vomiting  level.  He  should  be 
left  on  his  side  in  Trendelenburg  position,  even 
when  being  transported  from  the  operating 
room  to  the  ward,  until  awake.  Body  fluids 
must  be  conserved  and  fluid  loss  and  electro- 
lytes should  be  replaced.  Again  to  quote  Dr. 
Potts,  pediatric  anesthesia  should  be  based 
upon  “simplicity  and  constant  vigilance.” 
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CANCER  OF  THE  GENITOURINARY  TRACT* 

Peter  L.  Scardino,  M.D. 

Savannah,  Georgia 


An  intelligent  approach  to  the 

treatment  of  cancer  of  the  genitourinary 
tract  requires  an  appreciation  of  two 
essential  factors — “a  realistic  appraisal  of 
knowledge  concerning  neoplastic  disease”^ 
and  a simplification  of  the  art  of  detection. 
This  second  factor,  detection,  depends  some- 
what upon  the  first — knowledge  of  the  disease. 
Our  charge  then  is  to  present  some  of  the 
aspects  of  neoplastic  disease  of  the  genitour- 
inary tract  and  the  simple  techniques  of  detec- 
tion involved  in  order  that  treatment  may 
proceed  intelligently. 

Two  important  aspects  of  cancer  of  the 
genitourinary  tract,  if  considered  separately 
and  then  jointly,  will  enhance  the  physician’s 
ability  to  cope  better  with  this  discouraging 
scourge.  If  one  were  to  visualize  the  genitour- 
inary tract  as  equally  divided  into  two  parts — 
( 1 ) bloody  urine  and  ( 2 ) prostatic  cancer — 
the  discussion  could  then  revolve  around  these 
two  segments  of  the  problem. 

If,  for  the  sake  of  argument,  one  were  to 
accept  the  statement  that  bloody  urine  is 
caused  by  tumor  of  the  genitourinary  tract,  evi- 
dence to  the  contrary  notwithstanding,  until 
proved  otherwise,  then  many  hours  of  sleep 
would  be  added  to  the  restless  nights  of  the 
physician.  Let  us  explore  this  entertaining  and 
challenging  idea. 


* Presented  at  the  1955  KSMA  Annual  Meeting, 
Sept.  27-29  in  Louisville. 


Bloody  Urine 

The  most  common  cause  of  bloody  urine 
in  the  older  male  patient  is  benign  prostatic 
hypertrophy.  In  the  younger  male  and  in  all 
females,  the  common  cause  of  this  sign  is 
urinary  tract  infection.  However,  medicine  is 
not  a numbers  game  nor  a game  of  chance,  and 
especially  not  in  the  department  of  urology. 
Thanks  to  our  forebears  the  available  tools 
permit  us  to  make  a specific  diagnosis  most 
of  the  time  if  only  we  have  a chance  to  use 
these  simple  tools.  While  the  chances  are  that 
the  source  of  bleeding  is  the  benign  prostate  or 
the  infected  bladder  or  perhaps  urinary  stones, 
it  is  a simple  matter  indeed  to  cystoscope  the 
patient  at  the  time  of  bleeding  and  determine 
the  source  of  the  abnormal  sign. 

The  result  of  treatment  of  invasive 
carcinoma  of  the  urinary  bladder  is  a blight  on 
the  escutcheon  of  the  urologist.  Why  is  it  so? 
The  simple  answer  is  that  either  the  patient 
or  the  patient  and  his  physician  ignores  the 
first  sign  of  bloody  urine  whether  it  is  micro- 
scopic or  gross.  Carcinoma  of  the  bladder,  if 
limited  to  the  mucosa  can  be  cured  almost 
100  percent  of  the  time  by  almost  any  accept- 
able method  of  therapy.  But  once  the  neoplasm 
has  invaded  the  muscle,  the  chances  of  cure 
diminish  as  rapidly  and  as  precipitously  as 
water  over  a steep  falls  regardless  of  the 
therapy  involved. All  too  often  the  therapy 
involved  creates  more  problems  than  the 
original  disease.  Whether  this  therapy  consists 
of  total  cystectomy  and  diversion  of  the  urinary 
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stream^  or  other  fancy  surgical  intervention;'* 
radioactive  cobalt®  or  phosphate  or  other  forms 
of  radiation  therapy,  the  results  of  treatment 
of  invasive  carcinoma  of  the  bladder  are 
somewhat  less  than  satisfactory.  The  answer 
to  the  problem  is  a straightforward  challenge. 
Bloody  urine  requires  a cystoscope  as  much  as 
love  does  a kiss. 

Upper  Urinary  Tract 

And  so  it  goes  for  the  upper  urinary  tract, 
in  regard  to  carcinoma  of  the  ureter  and 
renal  pelvis. 

Unless  the  ureteral  or  pelvic  neoplasm  is 
confined  to  the  mucosa  or  submucosa  as 
a papillary  lesion  it  is  notorious  for  its  in- 
vasiveness.The  diagnosis  can  be  made  by  a 
pyeloureterogram  and  is  often  suggested  by 
the  long  clots  which  represent  ureteral  cast. 
Nephroureterectomy  and  removal  of  a cuff  of 
bladder  is  the  treatment  of  choice. 

Most  urologists  who  have  been  in  practice 
less  than  30  years  have  never  seen  a benign 
renal  tumor.  Therefore,  one  can  unequivocally 
state  that  all  kidney  tumors  are  cancers.  It  is 
a joy  to  be  proved  incorrect  in  this  business. 
Over  two  percent  of  all  cancer  deaths  in 
the  state  of  Kentucky  are  due  to  renal  neo- 
plasms. What  makes  these  lesions  so 
treacherous  is  their  failure  to  produce 
symptoms  until  metastases  have  occurred.  It 
is  not  uncommon  to  find  small  renal  carcinomas 
at  routine  autopsy.  But  when  the  new  growth 
has  invaded  blood  vessels,  blood  will  appear  in 
the  urine  either  microscopically  or  grossly. 
The  urologic  literature  has  recently  been 
replete  with  reports  of  cases  of  unexplained 
hematuria.  Authors  and  this  one  not  excepted, 
have  in  glowing  terms  reported  series  of  from 
six  to  25  or  more  cases  of  unilateral  renal 
bleeding  in  which  no  pathology  was  demon- 
strated either  preoperatively  or  by  the  path- 
ologist.® The  reader  would  be  led  to  believe 
that  the  guilty  kidney  should  be  left  in  situ 
and  a wishful  state  of  temporizing  indulged  in 
until  the  urologist  can  by  one  or  another  of 
his  fancy  tests  prove  the  presence  of  pathology 
preoperatively.  A false  sense  of  security  can 
be  a dangerous  pastime  while  this  state  of 
self-indulgence  proceeds.  Only  recently  this 
author  has  observed  more  than  one  such  case 
which  was  followed  for  two  years  without 


demonstrable  pathology  until  the  inevitable 
nephrectomy  revealed  a large  clear  cell 
carcinoma  in  a young  man.  The  removal  of  20 
so-called  normal  bleeding  kidneys  is  not  too 
great  a price  to  pay  for  the  removal  of  one 
small  bleeding  carcinoma  in  time. 

Cancer  of  the  Prostate 

Perhaps  more  than  12  percent  of  cancer 
deaths  in  males  in  the  state  of  Kentucky  or 
about  350  men  is  due  to  cancer  of  the 
prostate.**  What  are  some  of  the  essential  facts 
of  this  disease  that  might  be  of  interest?  First 
of  all — cancer  of  the  prostate  is  not  a cause 
of  bloody  urine  unless  it  has  invaded  the 
bladder  and  extended  beyond  any  hope  of 
cure  with  the  tools  available  today.  True 
enough,  recent  research  has  added  to  our  tool- 
bag  corticotropin  therapy,*"  radioactive  gold,** 
and  of  all  things,  extirpation  of  the  pituitary 
gland,*-  but  the  death  rates  have  been  little 
affected  except  by  radical  perineal  or  retro- 
pubic excision  of  the  prostate  and  anti- 
androgenic  therapy  (estrogens  and  orchiec- 
tomy).*®’* If  bloody  urine  is  one-half  of  the 
problem  we  visualized  earlier,  then  cancer  of 
the  prostate  is  the  other  half. 

Cancer  of  the  prostate  gland  can  be  cured. 
But  here  again,  the  cooperation  of  the  patient 
and  his  physician  is  the  measure  of  just  how 
many  of  these  cases  are  even  candidates  for 
curative  surgery. 

If  to  establish  the  etiology  of  bloody  urine 
is  the  first  charge  today,  then  annual  rectal 
examinations  on  all  males  over  40  years  of 
age  is  the  second  and  perhaps  even  more 
important.  The  detection  of  one  cm.  of  cement 
in  the  prostate  gland  on  rectal  digital  examina- 
tion should  be  a ticket  to  the  operating  room, 
perineal  exposure,  biopsy  and  radical  prosta- 
tectomy. In  no  other  manner  can  we  reduce 
the  death  rate  from  carcinoma  of  the  prostate. 
For  while  the  benign  gland  will  cause  the  urine 
to  be  bloody  or  obstruct  its  flow,  and  the 
median  bar  result  in  similar  symptoms  and 
prostatic  calculi  and  infection  cause  frequency, 
urgency  and  dysuria,  the  early  neoplastic 
gland  will  lie  dormant  in  the  bush  like  a 
wounded  tiger  until  approached  by  the  blade 
of  the  surgeon’s  scalpel.  As  many  as  50  percent 
of  the  operable  cases  will  be  cured  with  an 
operative  mortality  less  than  that  experienced 
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in  the  surgical  treatment  of  the  benign  prostate 
gland. 

Genital  Tumors 

Having  considered  the  main  actors,  prostatic 
carcinoma  and  gross  hematuria  to  have  oc- 
cupied the  center  of  this  imaginary  stage,  a 
brief  consideration  of  the  minor  occupants  in 
the  wings  is  in  order. 

Testicular  tumors  are  essentially  of  two 
main  types — those  that  can  be  cured  and  those 
that  cannot.  But  none  can  be  cured  if  en- 
largement of  the  scrotal  contents  are  observed 
to  determine  whether  the  suspicious  mass 
changes  in  size  over  the  course  of  a week  or 
more.  If  the  mass  fails  to  transilluminate,  is  not 
cystic  or  is  even  questionable,  simple  orchiect- 
omy is  in  order,  not  a biopsy,  needle  or  other- 
wise. If  the  excised  testis  proves  to  be  a semi- 
noma, x-ray  therapy  is  the  treatment  of  choice 
and  most  patients  will  live  long  enough  to  suc- 
cumb to  something  else.'-’’  If  the  pathologist  re- 
ports embryonal  or  teratocarcinoma,  a radical 
node  dissection  plus  3-500r  to  the  pelvic  and 
periaortic  nodes  up  to  the  diaphragm  will  cure 
some  of  these  people. But  chorioepithelioma 
and  the  mixed  testicular  tumors  are  in  a classi- 
fication by  themselves.  The  most  enthusiastic 
authors  don’t  cure  these  people. 

Cancer  of  the  penis  is  a disease  about  which 
surgery  can  accomplish  much.  Simple  amputa- 
tion is  strict  surgical  heresy.  The  lesion  must 
be  removed  along  with  a sufficient  amount 
of  normal  penile  tissue  to  provide  an  area 
clear  of  tumor  cells.  And  simultaneously  a 
complete  inguinal,  iliac  and  femoral  node 
dissection  must  be  performed.’’  No  other  form 
of  therapy  is  acceptable  or  gives  encouraging 
cure  rates. 

Summary  and  Conclusions 

There  are  other  forms  of  new  growths  which 
the  genitourinary  tract  is  heir  to,  but  those 


mentioned  are  the  most  common.  Cancer  of 
the  bladder,  ureter,  renal  pelvis  and  kidney 
are  usually  heralded  in  by  the  “blood-bath 
sign’’  and  must  be  considered  the  causes  of 
gross  hematuria  until  proven  otherwise.  Cancer 
of  the  prostate,  unlike  benign  prostatic  hyper- 
trophy and  median  bar,  does  not  cause  bloody 
urine  during  its  curable  stage.  The  curable 
stage  is  found  only  by  doing  digital  rectal 
examinations  annually  on  all  male  patients 
over  40  years  of  age. 

Seminoma  of  the  testis  can  be  satisfactorily 
treated  by  simple  orchiectomy  and  deep  x-ray 
therapy.  Other  forms  of  testicular  cancer 
will  require  radical  orchiectomy  with  abdomi- 
nal lymphnode  dissection  plus  deep  x-ray 
therapy.  Likewise  carcinoma  of  the  penis 
requires  excision  of  all  the  involved  penile 
tissue  as  well  as  excision  of  the  inguinal, 
femoral  and  iliac  lymphnodes. 
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THE  INDUCTION  OF  LABOR  WITH  ITS  INDICATIONS  AND 
COMPLICATIONS  THAT  MAY  ARISE  FROM  THE  USE 
OF  PITUITARY  EXTRACT  AND  PITOCIN* 

Julian  B.  Cole,  M.D. 
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VERY  DOCTOR  who  does  obstetrics 
long  will  have  the  patient  at  or  near 
term  who  will  be  benefited  by  the  term- 
ination of  her  pregnancy.  With  this  thought, 
I have  chosen  for  a short  dicussion 
with  you  this  afternoon  the  induction  of 
labor  with  the  indications  and  complications 
from  the  use  of  Pitocin®  and  pituitary  extract. 
If  I may,  I should  like  to  give  you  a few 
statements  concerning  pituitary  extract  as  a 
background  for  this  discussion. 

Pituitary  Extract 

The  great  enthusiasm  for  some  agent  that 
would  initiate  contractions  of  the  pregnant 
uterus  arose  in  1909  when  W.  Blair-Bell  used 
the  extract  of  the  posterior  lobe  of  the  pitui- 
tary to  control  post-partum  hemorrhage.  In 
1911,  J.  Hofbauer,  M.D.,  used  pituitary  ex- 
tract to  control  uterine  inertia. 

Then,  because  of  the  tremendous  en- 
thusiasm for  its  use  and  because  of  the  re- 
ported cases  of  uterine  rupture,  the  problem 
seemed  not  to  develop  uses  for  pituitary  ex- 
tract in  obstetrics  but  rather,  ways  of  con- 
trolling its  indiscriminate  use  in  the  hands  of 
those  who  did  not  know  its  danger  or  did  not 
rightfully  care.  Until  approximately  1940,  the 
use  of  pituitary  extract  to  control  uterine 
inertia  was  severely  condemned  and  its  use 
in  the  more  recognized  institutions  was  pro- 
hibited. 

In  1927,  Dr.  Hofbauer,  in  an  effort  to 
minimize  the  danger  of  pituitary  extract  in 
controlling  uterine  inertia,  presented  the  intra- 
nasal method  of  administration.  It  wasn’t  long, 
however,  before  accidents  had  occurred  and 
this  method  was  discarded  as  unpredictable 
and  unsafe,  and  besides  it  was  most  unpleasant 
placing  this  wad  of  cotton  soaked  with  pituitary 
extract  under  the  inferior  turbinates. 

I might  mention  to  you  that  in  1928,  Oliver 
Kamm,  M.D.,  and  his  associates  at  Parke- 
Davis  laboratories  separated  the  extract  of  the 
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posterior  pituitary  into  two  fractions — one 
containing  the  oxytocic  principle,  “Pitocin” 
and  one  containing  the  diuretic  and  pressor 
principles,  “Pitressin.”® — and  that  in  1953, 
Vincent  du  Vigneaud,  M.D.,  in  the  Depart- 
ment of  Bio-chemistry  at  Cornell  University 
Medical  School,  synthesized  Pitocin,  which  is 
possibly  the  first  time  a polypeptide  hormone 
has  been  synthesized. 

About  1940,  it  became  evident  that  the 
indiscriminate  use  of  pituitary  extract  could 
not  be  stopped  or  controlled  and  a new 
emphasis  was  then  begun  on  developing  a safe 
procedure  for  its  use.  Consequently,  such  men 
as  Dr.  Theobold  in  England,  Dr.  Eastman  at 
Johns  Hopkins,  and  Dr.  Dieckmann  in  Chicago 
began  to  test  its  use  in  full  term  pregnancies. 

Determination  of  Dosage 

It  may  seen  elementary  to  you,  but  in 
normal  labor  the  lower  uterine  segment  is 
relatively  inactive  and  the  cervix  is  dilated 
from  above  downward.  In  using  Pitocin  for 
inertia,  sometimes  the  dose  is  too  large  and 
this  pattern  will  be  reversed  so  that  the  mid- 
zone will  do  more  work  than  the  fundus  with 
the  result  that  no  progress  of  labor  is  made 
and  the  fundal  contractions  are  irregular  and 
relaxation  is  poor.  When  there  is  a reversal 
of  the  normal  uterine  contractions,  there  is 
usually  failure  in  the  use  of  the  drug  with 
the  resulting  danger  that  the  placenta  may  be 
squeezed  and  the  baby  be  born  anoxic. 

In  general,  there  is  no  correct  or  perfect 
dosage  of  Pitocin.  There  is  no  safe  dose  and  no 
minims  or  milliliters  or  units.  The  threshold  of 
uterine  sensitivity  may  vary  a hundred  fold 
from  one  patient  to  another  and  the  dose  that 
would  initiate  the  uterus  to  produce  a notice- 
able contraction  in  one  patient  might  rip  the 
uterus  wide  open  in  another.  We  must  re- 
member that  as  term  is  reached  the  uterus 
becomes  more  sensitive  to  Pitocin  with  the 
peak  being  reached  during  labor.  The  intra- 
venous use  of  Pitocin  in  uterine  inertia  and 
the  induction  of  labor  gives  a higher  percent- 
age of  success  than  when  it  is  used  intra- 
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muscularly  and  this  may  be  explained  on  the 
basis  of  avoiding  the  cyclic  overdosage  and 
underdosage  as  when  given  by  the  intra- 
muscular method. 

Uses  for  Pitocin 

The  indications  and  uses  for  Pitocin  in  term 
pregnancies  are  many: 

1.  It  may  be  used  for  the  induction  of  labor 
when  there  are  diseases  which  are  specifically 
related  to  pregnancy,  such  as  preeclampsia 
and  eclampsia,  placenta  previa,  premature 
separation  of  the  placenta,  polyhydramnios 
and  we  might  mention  premature  rupture  of 
the  membranes  without  labor. 

2.  Induction  may  be  done  when  there  are 
diseases  present  such  as  tuberculosis,  heart 
disease,  nephritis,  diabetes,  hypertensive  cardio- 
vascular disease  and  other  illnesses  which 
might  make  early  delivery  advisable. 

3.  Induction  should  possibly  be  used  in 
those  cases  that  have  had  two  or  more  still- 
births at  term  when  the  mother  is  in  good 
health.  Erythroblastosis  may  be  mentioned. 
Of  course,  there  would  be  a lot  of  argument 
on  the  subject  of  inducing  the  patient  at  about 
30  weeks. 

4.  Induction  is  justified  in  cases  of  post- 
maturity. Of  course,  there  has  been  much 
written  concerning  the  dangers  of  post-maturity 
or  prolonged  pregnancy.  Personally,  I cannot 
recall  a patient  who  has  been  definitely  over- 
due. If  everything  points  towards  post-maturity, 
such  as  the  time  of  the  last  menses  and  the 
size  of  the  baby,  the  condition  of  the  cervix 
will  be  the  most  helpful  factor.  If  the  cervix 
is  becoming  effaced  and  dilated,  one  may  be 
sure  that  the  patient  is  somewhere  near  term. 
In  determining  the  size  of  the  baby,  don't  be 
misled  by  the  amount  of  amniotic  fluid  pres- 
ent or  the  possibility  of  twins. 

In  cases  of  toxemia  of  pregnancy,  and  I 
refer  to  preeclampsia  and  eclampsia,  there  are 
differences  of  opinion  as  to  whether  pre- 
mature babies  should  be  delivered  by  the 
vaginal  route  or  by  Cesarean  section,  but  there 
may  be  a slight  predominance  in  the  concensus 
that  the  premature  infant  delivered  by 
Cesarean  section  has  less  chance  of  surviving 
than  those  delivered  by  the  vaginal  route. 

Some  obstetricians,  such  as  Dr.  Eastman  at 
Johns  Hopkins  and  Dr.  Dieckmann  at  the 
Chicago  Lying-in  Hospital  take  a much  more 


conservative  attitude  towards  the  use  of  Pitocin 
and  believe  that  its  principal  use  before  de- 
livery is  in  labor  when  there  is  primary  uterine 
inertia.  According  to  Dr.  Eastman,  the  labor 
must  be  true  and  not  false  and  he  stresses  that 
the  practice  of  pushing  patients  into  labor  may 
lead  to  accidents  that  will  be  difficult  to 
justify^  Before  Pitocin  is  used  in  uterine  inertia, 
therefore,  one  should  question  the  advisability 
of  not  giving  morphine  and  intravenous  fluids, 
because  so  often  after  a sufficient  rest,  labor 
will  progress  rapidly. 

Pitocin  by  the  intravenous  drip  method  has 
a definite  place  in  controlling  uterine  atony 
and  hemorrhage  in  the  fourth  stage  of  labor. 

Technique  of  Induction 

The  technique  of  induction  with  intravenous 
Pitocin  drip  is  simple.  I use  10  minims  of 
Pitocin  in  1000  cubic  centimeters  of  five  per- 
cent dextrose  in  water  and  a 500  cc  bottle 
of  five  percent  dextrose  in  water  connected  by 
a Y tube  or  attached  by  a three  way  stop  cock. 
A 22  gauge  needle  is  placed  in  a vein  in  the 
forearm  for  ease  of  movement  and  fluid  from 
the  smaller  bottle  is  begun.  Then  switch  to  the 
larger  bottle  with  Pitocin.  Do  not  insert  the 
needle  into  the  vein  with  the  Pitocin  flowing 
because  a dangerous  amount  may  be  given 
before  the  amount  of  flow  is  regulated.  The 
number  of  drops  given  per  minute  should  be 
built  up  from  zero,  but  not  more  than  one 
fourth  minim,  25  cc  of  the  solution,  should 
be  given  during  the  first  half  hour.  Remember 
that  the  signs  of  overdosage  occur  most 
frequently  during  the  first  few  minutes  of  ad- 
ministration. During  the  next  half  hour,  give 
one  half  minim  if  the  one  fourth  minim  rate  is 
not  effective. 

The  quality  of  the  contractions  must  be 
definitely  ascertained  by  placing  a hand  on  the 
abdomen  and  by  questioning  the  patient.  If 
the  contractions  last  longer  than  two  minutes, 
the  solution  should  be  cut  off  or  if  the  fetal 
heart  shows  an  abnormal  beat,  it  should  be 
discontinued.  The  contractions  should  be  of 
good  quality  and  no  more  often  than  two  to 
three  minutes  apart  and  the  uterus  must  relax 
between  contractions.  There  should  be  a can 
of  ether  and  other  equipment  on  the  side 
stand  in  case  of  tetanic  contraction. 

The  physican  should  be  present  every 
minute  that  a patient  is  receiving  intravenous 
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Pitocin  for  the  induction  of  labor.  If  the  doctor 
is  to  be  away  from  the  patient,  the  Pitocin 
may  be  discontinued  and  the  solution  from 
the  smaller  bottle  begun  again.  Pitocinase  is 
a plasma  enzyme  of  pregnant  women  and  is 
so  concentrated  that  the  Pitocin  given  intra- 
venously is  destroyed  in  approximately  90 
seconds;  therefore,  in  a period  of  two  to  three 
minutes  after  the  intravenous  is  shut  off,  the 
effect  has  ceased.  Incidentally,  this  ease  of 
control  is  not  shared  with  intramuscular  Pitocin. 

I give  only  1000  cc  of  the  solution  in  one 
day;  however,  if  it  is  sufficiently  important, 
often  another  trial  the  following  day  will  be 
successful. 

I have  never  ruptured  the  membranes  to  in- 
duce labor;  nevertheless,  it  is  one  of  the  most 
effective  ways  of  starting  labor  in  the  presence 
of  Pitocin.  It  has  been  my  unpleasant  experi- 
ence to  have  ruptured  the  membranes  under 
other  circumstances  and  the  patient  have  a 
prolapsed  cord  which  was  not  detected  until 
the  baby  was  asphyxiated. 

The  following  are  prerequisities  for  the  use 
of  Pitocin  in  inducing  or  stimulating  labor: 

1.  The  physician  must  be  present  at  all 
times. 

2.  The  patient  must  not  be  severely  anemic, 
hemorrhaging  severely  or  in  shock. 

3.  The  baby  must  be  in  good  condition  as 
determined  by  the  heart  sounds  and  by  whether 
the  amniotic  fluid  is  meconium  stained  or  not. 
A dead  fetus  is  no  contraindication,  however. 

4.  The  pelvis  must  be  adequate. 

5.  There  must  be  a definite  and  real  reason 
for  induction. 

6.  The  patient  must  be  in  a hospital  where 
she  may  get  immediate  treatment  for  any  emer- 
gency which  may  arise. 

7.  If  there  is  a doubt  in  your  mind  as  to 
whether  it  should  be  used  or  not — don’t.  Re- 
member that  Pitocin  is  one  of  the  most  power- 
ful drugs  known. 

Contraindications 

The  following  are  contraindications  to  the 
use  of  Pitocin: 

1.  There  must  be  no  obstruction  or  cephalo- 
pelvic  disproportion. 

2.  A scar  in  the  uterus  from  Cesarean  sec- 
tion, etc. 

3.  Simply  to  speed  up  slow  labor  which  is 


otherwise  normal.  If  Pitocin  is  given  a pa- 
tient who  is  already  having  strong  pains,  the 
uterus  may  rupture,  however  small  the  dose 
may  be. 

4.  It  should  not  be  given  in  the  presence  of 
shock. 

5.  Do  not  use  Pitocin  in  breech  presenta- 
tions, especially  frank  breech. 

6.  It  should  not  be  used  when  the  uterus  is 
over  distended  as  in  twins  or  polyhydramnios. 

7.  There  must  be  no  mechanical  obstruc- 
tion. 

8.  It  should  not  be  used  in  women  who  have 
had  four  or  more  babies  or  are  above  35  years 
of  age. 

I think  that  Dr.  Dieckmann  made  an  all- 
inclusive  statement  as  to  what  he  considered 
the  primary  indication  for  the  induction  of 
labor  when  he  said,  “The  primary  indication 
for  the  induction  of  labor  must  always  be:  Is 
the  patient  better  off  with  her  uterus  empty,  or 
if  the  infant  is  alive  and  in  good  condition,  are 
its  chances  of  survival  increased  by  early  de- 
livery?” 

If  one  uses  Pitocin  long  enough,  he  will  ex- 
perience complications.  These  may  be  inad- 
vertent, but  the  chances  are  greater  that  after 
he  has  done,  say,  25  or  more  without  getting 
into  trouble,  a certain  confidence  in  the  safety 
of  the  technique  will  arise  and  a certain  relax- 
ation towards  the  tremendous,  treacherous 
powers  will  be  acquired  and  it  is  at  this  time 
that  the  indications  for  its  use  will  be  broader 
and  the  contraindications  gradually  laid  aside. 
It  is  at  this  point  that  we  will  see  ruptured 
uteri,  asphyxiated  babies  and  premature 
babies.  I know  from  experience  that  even  after 
careful  history  taking  and  physical  examina- 
tion, induction  of  labor  may  be  done  at  eight 
months  instead  of  at  term. 

Conclusion 

In  conclusion,  I should  like  to  state  that  I 
believe  the  perfection  of  the  procedure  for  the 
use  of  Pitocin  in  pregnancy  at  term  parallels 
other  great  discoveries  of  medicine.  If  one  is 
not  constantly  reminded  that  the  most  infini- 
tesimally small  dose  may  be  hazardous,  then 
there  are  going  to  be  cases  of  catastrophic 
magnitude  such  as  ruptured  uteri,  dead 
mothers,  and  dead  babies. 
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A STUDY  OF  TUBERCULOSIS  CAVITIES  BY  CONTRAST 
MEDIA  AND  OTHER  METHODS* 

Oren  a.  Beatty,  M.D. 

Louisville 


HEN  A CAVITY  IS  OBSERVED  to 
have  a balloon-like  appearance  and  con- 
tains a fluid  level  or  fails  to  close  with 
ordinary  collapse  procedures,  it  is  often  re- 
ferred to  as  a tension  or  blocked  cavity.  The 
present  study  was  done  to  give  more  informa- 
tion about  cavities  and  their  bronchial  connec- 
tions, the  pressures  within  them,  the  location 
of  the  cavities,  the  physical  signs  overlying 
them,  the  auscultatory  physical  signs  within, 
the  direction  of  contraction  of  diseased  lung 
tissue  within  which  cavities  are  found  and 
other  incidental  information. 

Cases  may  be  selected  for  cavitary  study 
when  the  procedure  is  safe,  is  not  technically 
difficult,  and  may  render  some  beneficial 
knowledge.  It  is  necessary  that  the  overlying 
pleural  space  be  obliterated  by  adhesions.  The 
older  chronic  cavities  may  be  studied  safely. 
New  cavities  with  acute  surrounding  disease 
should  not  be  studied  in  this  manner.  The  ex- 
aminations should  be  done  in  the  presence  of 
antibiotic  therapy. 

Method  of  Study 

The  case  selected  has  a chest  examination, 
preferably  done  by  two  or  more  physicians. 
Particularly  noted  are  physical  signs  character- 
istic of  cavities.  The  patient  is  then  fluoro- 
scoped  in  different  positions  and  the  cavity 
localized.  Stratigram  studies  may  help  to  lo- 
calize the  cavity  anteriorly  or  posteriorly.  The 
patient  is  now  placed  on  the  table  in  a position 
depending  upon  the  location  of  the  cavity  and 
prepared.  After  study  of  the  chest  x-ray,  the 
interspace  and  the  distance  from  the  sternum 
or  spine  is  selected  for  insertion  of  the  needle. 
This  is  done  under  local  anesthesia  with  sterile 
technique.  A number  19  needle  connected 
with  the  manometer  of  a pneumothorax  appa- 
ratus is  first  used.  If  no  free  pleural  space  is 
found  the  needle  is  advanced  into  the  cavity 
and  the  pressure  is  obtained.  If  the  cavity  is 
very  small  and  difficult  to  find,  intracavitary 
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auscultation  may  be  done  through  this  needle 
as  well  as  instillation  of  the  iodized  oil. 

Ordinarily,  the  smaller  needle  is  withdrawn 
and  a size  varying  from  number  17  to  number 
1 3 used.  The  pressure  is  again  observed  as  well 
as  intracavitary  auscultation.  Anywhere  from 
two  or  three  to  10  cc  of  iodized  oil  may  be  in- 
stilled, depending  upon  the  indications.  The 
patient  is  then  turned  on  his  back  or  opposite 
side  and  sent  to  x-ray  for  PA  and  lateral  films. 
Subsequent  films  may  be  made  as  indicated. 

Statistics 

Following  Roentgen  examination,  the  cavi- 
ties have  been  divided  into  three  groups.  The 
larger  group  shows  definite  and  free  bronchial 
connections.  The  smaller  group  shows  obstruc- 
tion, later  emptying,  indicating  only  partial  ob- 
struction; and  the  other  group  shows  complete 
obstruction  with  no  emptying  of  the  cavity. 

The  cases  studied  showed  a shift  of  the 
mediastinum  to  the  side  of  the  cavity  in  28 
cases.  The  remaining  seven  showed  no  shift  or 
shift  to  the  opposite  side  for  other  reasons. 
Thirty  cases  showed  the  diseased  lung  retracted 
posteriorly.  This  was  not  true  in  three  anterior 
cavities,  one  non-tuberculous  and  one  cavity 
ia  the  pleural  space.  Thirty-one  cases  showed 
superior  retraction  of  the  disease  as  evidenced 
by  the  bronchial  and  lobular  structures.  No 
superior  retraction  was  noted  in  two  anterior 
cavities,  one  apical  and  one  pleural  cavity. 
Some  form  of  retraction  or  contraction  of  the 
diseased  tissue  was  noted  in  all  cases.  (See 
Table  No.  1 ).  In  the  greatest  per  cent  of  the 
cases  this  was  posteriorly  and  superiorly  to- 
ward the  most  fixed  point  or  least  mobile  part 

Table  1 


Physical  Changes 


Type  of  Cavity 

Open 

Partially 

Blocked 

Completely 

Blocked 

TOTAL 

29 

2 

4 

Mediastinal  shift 

25 

3 

Posterior  retraction 

24 

2 

4 

Superior  retraction 

25 

2 

4 

Anterior  retraction 

3 

0 

0 

No  retraction 

0 

0 

0 

Bronchiectasis 

19 

0 

0 

T.  B.  sinuses 

3 

0 

3 
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of  the  chest.  Therefore,  normal  lung  tissue  and 
other  mobile  chest  structures  were  drawn  to- 
ward this  point.  Where  there  was  limitation  of 
the  destruction  of  tissue  to  one  lung,  the  op- 
posite lung  was  retracted  across  the  anterior 
mediastinum  into  the  opposite  chest.  This  was 
demonstrated  by  lateral  x-ray  which  showed  a 


Figure  No.  1.  PA  and  left  lateral  films.  PA  film  shows 
cavity  filled  by  constrast  media,  bronchiectasis,  elevation 
of  left  bronchus  and  diaphragm.  Lateral  film  shows  de- 
stroyed left  lung  contracted  into  posterior  gutter.  The  clear 
anterior  mediastinal  area  is  due  to  right  lung  being  pulled 
across  anterior  mediastinum. 


very  clear  anterior  mediastinal  space.  (See 
Figure  No.  1 ).  It  was  more  dramatically  dem- 
onstrated in  one  case  not  reported  here,  when 
a right  traumatic  pneumothorax  was  obtained 
in  trying  to  enter  a left  upper  lobe  cavity,  an- 
teriorly, by  going  just  lateral  to  the  mid- 
clavicular  line.  Bronchiectasis  was  a very  fre- 


Figure  No.  2.  PA  and  left  lateral  films.  PA  film  shows  a 
large  infra-clavicular  and  a smaller  apical  cavity  and 
bronchiectasis.  The  lateral  film  shows  the  position  of  the 
bronchiectasis  relative  to  the  cavity  and  that  the  inter- 
lobar septum  is  pulled  anteriorly. 
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quent  complication  of  cavitary  destruction  of 
lung  tissue,  appearing  in  19  cases. 

Because  most  cavities  were  posteriorly  and 
superiorly  located,  the  bronchiectasis  was 
mostly  anterior  and  inferior  to  the  cavity. 
Bronchiectasis  was  not  demonstrated  in  any  of 
the  partially  or  completely  blocked  cavities. 


Figure  No.  3.  PA  and  left  lateral  films  show  completely 
blocked  cavity  in  destroyed  LUL  and  sinus  tract  in  medi- 
astinum near  hilus.  At  resection,  this  oil  was  found  ex- 
trapleurally.  Following  extrapleural  resection,  residual  oil 
was  seen  extrapleurally  in  apex  and  mediastinum. 


(See  Figure  No.  2).  It  was  difficult  to  differ- 
entiate atelectasis  and  contraction  due  to  de- 
structive disease  and  fibrosis.  It  was  further 
noted  that  of  the  four  completely  blocked  cav- 
ities, three  had  apparently  formed  sinuses, 
intra-  or  extra-pleurally.  There  was  question- 
able sinus  formation  in  the  other  blocked  cav- 
ity and  three  other  cases.  Sinus  formation  oc- 
curred eight  times  more  frequently  in  the  com- 
pletely blocked  cavities.  (See  Figure  No.  3). 

According  to  the  x-rays  and  intra-cavitary 
pressures,  there  were  29  cavities  with  open 
bronchial  connections,  two  with  partially 
blocked  connections  and  four  completely 
blocked.  In  the  open  cavities  the  bronchial  con- 
nections were  either  single  or  multiple.  All  29 
of  the  open  cavities  had  atmospheric  pressures. 
The  two  partially  blocked  had  pressures  rang- 
ing around  zero  to  plus  four,  one  completely 
blocked  cavity  had  a high  negative  pressure, 
one  an  atmospheric  pressure  and  the  other  two 
had  pus  within  them  preventing  obtaining  pres- 
sures. (See  Table  No.  2). 


Table  2 

Pressures  in  Cavities 


Type  of  Cavity 

TOTAL 

Atmospheric 

Positive 

Negative 


Open  Partially  Completely 

Blocked  Blocked 

29  2 4 

29  1 

2 

1 


In  examination  of  the  chest,  particular  care 
was  taken  to  note  physical  signs  which  may  be 
found  in  the  presence  of  cavities.  Cavernous 
cough,  amphoric  breathing,  post-tussive  suc- 
tion, moist  coarse  rales  and  whispered  pecto- 
riloquy are  frequently  heard  over  cavities,  al- 
though not  pathognomonic.  In  the  partially  and 
completely  blocked  cavities  these  cavitary  signs 
were  not  heard.  Also,  breath  sounds,  whis- 
pered, and  spoken  voice  sounds  were  dimin- 
ished over  large  cavities  or  partially  blocked 
cavities.  Although  this  is  too  small  a number 
of  cases  from  which  to  draw  conclusions,  it 
does  suggest  that  physical  signs  of  cavities  are 
rarely  heard  over  partially  or  completely 
blocked  cavities.  (See  Table  No.  3). 

In  addition  to  the  physical  examination  done 
previous  to  the  cavity  studies,  one  staff  mem- 
ber suggested  that  auscultation  be  done  directly 
through  the  needle  into  the  cavities.  This  was 
done  in  many  cases.  It  has  been  pointed  out  in 
the  text  books  that  the  vesicular  sounds  origi- 
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Table  3 


Physical  Signs 

Type  of  Cavity 

Open 

Partially 

Completely 

Blocked 

Blocked 

TOTAL 

29 

2 

4 

Cavernous  cough 

7 

Amphoric  Bg 

6 

1 

Post  tussive  suction 

2 

Moist  coarse  rales 

9 

Whispered  pecto- 

5 

riloquy 
Br.  or  Bv.  Bg 

25 

1 

1 

Increased  VR 

22 

1 

MC  rales  ac 

21 

1 

3 

Distant  Bg 

5 

1 

1 

Decreased  VR 

5 

2 

1 

P.  T.  wheeze 

6 

1 

Resp.  wheeze 

5 

1 

1 

nate  in  the  pulmonary  parenchyma  and  the 
bronchial  from  the  bronchial  tree.  If  there  is 
intervening  consolidation  or  inflammation  the 
bronchial  sounds  may  be  heard  on  the  surface. 
Intra-thoracic  auscultation  seemed  to  bear  this 
out. 

In  four  cases  in  which  the  needle  lumen  was 
in  the  alveolus,  the  breath  sounds  were  vesicu- 
lar. In  three  cases  auscultation  was  carried  out 
in  the  pneumothorax  space.  This  gave  vesicular 
sounds  probably  coming  from  the  pulmonary 
parenchyma.  When  intracavitary  auscultation 
was  done  in  25  cases  the  sounds,  when  heard, 
were  mostly  of  bronchial  type.  The  breath 
sounds  were  mostly  bronchial  or  bronchove- 
sicular.  Vocal  resonance  in  general  was  in- 
creased. At  times  rales  and  also  inspiratory  and 
expiratory  wheezes  were  heard.  The  above 
findings  would  indicate  that  these  sounds  were 
mostly  of  bronchial  origin  or  that  there  was 
inflammation  or  consolidation  near  the  bron- 
chus or  that  the  cavity  wall  was  continuous 
with  or  adjacent  to  a bronchus.  However,  in  1 1 
of  these  25  cavities,  no  vesicular  or  bronchial 
sounds  were  heard.  This  cannot  be  definitely 
explained  but  various  possible  reasons  may  be 
offered.  In  two  cases  no  sounds  could  be  heard 
when  auscultating  through  a number  19  needle 
but  vesicular,  bronchial  sounds  and  rales  could 
be  heard  when  a number  15  needle  was  substi- 
tuted. This  suggests  it  may  be  possible  to 
auscultate  all  cavities  by  increasing  the  needle 
size.  This  was  further  corroborated  by  an  ex- 
periment. A rubber-capped  glass  jar  contain- 
ing two  small  openings  was  auscultated  while  a 
vibrating  tuning  fork  was  placed  against  the 
jar.  In  auscultating  through  the  number  25 
needle  either  no  sounds  or  very  faint  sounds 
were  heard.  As  the  size  of  the  needle  was  in- 


creased to  19,  18,  16  and  15,  the  sound  of  the 
tuning  fork  was  increasingly  heard.  In  auscul- 
tating inside  the  jar  it  made  no  difference  in  the 
sounds  whether  the  second  opening  was  closed 
or  left  open.  It  was  noted  that  a vibrating  tun- 
ing fork  was  best  heard  when  the  plane  of  the 
fork  was  perpendicular  to  the  bevel  of  the  lu- 
men. Apparently  the  bevel  acted  somewhat  as 
an  ear.  The  location  and  position  of  the  bevel 
and  lumen  relative  to  the  bronchus  or  its  orifice 
or  the  cavity  wall  may  have  been  another  rea- 
son why  no  sounds  were  heard  in  some  cases. 

Discussion 

It  would  seem  from  observations  that  there 
is  a natural  tendency  for  diseased  lung  tissue 
to  contract  and  heal.  The  cavity  is  an  area  of 
destroyed  lung  which  has  been  expectorated 
and  tends  to  follow  the  direction  of  the  con- 
traction of  the  surrounding  diseased  lung.  In 
this  small  group  of  35  cases  not  nearly  so  many 
blocked  cavities  were  demonstrated  as  sus- 
pected. Eleven  percent  were  completely 
blocked,  six  percent  partially  blocked  and  83 
percent  showed  a very  free  connection  with 
the  bronchial  tree.  This  indicates  that  the  cause 
of  non-closure  of  cavities,  in  the  majority  of 
cases,  is  not  due  to  their  being  blocked.  If  clos- 
ure does  not  result,  then  some  other  mechani- 
cal difficulty  may  be  present.  Obstruction  may 
cause  nonclosure,  but  it  is  not  as  frequent  as 
other  causes.  Pleural  adhesions  which  prevent 
the  natural  relaxing  type  of  contraction  of  lung 
tissue,  or  dense  fibrous  tissue  in  the  vicinity  of 
the  cavity  more  frequently  causes  non-closure. 
Without  mechanical  difficulties  it  is  felt  that 
open  and  completely  blocked  cavities  should 
close  more  readily  than  partially  blocked  cavi- 
ties. However,  in  the  completely  blocked  cavity 
unless  the  cavity  can  completely  inspissate, 
close  and  heal  with  walls  in  eventual  apposi- 
tion, it  is  doubtful  that  this  is  desirable.  Fur- 
thermore, this  was  borne  out  by  the  frequency 
of  sinus  tracts  noted  in  the  completely  blocked 
cavities.  There  was  evidence  of  these  tracts 
extra-pleurally  following  surgery  in  three  cases 
done.  These  may  be  potential  hazards  for  the 
development  of  tuberculous  complications  fol- 
lowing surgery.  It  cannot  be  completely  ex- 
plained at  this  time  why  no  bronchiectasis  was 
found  in  completely  and  partially  blocked  cavi- 
ties, unless  this  blockage  prevented  the  iodized 
oil  entering  the  bronchiectatic  areas.  Also,  it 
(Continued  on  Page  431) 
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in  the  treatment  of 

respiratory  infections 

January  and  his  associates^  have  written 
on  the  use  of  tetracycline  (Achromycin) 
to  treat  118  patients  having  various 
infections,  most  of  them  respiratory,  in- 
cluding acute  pharyngitis  and  tonsillitis, 
otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis, 
bronchiectasis,  bronchial  pneumonia, 
and  lobar  pneumonia.  Response  was 
judged  good  or  satisfactory  in  more  than 
84%  of  the  total  cases. 

Each  month  there  are  more  and  more 
reports  like  this  in  the  literature,  docu- 
menting the  great  worth  and  versatility 
of  Achromycin.  This  antibiotic  is  upsur- 
passed  in  range  of  effectiveness.  It  provides 
rapid  penetration,  prompt  control.  Side 
effects,  if  any,  are  usually  negligible. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you. 
For  your  convenience  and  ihe  patient’s 
comfort,  Lederle  offers  a full  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection — defends  the 
patient — hastens  norr^rd  recovery.  For 
severe  or  prolonged  illness.  Stress  formula 
as  suggested  by  the  National  Research 
Council.  Offered  in  Capsules  of  250  mg. 
and  in  an  Oral  Suspension,  125  mg.  per 
5 cc.  teaspoonful. 


J* 
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For  more  rapid  and  complete 
absorption.  Offered  only  by  Lederle  ! 


filled  sealed  capsules 


'.Tanuary,  H.  f..  et  al:  Clinical  experience  with 
tetracycline.  Antibiotics  Annual  1954-55,  p.  625. 
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may  be  possible  that  these  bronchi  which  have 
such  small  openings  connecting  with  the  cavi- 
ties have  more  resistance  to  the  development  of 
bronchiectasis.  The  resistance  of  the  bronchus 
to  bronchiectasis  may  play  a role  in  the  cause 
of  tension  cavities. 

Apparently  obstruction  of  bronchi  definitely 
influences  physical  signs.  No  cavitary  signs 
were  heard  over  partially  and  completely 
blocked  cavities. 

Intrathoracic  and  intracavitary  auscultation 
has  not  been  done  enough  to  evaluate.  We  feel 
that  intracavitary  auscultation  of  cavities  and 
lungs  should  be  pursued  further  before  definite 
clinical  value  may  be  demonstrated.  It  does 
seem  to  demonstrate  that  vesicular  sounds 
come  from  the  pulmonary  parenchyma  and 
that  the  other  sounds  come  from  the  bronchial 
tree.  This  would  tend  to  explain  why  no  am- 
phoric breathing,  post-tussive  suction  and 
other  cavitary  signs  were  heard  over  cavities 
where  a blocked  bronchus  is  present,  or  over 
very  large  cavities. 

Summary  and  Conclusions 

1.  Thirty-five  cavitary  cases  in  which 
iodized  oil  has  been  instilled  have  been  studied. 

2.  Twenty-nine  cavities  had  free  bronchial 
connections  as  evidenced  by  atmospheric  pres- 
sures and  x-ray  findings.  Two  cavities  were 
partially  blocked  as  evidenced  by  positive 
pressures  and  x-ray  findings,  and  four  cavities 
were  completely  blocked  as  shown  by  x-ray. 


One  of  these  had  a negative  pressure,  one  at- 
mospheric and  the  others  contained  fluid. 

3.  The  ordinary  physical  signs  suggestive  of 
cavity,  such  as  amphoric  breathing,  cavernous 
cough  and  post  tussive  suction,  were  not  heard 
over  any  of  partially  or  completely  blocked 
cavities.  In  intrathoracic  and  intracavitary 
auscultation  it  appears  that  the  vesicular 
sounds  come  from  the  alveoli  and  the  other 
sounds  from  the  bronchi. 

4.  Diseased  tuberculous  tissue  with  which 
cavities  are  frequently  associated  tend  to  con- 
tract and  move  toward  a fixed  point  posteriorly 
and  superiorly.  Normal  lung  tissue  follows  this 
contraction  and  it  may  be  pulled  across  the 
anterior  mediastinum.  Normal  lobes  move  in 
the  direction  of  the  contraction. 

5.  Extensive  pleural  adhesions  and  dense 
fibrous  tissues  surrounding  cavities  prevent  the 
contracting  relaxation  of  lung  tissue  in  the 
closure  of  cavities  more  frequently  than  a 
partially  blocked  cavity.  Obstruction  is  not  the 
most  frequent  cause  of  non-closure  of  cavi- 
ties. 

6.  Sinuses  extending  out  from  the  cavities 
into  the  extrapleural  spaces  were  noted  in  the 
completely  blocked  cavities  and  not  in  the 
other  two  types.  Tuberculous  sinuses  occur 
eight  times  more  frequently  in  the  completely 
blocked  cavities. 

7.  Bronchiectasis  is  frequently  seen  in  as- 
sociation with  open  cavities  and  was  not  seen 
in  any  partially  and  completely  blocked  cavi- 
ties. 


ANTICOAGULANTS  IN  MYOCARDIAL  INFARCTIONS 

Stuart  Gr.wes,  Jr.,  M.D, 

Louisville 


HERE  IS  A GREAT  DIFFERENCE  of 
opinion  in  the  medical  literature  regard- 
ing the  use  of  anticoagulants  in  the  treat- 
ment of  myocardial  infarctions.  I should  like 
to  review  some  of  the  factors  involved  in  mak- 
ing the  decision  for  or  against  anticoagulant 
drugs  in  the  case  of  any  particular  patient. 

“Routine”  Use 

The  answer  to  this  problem,  as  in  many 
other  problems  in  medicine,  was  sought  in 
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the  analysis  of  statistics  obtained  from  the 
treatment  of  a large  group  of  patients  with 
myocardial  infarction  as  compared  with  a 
suitable  control  group.  The  American  Heart 
Association  appointed  a committee  to  evaluate 
the  effects  of  anticoagulants;  and  the  com- 
mittee’s opinion  was  that  all  patients  should 
receive  anticoagulants  unless  a definite  con- 
traindication was  present^  Wright,  in  review- 
ing this  work-,  pointed  out  the  following 
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Anticoagulants  in  Myocardial  Infarctions 


1031  Cases 

Without 

Anti- 

coagulants 

With 
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coagulants 

Deaths  in  entire  series 

23% 

15% 

Deaths  in  mild  and 
moderate  cases 

12.9% 

7.9% 

Deaths  in  severe  cases 

45% 

35% 

Thromboembolic  compli- 
cations 

45% 

13% 

From  Wright 

statistics  based  on  1031  cases.  Deaths  in  the 
patients  not  getting  anticoagulants  were  23 
per  100  as  against  15  per  100  in  the  group 
getting  anticoagulants.  These  1031  cases  were 
further  divided  according  to  criteria  set  up 
prior  to  the  study;  the  mild  and  moderate 
cases  on  one  hand,  and  the  severe  cases  on  the 
other.  Deaths  in  the  mild  and  moderate 
cases  were  12.9  per  100  without  anticoagulant 
treatment,  and  7.9  per  100  in  the  treated 
group.  In  the  severe  cases  there  were  45 
deaths  per  100  without  anticoagulants,  and 
35  per  100  with  anticoagulants.  Thromboem- 
bolic complications  occurred  in  45  per  100 
cases  in  the  group  not  given  anticoagulants 
and  13  per  100  in  those  given  anticoagulants. 
This  would  seem  to  be  a high  incidence  of 
thromboembolic  complications,  but  it  must  be 
noted  that  an  intensive  search  was  made  for 
these  complications,  utilizing  serial  urinalyses, 
blood  counts,  chest  films,  electrocardiograms, 
etc.  On  the  other  hand,  one  cannot  help  feel- 
ing that  the  Committee  reported,  as  throm- 
boembolic complications,  minor  episodes  that 
have  little  if  any  clinical  significance.  Be 
that  as  it  may,  the  Committee  found  that  16 
percent  of  the  cases  had  one  complication,  five 
percent  had  two,  three  percent  had  three  and 
one  percent  had  four.  They  also  observed  that 
the  highest  incidence  of  complications  occurred 
during  the  second  week,  14  per  100  cases;  and 
declined  to  less  than  three  per  100  after  the 
fourth  week.  As  would  be  expected,  a higher 
incidence  of  thromboembolic  complications 
occurred  in  the  poor  risk  patients.  During  the 
first  three  days  of  anticoagulant  therapy  there 
were  seven  complications  per  1000  treatment 
days  against  16  per  1000  days  in  a corres- 
ponding group  that  did  not  get  anticoagulants. 


This  is  a little  tlifficult  to  explain,  since 
Dicumarol  was  used  almost  exclusively  in  this 
study,  and  one  would  not  expect  much  benefit 
during  the  first  72  hours.  From  the  fourth  day 
after  starting  anticoagulants  until  the  fourth 
day  after  stopping,  there  were  three  complica- 
tions per  1000  treatment  days  against  12  per 
1000  treatment  days  in  the  control  group. 
Wright  concluded  from  the  above  data  and 
from  autopsy  findings  the  following:  (1)  anti- 
coagulants have  no  effect  on  the  coronary 
occlusion  itself;  (2)  the  lowering  of  the  death 
rate  is  almost  entirely  due  to  the  beneficial 
effect  of  anticoagulants  in  the  group  of  patients 
with  thromboembolic  complications;  and  (3) 
anticoagulants  should  be  used  in  all  cases  of 
myocardial  infarction  in  which  no  contrain- 
dications exist. 

“Selective”  Use 

An  increasing  number  of  physicians  ques- 
tion the  advice  of  Wright  and  others,  at  least 
in  part.  They  feel  that  the  favorable  results 
obtained  with  anticoagulants  are  due  to  the 
benefit  given  the  “severe  cases.”  While  very 
few  physicians  will  withhold  anticoagulants 
in  the  severe  or  complicated  myocardial  in- 
farction, they  feel  that  any  benefit  given  to 
the  “good  risk”  patient  is  outweighed  by  the 
hazards  inherent  in  the  use  of  these  drugs. 
Russek  and  Zolman'^  support  this  view  with 
the  results  obtained  from  the  records  of  1,047 
consecutive  admissions  for  acute  myocardial 
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infarctions.  The  death  rate  of  “good  risk” 
patients  selected  from  this  group  was  3.1  per- 
cent and  the  incidence  of  thromboembolism 
was  0.8  percent.  A “good  risk”  patient  as 
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defined  by  Russek  and  Zolman  was  one  who 
had  none  of  the  following  on  the  day  of  admis- 
sion; (1)  previous  myocardial  infarction;  (2) 
intractable  pain;  (3)  extreme  degree  or  per- 
sistence of  shock;  (4)  significant  enlargement 
of  the  heart;  (5)  gallop  rhythm;  (6)  conges- 
tive heart  failure;  (7)  auricular  fibrillation 
or  flutter,  ventricular  tachycardia,  or  intra- 
ventricular block;  and  (8)  diabetic  acidosis 
or  other  states  pre-disposing  to  thrombosis. 
Patients  who  qualified  as  “good  risks”  made 
up  46  percent  of  the  total  group  admitted  to 
the  hospitals  for  myocardial  infarction.  Since 
the  incidence  of  thromboembolic  complica- 
tions was  only  0.8  percent,  the  maximum  per- 
centage of  deaths  due  to  thromboembolic 
complications  that  could  possibly  be  prevented 
with  anticoagulants  would  be  0.8  percent.  The 
Committee  on  anticoagulants  of  The  American 
Heart  Association  found  in  two  different  series, 
that  the  deaths  due  to  anticoagulant  drugs 
were  0.7  and  1.1  percent  of  the  patients 
treated,  respectively.  Futhermore,  these  deaths 
occurred  in  leading  medical  centers  equipped 
with  the  most  reliable  laboratories.  The  conclu- 
sion of  Russek  and  Zolman  is  that  “anti- 
coagulant treatment  is  neither  necessary  nor 
desirable  for  a large  segment  of  patients  who 
sustain  their  first  attack  of  acute  myocardial 
infarction  and  present  no  unfavorable  criteria 
for  recovery  at  the  time  of  the  first  examina- 
tion.” 

It  would  seem  from  the  analysis  of  the  two 
schools  of  thought  outlined  above,  that  the 
policy  of  “selective”  use  of  anticoagulants  is 
a sounder  policy  than  the  “routine”  use  of  the 
drugs  in  all  cases  of  myocardial  infarction. 

Control  of  Therapy 

Assuni'^'g  that  anticoagulant  drugs  should 
be  used  in  severe  or  complicated  myocardial 
infarction,  there  is  still  an  extremely  important 
factor  to  consider  in  the  case  of  any  particular 
patient;  specifically,  can  the  anticoagulation  be 
controlled  safely  and  yet  have  adequate  levels 
produced.  As  stated  earlier,  the  use  of  anti- 
coagulant drugs  in  therapeutic  dosage  is  not 
an  innocuous  procedure.  The  Committee  on 
Anticoagulants  of  the  American  Heart  As- 
sociation observed  mild  bleeding,  such  as 
microscopic  hematuria,  five  times  per  1000 
treatment  days,  and  severe  bleeding  0.5  times 
per  1000  treatment  days.  Death  occurred  in 


only  a fraction  of  one  percent,  but  it  does 
occur  in  the  hands  of  experts  supported  by 
the  most  reliable  laboratories.  The  Committee 
on  Anticoagulants  also  noted  that  anti- 
coagulant therapy  was  twice  as  effective  if 
the  percentage  of  prothrombin  activity  was 
maintained  at  25  percent  of  normal  or  less. 
The  accepted  goal  in  anticoagulation  is  to 
keep  the  percentage  of  prothrombin  activity 
between  15  and  25  percent^. 

There  is  no  apparent  advantage  of  one  anti- 
coagulant drug  over  another.  Dicumarol  has 
certainly  enjoyed  the  widest  acceptance  in 
America,  although  Hedulin®  and  Tromexan® 
have  been  used  extensively.  These  latter  drugs 
have  a theoretical  advantage  in  that  they  are 
somewhat  shorter  acting  and  more  rapidly 
eliminated,  thereby  lessening  the  danger  period 
in  the  event  of  overdosage.  However,  with 
adequate  Vitamin  K treatment  in  such  cases, 
this  advantage  does  not  have  any  practical 
significance. 

If,  to  use  anticoagulants  adequately  means 
keeping  the  percentage  prothrombin  activity 
between  15  and  25  percent,  one  immediately 
realizes  that  danger  is  lurking  fairly  close  by. 
What  steps  should  be  taken  to  insure  the  safety 
of  the  patient?  First,  one  must  have  a depend- 
able laboratory  that  can  do  accurate  pro- 
thrombin times  daily.  There  are  many  methods 
of  doing  prothrombin  determinations,  and  all 
are  satisfactory  providing  that  they  are  repro- 
ducable  within  a very  small  limit  of  error.  It 
has  been  found  that  a method  using  a constant 
temperature  water  bath  is  the  most  satisfactory. 
As  yet,  there  has  not  been  found  a way  to 
overcome  the  errors  due  to  changes  in  tem- 
perature with  which  one  is  confronted  in  the 
bedside  tests. 

Factors  Influencing  Control 

Several  factors  influence  the  patients  re- 
sponse to  Dicumarol  and  allied  drugs. 
Probably  the  most  common  one  seen  in 
patients  with  myocardial  infarction  is  renal 
insufficiency.  This  will  enhance  and  prolong 
the  response  to  Dicumarol  and  for  this  reason 
all  patients  should  have  some  test  of  renal 
function  prior  to  or  during  the  first  day  or  two 
of  anticoagulation.  Patients  with  liver  disease 
are  more  sensitive  to  anticoagulants  because 
they  may  have  a deficient  amount  of  pro- 
thrombin before  treatment  is  started.  Cachectic 
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or  fasting  individuals  are  also  more  sensitive 
to  the  drugs.  It  is  amazing  how  rapidly  this 
effect  can  be  noted.  The  mere  fact  that  a 
patient  has  been  too  ill  to  eat  during  the  first 
five  to  six  days  of  his  infarction  will  often  be 
enough  to  alter  materially  the  effect  of  anti- 
coagulants on  the  prothrombin  time.  These 
conditions  are  not  contraindications  to  anti- 
coagulant treatment,  but  they  should  be  noted 
and  the  dosage  schedule  adjusted  accordingly. 

Many  blood  dyscrasias,  severe  ulcerative 
diseases  of  the  gastrointestinal  tract,  bacterial 
endocarditis,  and  recent  brain  or  spinal  cord 
surgery  are  all  contraindications  to  the  use  of 
the  anticoagulant  drugs,  but  they  are  rarely 
seen  in  cases  of  acute  myocardial  infarction. 

Another  contraindication,  in  a sense,  is 
pericarditis.  Actually,  this  is  a problem  of 
correct  diagnosis.  It  can  be  extremely  difficult 
to  distinguish  between  myocardial  infarction 
and  pericarditis  during  the  early  hours  of  either 
condition.  Because  pericarditis  is  much  more 
likely  to  be  confused  with  a mild  rather  than 
a severe  myocardial  infarction,  I believe  this 
to  be  another  reason  why  one  should  not 
routinely  use  anticoagulant  drugs. 

In  the  event  of  serious  hemorrhage,  cessa- 
tion of  the  anticoagulant  and  the  administra- 
tion of  vitamin  K is  usually  sufficient. 
However,  if  the  bleeding  is  massive,  whole 
blood  should  be  used  in  whatever  amounts 
are  necessary.  The  original  experiences  with 
water  soluble  vitamin  K in  the  treatment 
of  hypoprothrombinemia  were  disappointing. 
With  larger  and  repeated  injections  of  water 
soluble  vitamin  K or  the  use  of  the  newer, 
vitamin  Ki  and  vitamin  Ki  oxide  the  results 
are  quite  satisfactory.  The  preferred  treatment 
of  hypoprothrombinemia  is  50  to  150  mgms. 
of  vitamin  Ki  intravenously.  It  should  be  re- 
membered that  if  large  doses  of  vitamin  Ki 
are  used,  it  will  be  impossible  to  use  the  anti- 
coagulant satisfactorily  again  for  a period  of 
four  to  five  days. 

Heparin 

The  use  of  heparin  should  be  mentioned  in 
this  discussion.  Early  in  the  history  of  anti- 
coagulant treatment  of  myocardial  infarction, 
heparin  was  used  widely.  Because  Dicumarol 
requires  48  to  72  hours  to  obtain  a therapeutic 
level,  it  was  originally  felt  that  heparin  should 
be  used  to  prolong  the  clotting  time 


during  this  latent  period.  Because  very 
few  thromboembolic  complications  are  seen 
during  the  first  three  days  of  a myocardial 
infarction,  and  because  it  is  known  that  anti- 
coagulants have  no  effect  on  the  coronary 
occlusion  or  the  myocardial  infarction  itself, 
heparin  is  no  longer  routinely  used  by  most 
physicians.  If  the  patient  is  first  seen  late  in 
the  course  of  the  infarction,  and  if  throm- 
boembolic complications  are  already  present, 
heparin  should  be  used  until  the  prothrombin 
time  is  prolonged  to  a therapeutic  level. 

Prolonged  Use 

I would  like  to  mention  one  other  use  of 
anticoagulants  that  is  closely  allied  to  the 
subject  under  discussion,  and  that  is  the  pro- 
longed use  of  the  drugs  in  cases  of  repeated 
myocardial  infarction  and  even  in  persistent 
angina.  If  one  looks  upon  myocardial  infarc- 
tion as  one  manifestation  of  thrombotic 
disease  secondary  to  atherosclerosis,  then  there 
are  very  good  pharmacological  reasons  why 
such  cases  should  be  carried  on  a prolonged 
anticoagulant  regime.  There  are  several  groups 
in  the  country  working  on  this  program®  but 
a definite  answer  can  be  given  only  after  a 
period  of  many  years  of  observation. 

Summary 

The  results  obtained  in  the  treatment  of 
two  large  series  of  myocardial  infarction  have 
been  presented.  It  is  the  author’s  opinion  that 
the  “selective”  treatment  policy,  as  outlined 
by  Russek  and  Zolman  is  the  more  sensible 
one,  because  any  benefit  given  the  “mild” 
cases  is  outweighed  by  the  dangers  inherent 
in  the  use  of  anticoagulant  drugs. 

The  more  common  pitfalls  encountered  in 
the  use  of  anticoagulant  drugs  have  been 
mentioned,  and  steps  have  been  outlined  to 
minimize  these  dangers. 
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CASE  DISCUSSIONS 


FROM  THE  UNIVERSITY  OF  LOUISVILLE  HOSPITALS 
LOUISVILLE  CHILDREN’S  HOSPITAL 

METHEMOGLOBINEMIA* 


History 

A two  month  old  white  female  infant  was 
admitted  to  the  Children’s  Hospital  on  August 
29,  1955  with  the  chief  complaint  of  having 
turned  blue  on  the  day  of  admission.  The  pa- 
tient was  apparently  well  one  day  prior  to  ad- 
mission and  had  slept  all  night.  On  awakening 
on  the  morning  of  admission  she  was  found  to 
be  “blue  all  over,”  quite  irritable  and  restless. 
The  parents  reported  no  respiratory  difficulty. 
The  family  physician  referred  the  patient  to 
this  hospital. 

The  patient  was  the  product  of  a full  term 
normal  pregnancy  and  delivered  from  a ce- 
phalic presentation  by  low  forceps.  The  birth 
weight  was  five  pounds,  five  ounces.  She  had 
done  well  until  one  month  prior  to  admission 
when  she  developed  frequent  loose  stools  daily. 
This  persisted  but  the  patient  had  gained 
weight  steadily.  During  the  two  weeks  before 
admission  she  had  received  approximately  six 
teaspoonsful  of  “red  medicine”  for  diarrhea. 
The  only  other  known  medication  had  been 
one  teaspoonful  of  castor  oil  on  two  occasions 
the  week  before  arrival  at  this  hospital. 

The  patient  was  taking  an  evaporated  milk 
formula,  ordinarily  prepared  with  cistern 
water.  Due  to  mechanical  difficulty  with  the  cis- 
tern pump,  four  bottles  of  formula  had  been 
prepared  with  water  from  a “mineral”  well. 
This  particular  formula  was  used  two  days  be- 
fore admission;  that  being  the  only  occasion  on 
which  the  child  had  ingested  well  water.  There 
was  no  history  of  any  previous  respiratory 
difficulty  or  cyanosis.  The  patient  and  her  fam- 
ily live  on  a farm  in  Washington  County,  Ken- 
tucky. No  other  member  of  the  family  had 
cyanosis. 

"Hospital  Protocol  No.  37409 


Physical  Examination 

Admission  examination  revealed  on  afebrile, 
well  developed,  well  nourished,  eight  pounds, 
one  and  one  half  ounces,  infant  with  marked 
cyanosis  of  the  entire  body.  The  respiratory 
rate  was  80  per  minute.  The  lung  fields  were 
clear  to  percussion  and  auscultation.  There  was 
no  evidence  of  pneumonia,  atelectasis,  or  pneu- 
mothorax. The  cardiac  rate  was  140  per  min- 
ute, the  heart  sounds  were  of  good  quality  and 
no  murmur  was  noted.  The  remainder  of  the 
physical  was  not  remarkable. 

Diagnosis 

The  occurrence  of  cyanosis  without  demon- 
strable ventilatory  distress  suggested  methemo- 
globinemia. There  is  a known  correlation  be- 
tween cyanosis  and  ingested  well  water  of  a 
high  nitrate  content. 

The  significant  laboratory  finding  on  admis- 
sion was  a methemoglobin  determination  of  3.2 
gm.  per  cent  (normal — less  than  0.5  mgm.  per 
cent).  Subsequent  analysis  of  the  “mineral” 
well  water  demonstrated  an  increased  nitrate 
content.  The  cistern  water  contained  no  nitrate. 

' Differential  Diagnosis 

J.  A.  Little,  M.D.:  Cyanosis  may  be  caused 
by  an  increased  amount  of  reduced  hemoglobin 
in  the  blood  at  the  site  inspected.  Localized  cya- 
nosis may  be  observed  when  cold  or  shock  re- 
sults in  slowing  of  the  circulation  causing  a lo- 
cal accumulation  of  methemoglobin.  General- 
ized cyanosis  occurs  with  pulmonary  or  cardiac 
disease.  The  intense  degrees  of  cyanosis  are 
more  often  due  to  abnormal  pigments  (methe- 
moglobin and  sulfhemoglobin)  within  the  red 
blood  cell.  Clinical  cyanosis  can  be  observed 
with  a blood  level  of  5 gm.  per  cent  reduced 
hemoglobin,  1 .5  gm.  per  cent  of  methemoglobin 


Medical  Association 


May  1956 


4,3.5 


or  less  than  0.5  gm.  per  cent  of  sulfhenioglobin. 
Some  forms  of  congenital  heart  disease  may 
present  a clinical  picture  compatible  with  this 
history.  In  this  case  the  absence  of  a cardiac 
murmur  or  signs  of  congestive  heart  failure  les- 
sened this  possibility.  The  dramatic  response  to 
the  intravenous  injection  of  methylene  blue 
established  the  diagnosis  of  methemoglobin- 
emia. Methylene  blue  is  of  both  diagnostic 
and  therapeutic  value. 

Various  therapeutic  agents  such  as  bismuth 
subnitrate  can  result  in  methemoglobinemia. 
The  use  of  an  unknown  medicine  for  diarrhea 
presents  such  a possibility. 

Management 

The  use  of  intra  nasal  oxygen  failed  to  relieve 
the  cyanosis.  After  blood  was  drawn  for  methe- 
moglobin  determination,  six  mgm.  of  methy- 
lene blue  and  100  mgm.  of  ascorbic  acid  were 
given  intravenously.  Within  two  minutes  the 
cyanosis  was  totally  relieved.  Analysis  of  the 
non-cyanotic  blood  revealed  no  methemo- 
globin.  The  baby  took  the  evaporated  milk 
formula  well,  remained  acyanotic,  and  gained 
four  ounces  during  the  four  days  of  hospitaliza- 
tion. 

Discussion 

QUESTION:  What  are  some  of  the  more 
common  poisons  causing  methemoglobinemia? 

A.  J.  Steigman,  M.D.:  Nitrites,  nitrates, 
aniline  derivatives,  acetanilid,  pyridium,  dini- 
trophenol,  and  potassium  chlorate.  These 
agents  may  be  ingested,  injected,  inhaled,  or 
absorbed  from  the  skin.  If  the  toxic  agent  is 
withdrawn,  spontaneous  removal  of  the  methe- 
moglobin  occurs. 

QUESTION:  What  is  the  method  of  deter- 
mination of  methemoglobin? 

Doctor  Steigman:  Quantitative  estimation  of 
methemoglobin  can  be  done  by  use  of  the  pho- 
toelectric colorimeter.  Qualitatively  the  detec- 
tion is  by  visual  spectroscope  of  a dark  band  at 
630  millimicrons.  This  band  can  be  made  to 
disappear  by  the  addition  of  cyanide  solution. 

QUESTIQN:  Why  were  no  other  members 
of  the  family  adversely  affected  by  the  “min- 
eral” water? 

Doctor  Steigman:  Susceptibility  to  this  dis- 
ease rapidly  decreases  after  the  first  two 
months  of  life  and  is  rare  after  six  months  of 
age.  The  infant  possesses  much  less  total  oxi- 
dizable  hemoglobin  than  the  adult  and  this  is 
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an  important  factor  in  making  the  infant  more 
susceptible.  In  1945  Comly*  reported  methe- 
moglobinemia in  infants  due  to  ingestion  of 
well  water  with  a high  nitrate  content.  He  sug- 
gested that  the  following  factors  may  play  a 
role: 

1 . The  bacterial  flora  of  the  infant  intestine 
may  include  more  nitrate  converters  than  the 
adult’s. 

2.  Gastro-intestinal  upsets  and  mucosal  injury 
may  be  more  common  in  infants  than  adults. 

3.  In  infants  the  high  fluid  turnover  and  rapid 
circulation  may  favor  more  complete  absorp- 
tion of  the  nitrate  ion  from  the  intestine. 

QUESTIQN:  Does  boiling  of  water  con- 
taining nitrates  in  large  amounts  affect  the  ni- 
trate content? 

Doctor  Steigman:  Comly*  reported  a case  in 
which  the  unboiled  well  water  was  analyzed 
and  found  to  have  nitrate  value  of  140  parts 
per  million,  which  is  equivalent  to  0.619  grams 
of  nitrate  ion  per  liter.  Later  a second  sample 
was  boiled  the  same  length  of  time  as  that 
given  to  the  baby.  The  boiled  sample  contained 
0.530  grams  of  nitrate  ion  per  liter  and  thus  did 
not  vary  appreciably  from  the  unboiled.  Qne 
gram  of  potassium  nitrate  (salt  peter)  in  a liter 
of  water  approximates  this  nitrate  ion  concen- 
tration. 

QUESTIQN:  What  is  methemoglobinemia? 

Doctor  Steigman:  It  is  the  presence  of  an 
appreciable  amount  of  methemoglobin  in  the 
blood.  Methemoglobin  is  a stable  pigment  in 
which  the  iron  is  in  the  ferric  state.  Qne  mole- 
cule of  nitrite  ion  reacts  with  two  molecules  of 
hemoglobin  to  form  methemoglobin. 

QUESTIQN:  How  does  methylene  blue 
correct  methemoglobinemia?  What  is  the  dos- 
age? 

Doctor  Steigman:  By  studying  the  molecular 
ratio  of  the  hemoblogin  produced  per  unit  of 
methylene  blue  added,  investigators  are  unable 
to  explain  the  reaction  on  the  basis  of  reducing 
action  of  methylene  blue.  Thus  it  was  con- 
cluded the  methylene  blue  is  a catalyst  which 
accelerates  the  rate  at  which  the  enzyme  system 
of  the  red  cell  normally  reverts  methemoglobin 
to  hemoglobin.  An  intravenous  dosage  of  one 
to  two  mgm.  of  methylene  blue  per  kilogram  of 
body  weight  is  effective,  and  no  untoward  re- 
( Continued  on  Page  455) 

’Comly  Hunter  H.:  Cyanosis  in  Infants  Caused  by  Nitrates  in 
Well  Watet,  J.A.M.A.  129:  112-116,  Sept.  8,  1945. 
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THE  END  OF  AN  ERA 

Barbara  N.  Morgan 


. the  old  years  die  and  the  new  begin  . . . 

The  Lost  Shipmate 

Theodore  Good  ridge  Roberts 

The  Kentucky  State  Medical  Association 
has  had  a Journal  for  53  years.  For  50  of 
these  years  this  Journal  has  been  published  by 
the  Times  Journal 
Publishing  Company 
of  Bowling  Green. 
This  issue  begins  a 
“new  publisher” 
era  for  the  Journal. 
After  half  a century  of 
faithful  service  the  old 
publishers  have  decid- 
ed to  step  out  of  the 
Journal  picture  and 
make  way  for  a new 
publisher. 

April  1956  marked 
the  end  of  a business  association  that  has  for 
a long  time,  been  much  more  than  that. 

The  story  of  the  KSMA  Journal  is,  almost 
in  its  entirety,  the  story  of  J.  G.  Denhardt 
of  Bowling  Green,  who  owns  the  Times  Journal 
Publishing  Company. 

It  began  several  years  before  1906  when 
Mr.  Denhardt,  a young  man,  began  working 
in  a drug  store  from  6 a.m  till  1 1 p.m.  through 
the  week  days  and  all  day  on  Sunday  except 
“for  time  out  for  Sunday  School  and  church.” 

On  a fateful  July  4,  the  store  burned  and 
Mr.  Denhardt,  without  a job  went  to  work 
for  the  McCormack  family  of  Bowling  Green 
collecting  bills  for  their  store.  This  Mc- 
Cormack family  later  was  to  become  prominent 
in  the  KSMA. 

In  1882  the  Denhardt  family  began  publish- 
ing a daily  paper  in  Bowling  Green.  Mr.  Den- 
hardt was  by  this  time  a good  friend  of  the 
McCormacks,  especially  Arthur  T.  McCor- 
mack, who  in  1906  became  secretary  of  the 


KSMA.  (A  picture  of  Dr.  McCormack  still 
hangs  in  the  office  of  the  Times  Journal.) 

In  1903  the  KSMA  monthly  Bulletin  was 
started.  In  June  1904  at  the  suggestion  of 
Steele  Bailey,  M.D.,  the  name  was  changed  to 
Kentucky  Medical  Journal.  J.  G.  Denhardt 
and  his  brother  William  J.  Denhardt,  through 
the  McCormack  friendship,  became  the  Journal 
publishers  in  1906. 

The  newspaper  building  was  a large  four 
story  building  on  the  corner  of  Tenth  and 
State  Streets.  Next  door  was  a livery  stable. 
In  this  building  from  1906  to  1911 
the  Journal  of  the  Kentucky  State  Medical 
Association  was  published  along  with  the 
Bowling  Green  daily  paper. 

In  1911,  Mr.  Denhardt  believes  it  was  again 
July  4,  the  building  burned  to  the  ground  and 
with  it  went  all  the  machinery  and  “just  about 
everything.” 

Again  the  McCormacks  came  to  the  rescue. 
They  loaned  the  Denhardts  money  to  buy  new 
presses  and  equipment  and  the  office  was 
moved  to  its  present  day  location  on  Tenth 
Street. 

The  new  building,  erected  around  1876,  had 
been  a Christian  Church.  Today  the  building 
houses  the  publishing  company  downstairs 
and  Betty’s  Beauty  Bar,  upstairs. 

Mr.  Denhardt  recalls  that  around  1909  the 
physicians  in  Jefferson  County  decided  they 
weren’t  getting  enough  play  in  the  KSMA 
Journal  so  the  “Jefferson  County  Number”  a 
monthly  publication  between  issues  of  the 
regular  Journal  was  begun.  (The  Journal  was 
then  a semi-monthy  publication.  In  1915  the 
Journal  again  became  a monthly.) 

The  physicians  decided  that  the  number 
would  consist  not  only  of  articles  from  Jeffer- 
son County  physicians  but  should  carry  only 
advertising  from  Jefferson  County.  Mr.  Den- 


J.  G.  Denhardt 


dediral  Association 


• May  1956 


4.37 


hardt  was  elected  to  come  to  Louisville  to  help 
set  up  plans  to  sell  the  advertising.  “I  ended 
up  by  selling  a great  deal  of  it  myself,  but  the 
doctors  were  nice  to  me,  they  didn’t  let  me 
walk  all  over  Louisville,  but  took  me  in  their 
cars.” 
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This  was  the  KSMA  Journal  a half  century  ago.  J.  G. 
Denhardt  became  publisher  in  December  1906  and  this 
was  his  first  Journal.  Arthur  T.  McCormack,  M.  D.,  Mr. 
Denhardt's  close  friend,  was  editor. 

The  Jefferson  County  number  ran  from 
April  15,  1909  to  January  15,  1915  and  ”1 
made  enough  money  selling  advertising  to  go 
on  a wedding  trip.”  In  1912  Mr.  Denhardt 
married  a young  Nashville  girl  named  Eleanor. 
They  have  two  children — -a  daughter  in  New 
Jersey  and  a son,  who  is  the  assistant  to  the 
mayor  of  Bowling  Green.  Mr.  and  Mrs.  Den- 
hardt are  the  boastful  grandparents  of  eight 
grandchildren.  “Jimmy”,  Mr.  Denhardt,  “is 
the  best  canasta  player  you’ve  ever  seen.” 
Canasta  is  a hobby  of  Mr.  Denhardt’s. 

About  20  years  ago,  after  the  children  were 
grown,  Mrs.  Denhardt  joined  her  husband  in 
the  publishing  business.  According  to  Mr.  Den- 
hardt, she  has  done  all  the  make-up  of  the 
Journal  pages  and  all  the  proof  reading.  “To 


her  is  due  the  major  credit  for  whatever 
success  we  have  achieved  as  publishers  of  the 
Journal”,  Mr.  Denhardt  said. 

Not  long  ago  a Bowling  Green  neighbor 
asked  Mrs.  Denhardt  how  she  and  Mr.  Den- 
hardt managed  to  set  “all  that  type”  themselves. 
She  had  to  grin  and  admit  quite  honestly  that 
neither  she  nor  Mr.  Denhardt  has  ever  or  could 
ever  set  a line  of  type. 

A crisis  hit  the  Denhardts  during  World 
War  II.  “We  made  it  very  well  through  World 
War  1 and  even  though  we  had  a pretty  tough 
time  during  the  depression  we  got  through  all 
right.”  When  World  War  II  came,  however, 
it  was  a different  story.  “Every  time  we  got  a 
new  printer,  the  drafft  board  called  him.” 
Finally  it  was  necessary  to  stop  the  publica- 
tion of  the  Times  Journal  daily  paper.  Since 
World  War  II  the  KSMA  Journal  has  been 
the  only  “big”  publication  for  the  Denhardts, 
and  they  have  taken  an  untold  amount  of  in- 
terest in  it.  Of  course,  they  have  done  print- 
ing jobs  on  the  side  and  will  continue  to  do  so. 


When  talking  about  World  War  II,  Mr. 
Denhardt  says  “They  woudn’t  take  me  in  the 
army  so  I went  out  and  sold  war  bonds.  I sold 


The  KSMA  Journal  has  been  published  in  this  building 
since  1911.  The  building,  erected  in  1876,  was  a Christian 
Church.  It  is  located  on  10th  Street  in  Bowling  Green. 


over  a half  million  dollars  worth  and  the  funny 
thing  is  1 didn't  buy  a one  myself.” 

Mr.  Denhardt  who  proudly  boasts  that  he 
has  missed  but  a few  of  the  KSMA  Annual 
Meetings  in  all  these  50  years,  was  born  in 
Bowling  Green  and  has  lived  there  all  his  life. 
He’ll  laughingly  tell  you  he  “helped  lay  out 
the  town.”  He  is  or  has  been  quite  active  in 
several  of  Bowling  Green’s  organizations.  He 
has  for  years  been  an  elder  in  the  Cumberland 
(Continued  on  Page  452) 
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INVARIABLY  we  view  transitions  with 
mixed  emotions.  Certainly  the  withdrawal  of 
Mr.  and  Mrs.  J.  G.  Denhardt  as  publishers 
of  our  Journal  and  the  beginning  of  our  as- 
sociation with  the  Gibbs-Inman  Publishing 
Company  is  no  exception. 

With  the  loyal  and  effective  cooperation  of 
the  Denhardts,  our  Journal  has  taken  its  place 
among  the  outstanding  state  medical  Journals 
in  the  nation.  Every  KSMA  member  owes  the 
Denhardts  a debt  of  gratitude  for  their  incom- 
parable service.  We  are  going  to  miss  them. 

The  enthusiasm — the  know  how — the  di- 
versity of  equipment  our  new  publishers  have 
make  us  look  to  the  future  with  great  hope 
that  our  Journal  will  continue  to  grow  and  be- 


Editor 

come  more  profitable  to  our  members  as  they 
seek  to  render  to  the  people  of  Kentucky  an 
ever  improving  type  of  medical  service. 

It  would  be  most  inappropriate  to  close  this 
message  without  attempting  to  express  our  ap- 
preciation to  the  Advisory  Committee  to  the 
Editor.  Guy  Aud,  M.  D.,  Chairman,  and  his 
group  were  delegated  by  the  Council  to  select 
a new  publisher  and  decide  on  a new  Journal 
format.  This  committee  has  spent  many  hours 
carrying  out  this  duty.  We  of  the  Journal 
staff  are  most  grateful  for  this  committee’s 
splendid  contributions. 

Woodford  B.  Troutman,  M.D. 

Editor  Pro  tern 


The  Changing  Face 

A MARKED  decline  in  the  tuberculosis 
death  rate  in  the  past  few  years  has 
misled  many  observers  in  the  direction 
of  complacency  as  to  the  size  of  the  remaining 
public  health  problem  offered  by  this  disease. 
Between  1950  and  1954,  a reduction  of  over 
50  per  cent  in  the  number  of  tuberculosis  deaths 
in  Kentucky  stands  in  contrast  to  a very  modest 
decline  of  about  10  percent  in  the  number  of 
known  active  cases.  Our  new  cases  reported 
annually,  after  remaining  almost  constant  for  a 
three  year  period,  dropped  14  per  cent  in  1955. 
However  the  bed  occupancy  rate  of  all  our 
tuberculosis  hospitals  remains  high. 

Trends  now  well  established  are  toward  in- 
creased longevity  of  tuberculosis  patients,  and 
higher  incidence  and  prevalence  rates  in  the 
older  age  groups.  In  1955  Kentucky’s  popula- 
tion aged  65  and  over  was  eight  percent  of  the 
total,  yet  accounted  for  1 8 per  cent  of  all  newly 
reported  cases  of  tuberculosis.  Although  senior 
citizens  as  a group  are  less  responsive  to  the 
appeal  of  mass  chest  X-Ray  surveys  than 
younger  persons,  we  have  noted  a substantial 
increase  every  year  since  1951  in  the  number 


of  Tuberculosis 

of  newly  reported  active  cases  of  tuberculosis 
in  persons  of  65  years  or  older.  After  age  50, 
new  cases  among  males  outnumber  females  by 
two  to  one.  Another  trend  is  toward  mildness 
and  extreme  chronicity  of  the  disease  in  these 
elderly  patients,  of  such  degree  that  death 
certificates  may  show  degenerative  conditions 
such  as  cardiovascular  disease  to  be  the  pri- 
mary cause  of  death. 

Although  they  appear  to  be  low,  we  should 
not  be  satisfied  with  current  death  rates  from 
this  disease,  which  even  now  kills  more  Ken- 
tucky citizens  each  year  than  all  other  infec- 
tious diseases  combined.  As  Robert  J.  Ander- 
son pointed  out  in  a paper  presented  at  the 
1955  meeting  of  the  National  Tuberculosis  As- 
sociation, we  shall  need  years  of  effort  to  bring 
the  tuberculosis  death  rate  to  1.5  per  100,000 
population,  the  level  of  that  for  acute  rheu- 
matic fever,  appendicitis,  arthritis,  and  polio- 
myelitis, all  of  which  are  still  regarded  as  of 
significance  to  the  public  health. 

While  tuberculous  morbidity  remains  at  a 
relatively  high  level,  we  should  continue  to 
search  for  and  treat  the  active,  infectious  case. 

4.19 


ledical  Association  • May  1956 


We  have  hospital  beds  for  less  than  one-third 
of  active  cases;  the  other  cases  constitute  a 
major  obstacle  in  the  path  of  effective  tuber- 
culosis control.  Treatment  by  chemotherapy, 
if  continued  for  12  months,  shows  clinical  im- 
provement in  a majority  of  cases,  with  sputum 
reversal  in  over  80  percent.  The  chief  objection 
raised  against  such  a regime  has  been  based 
on  fear  of  the  emergence  of  drug  resistant  or- 
ganisms in  patients  so  treated.  However  the 
Army-Navy- Veterans’  Administration  cooper- 


ative study  showed  only  two  per  cent  of  pa- 
tients who  had  developed  this  complication  at 
the  end  of  12  months  on  INH-PAS., 

It  is  realized  that  while  many  tuberculosis 
patients  can  and  do  pay  for  medical  care,  our 
problem  of  making  effective  use  of  treatment 
outside  hospital  as  a potent  weapon  in  tuber- 
culosis control,  remains  inseparable  from  the 
still  unsolved  problem  of  medical  care  for  the 
indigent. 

Paul  M.  Crawford,  M.D. 


Adolescent  Adults 


WHY  DO  adults  frequently  ignore  the  ad- 
vice that  their  trusted  physicians  have 
given  them?  Unsolicited  they  have  come 
for  help.  Yet  when  the  means  of  obtaining 
health  are  explained  to  them  many  will  refuse 
to  follow  a regimen.  Why?  Often  it  means  some 
sacrifice,  usually  of  a habit  that  is  contributing 
to  their  illness.  Many  of  these  patients  are 
educated,  cultured  individuals,  leaders  in  their 
community.  They  often  are  heads  of  large 
businesses.  Some  have  families  with  growing 
children  whose  careers  would  be  at  stake  if  an 
overwhelming  calamity  struck  them.  And  yet 
they  will  eat  excessively,  smoke  excessively, 
and  at  times  exercise  excessively,  even  though 
the  inevitable  results  have  been  explained.  They 
do  it  fully  conscious  of  the  risk. 

I have  called  this  group  “Adolescent  Adults” 
because  their  reaction  to  the  problem  at  hand 
is  not  that  of  a mature  adult  but  rather  of  an 
adolescent.  They  are  evasive,  never  quite  hon- 
est, often  acting  as  if  they  regard  the  advice  to 
be  sadistic  in  nature.  They  take  the  position 
that  the  hardships  imposed  on  them  give  their 
doctor  pleasure  and  consider  the  joke  to  be  on 
him  if  they  can  get  by  without  accepting  his  ad- 
vice. I do  not  include  in  this  group  the  true 
alcoholics  who  merit  a pigeonhole  all  to  them- 
selves. 

Many  examples  come  to  mind — too  many  to 
include  here.  A man  in  his  early  sixties,  a 
heavy  smoker  of  heavy  cigars,  hypertensive, 
with  angina  pectoris  was  advised  to  gradually 
quit  his  tobacco.  He  did,  but  was  seen  by  one 
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of  his  friends  miles  from  his  home  standing  in 
the  vestibule  of  an  old  house  smoking  a cigar 
solo. 

A case  of  duodenal  ulcer  that  could  easily  be 
controlled  by  the  usual  routine,  always  recurred 
after  going  back  to  one  or  two  packs  of  cigar- 
ettes a day,  a few  drinks  of  whiskey  and  coffee. 
A huge  well-built  athletic  individual,  head  of  a 
very  large  business,  admitted  to  me  the  reason. 
All  his  life  he  had  been  able  to  do  the  things  he 
wanted  to  and  he  never  could  accept  the  idea 
that  his  Achilles  Heel  lay  just  beyond  his 
pylorus.  He  has  had  four  or  five  recurrences  of 
his  ulcer  and  still  thinks  he  should  be  able  to 
lick  it  and  do  the  things  he  enjoys. 

The  diabetics  with  coronary  disease  and 
obesity  are  always  problems.  Most  of  these 
people  really  want  to  live,  yet  when  chided  for 
not  following  a diet,  losing  weight  or  reducing 
their  tobacco  intake,  I have  seen  men  sulk  like 
16  year  olds  resisting  correction.  I am  sure 
anyone  who  has  practiced  medicine  any  length 
of  time  can  give  detailed  accounts  of  many 
similar  cases.  Theodore  Roosevelt  once  said 
that  all  he  got  out  of  college  was  learning  to  do 
pleasantly  the  things  he  did  not  want  to  do. 
That,  of  course,  is  self  discipline,  one  of  the 
essentials  of  maturity. 

The  accelerated  tempo  of  modern  life  often 
leads  to  a state  of  tension  which  may  need  an 
outlet  in  one  of  many  directions.  Frequently 
this  results  in  a regression  from  mature  adult 
behavior  toward  that  of  an  adolescent.  In  re- 
fusing to  face  squarely  and  honestly  the  actual 
situation,  the  “Adolescent  Adults”  gamble  with 
their  very  lives. 

Morris  Flexner,  M.D. 
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Gant  Gaither,  M.D.,  Reports 
on  ’56  Annual  Meet  Plans 

Plans  for  '.he  1956  KSMA  Annual  Meeting  in 
Louisville,  September  18-20  are  well  advanced  ac- 
cording to  Gant  Gaither,  M.  D.,  Hopkinsville,  chair- 
man of  the  Committee  on  Scientific  Assembly. 

Two  new  features  are  planned  for  the  ’56  meeting. 
One — refresher  courses  for  physicians  will  be  held 
each  morning  from  8 to  10.  Carefully  selected  scien- 
tific movies  will  also  be  shown  each  morning. 

Among  the  speakers  at  the  meeting  will  be  Frank 
L.  McPhail,  M.  D.,  Great  Falls,  Montana  and  Wen- 
dell G.  Scott,  M.  D.,  St.  Louis,  Missouri. 

Dr.  McPhail,  a gradu- 
ate of  the  University  of 
Michigan  Medical 
School,  is  senior  obste- 
trician and  gynecologist 
at  the  Great  Falls  Clinic 
i n Montana.  Dr.  Mc- 
Phail, a past  president  of 
the  Montana  Medical 
Association,  is  a member 
of  the  American  Associ- 
a t i o n of  OB-GYN, 
American  Academy  of 
OB-GYN  and  a fellow 
Dr.  McPhail  of  the  American  College 

of  Surgeons.  He  is  chairman  of  the  Western  Inter- 
state Commission  on  Higher  Education. 

Dr.  Scott,  associate 
professor  of  clinical 
radiology  at  Washington 
University  School  of 
Medicine,  is  associate 
radiologist  to  Barnes  and 
Allied  Hospitals  in  St. 
Louis.  He  is  chairman  of 
the  Commission  of  Pub- 
lic Relations  of  the 
American  College  of  Ra- 
diology and  associate 
editor  of  the  American 
Journal  of  Roentgen- 
Dr.  Scott  ology.  Radium  Therapy 

and  Nuclear  Medicine.  Dr.  Scott  is  chairman  of  the 
Special  Medical  Advisory  Group,  Department  of 
Medicine  and  Surgery,  at  the  Veterans  Administra- 
tion in  Washington,  D.  C. 


AMA  President-elect  Speaks 
At  CSOC  March  29,  Lexington 

“Consider  the  patient  a part  of  the  problem  and 
not  apart  from  the  problem,”  Dwight  Murray,  M.  D., 
Napa,  California,  AMA  President-elect  told  phy- 
sicians at  the  County  Society  Officers  Conference  in 
Lexington,  March  29.  Dr.  Murray  was  the  luncheon 
speaker. 

The  morning  session  of  the  conference  featured 
such  outstanding  public  relations  experts  as: 

Leo  Brown,  Director  of  AMA  Public  Relations 
who  gave  the  results  of  a recent  AMA  poll  answer- 
ing the  question  “How  Do  You  Rate  Doctors?" 

C.  Allen  Payne,  M.  D.,  Chairman  of  the  PR  Com- 
mittee of  ihe  Michigan  State  Medical  Society,  told 
the  group  the  greatest  asset  of  the  county  medical 
society  was  young  physicians  who  have  just  become 
members  of  a society. 

Jerry  Pettis,  assistant  to  the  President  and  PR 
Counsel  of  the  Los  Angeles  County  Medical  Society, 
explained  the  “Way  out  of  the  Trap  of  Third  Party 
Medicine.” 

Alfred  Chadwick,  M.  D.,  member  of  the  Pennsyl- 
vania State  Medical  Society’s  PR  Committee,  ex- 
plained how  doctors  in  small  communities  have  fewer 
PR  problems  than  those  in  cities. 

The  morning  session  was  closed  by  a panel  dis- 
cussion featuring  the  morning  speakers  and  moder- 
ated by  C.  C.  Sparks,  M.  D.,  Ashland,  Past-president 
of  the  KSMA. 

Following  Dr.  Murray’s  luncheon  address  David 
Allman,  M.  D.,  chairman  of  the  AMA  Legislative 
Committee,  speaking  on  medical  legislation,  told  the 
guests,  “a  good  doctor  is  likely  to  be  a good  civic 
leader.”  To  be  such.  Dr.  Allman  said  he  must  keep 
informed  on  legislation. 

Mr.  William  McGrath,  Cincinnati,  Employer’s 
Delegate  to  the  International  Labor  Organization, 
closed  the  afternoon  speaking  session  by  denouncing 
the  ILO.  He  said  he  had  asked  President  Eisenhower 
to  withdraw  US  representation  to  the  organization. 

Gant  Gaither,  President  of  the  KSMA,  presided 
over  the  morning  session  and  Richard  Slucher,  M.  D., 
Louisville,  President-elect  was  presiding  officer  dur- 
ing the  afternoon  session.  I.  Vernon  Pace,  M.  D., 
Paducah,  Chairman  of  the  KSMA  Council,  moder- 
ated a discussion  that  closed  the  day’s  program. 


lediral  Association  •_  May  1956 


441 


442 


May  1956 


The  Journal  of  the  K 


Hospital  Accreditation  Board 
Announces  New  Standards 

A new  edition  of  the  “Standards  for  Hospital  /«'- 
creditation”  was  approved  January  28,  1956  by  the 
Board  of  Commissioners  of  the  Joint  Commission  on 
Accreditation  of  Hospitals.  The  announcement  was 
made  by  Kenneth  B.  Babcock,  M.  D.,  Director. 

Five  changes  which  are  of  interest  to  physicians 
are: 

1.  The  requirement  that  all  patients  have  a sero- 
logical test  for  syphilis  on  admission  has  been 
dropped.  It  is  now  optional  with  the  hospital. 

2.  After  investigation  and  consultation  with  the 
American  Academy  of  OB-GYN,  it  was  decided  that 
recorded  pelvic  measurements  on  obstetrical  patients 
would  no  longer  be  required. 

3.  A recording  thermometer  on  the  discharge  line 
of  every  autoclave  is  no  longer  required  but  the  re- 
quirement that  cultures  be  done  at  least  monthly  is 
still  in  effect. 

4.  An  automatic  stop  order  on  dangerous  drugs 
has  been  added.  The  hospital  staff  will  determine  the 
limit  and  the  drugs  to  be  included. 

5.  A written  plan  for  the  reception  and  care  of 
mass  casualties  is  required.  For  help  in  developing 
such  a plan  the  American  Hospital  Association  has 
published  two  booklets — “Principles  of  Disaster 
Planning”  and  “Readings  in  Disaster  Planning  for 
Hospitals.”  These  can  be  purchased  from  the  AHA. 


1956  County  Society  Officers  Conference 

(TOP)  Top  KSMA  officials  got  together  at 

the  County  Society  Officers  Conference  March  29 
with  the  new  Kentucky  Health  Commissioner,  Russell 
Teague,  M.  D.,  second  from  left.  Others  pictured  are 
(1  to  r)  Gant  Gaither,  M.  D.,  President  of  the  KSMA; 
Dr.  Teague;  J.  Vernon  Pace,  M.  D.,  Chairman  of  the 
KSMA  Council;  and  Richard  Slucher,  M.  D.,  Presi- 
dent-elect of  the  KSMA. 

(MIDDLE)  These  men  participated  in  the 

panel  discussion  at  the  close  of  the  morning  session 
of  the  Conference.  Standing  (1  to  r)  Mr.  Leo  Brown, 
PR  Director  of  the  AMA;  Mr.  Robert  Enlow,  direc- 
tor of  AMA  Membership-Circulation  Department; 
and  Clyde  C.  Sparks,  M.  D.,  Past  President  of  the 
KSMA,  moderator.  Seated  (1  to  r)  C.  Allen  Payne, 
M.  D.,  chairman  of  the  PR  Committee  of  the 
Michigan  State  Medical  Society;  Mr.  Jerry  Pettis, 
assistant  to  the  President  and  PR  Counsel  of  the 
Los  Angeles  County  Medical  Association;  and  Alfred 
Chadwick,  M.  D.,  member  of  the  PR  Committee  of 
the  Pennsylvania  State  Medical  Society. 

(BOTTOM)  When  Presidents  get  together... 

Pictured  are  Dwight  Murray,  M.D.,  President-elect 
of  the  AMA;  Gant  Gaither,  M.D.,  President  of  the 
KSMA;  Mrs.  R.  Ward  Bushart,  President  of  the 
Woman’s  Auxiliary  to  the  KSMA;  Mrs.  R.  Ward 
Bushart,  President  of  the  Woman’s  Auxiliary  to  the 
KSMA;  John  Sprague,  M.D.,  President  of  the  Fayette 
County  Medical  Society  and  Robert  Overstreet, 
President  of  the  Louisville  Chapter  of  the  Student 
AMA. 


Hospital  staffs  wishing  to  know  more  about  hospi- 
tal accreditation,  standards  can  procure  four  publica- 
tions on  the  subject.  These  booklets  can  be  purchased 
from  the  Joint  Commission  on  Accreditation  of 
Hospitals,  660  North  Rush  Street,  Chicago.  The 
names  and  prices  of  the  publications  are:  “Standards 
for  Hospital  Accreditation”  and  “Principles  for  Es- 
tablishing Medical  Staff  Bylaws,  Rules  and  Regula- 
tions,” both  25  cents  per  copy.  Survey  Report  Forms, 
50  cents  per  copy  and  “Bylaws  of  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals,”  10  cents  per 
copy. 

In  1954  there  were  2.928  fully  accredited  hospitals. 
This  number  grew  to  3,102  in  1955. 

AMA  President  Hess  Speaks 
At  Second  Annual  Senior  Day 

“I  can’t  see  how  any  man  can  practice  medicine 
without  a great  belief  in  a Creator,”  Elmer  Hess, 
M.  D.,  Erie,  Pennsylvania,  President  of  the  AMA, 
told  seniors  medical  students  from  U of  L at  the 
dinner  at  the  Second  Annual  Senior  Day,  April  16  at 
the  Kentucky  Hotel  in  Louisville. 

The  program,  an  attempt  to  bridge  the  gap  be- 
tween academic  and  applied  medicine,  is  sponsored 
by  the  KSMA,  the  University  of  Louisville  School  of 
Medicine  and  the  Jefferson  County  Medical  Society. 

“There  comes  a time,”  said  Dr.  Hess,  “when  sci- 
ence isn’t  worth  a damn.”  At  that  time  the  doctor 
“must  take  his  patient  over  that  last  hurdle  with  faith, 
hope  and  courage.” 

Dr.  Hess,  in  explaining  the  AMA  function  to  the 
students  said  “It  is  a federation  of  state  medical 
societies.  Only  at  the  county  society  level  can  a man 
be  disciplined  or  can  something  start.  It’s  the  only 
organization  1 know  of  that  gets  its  orders  from  the 
grass  roots.” 

Bill  VonderHaar,  Louisville,  President  of  the  Uni- 
versity of  Louisville  senior  medicine  class,  described 
the  day  long  program  as  “most  beneficial.” 

At  an  afternoon  meeting  Dr.  Hess  spoke  to  the 
wives  of  the  U of  L seniors.  He  told  them  they  could 
be  “the  greatest  public  relations  exponent  in  the  medi- 
cal field.” 

Dr.  Hess’  dinner  speech  climaxed  the  day’s  program 
which  included  talks  and  discussions  by  some  of  Ken- 
tucky’s most  outstanding  physicians.  Speakers  were: 
Gant  Gaither,  M.  D.,  Hopkinsville,  KSMA  President; 
Richard  G.  Elliott,  M.  D.,  Lexington;  Oscar  Hayes, 
M.  D.,  Louisville;  H.  Burl  Mack,  M.  D.,  Pewee 
Valley,  1955  President  of  the  Kentucky  Chapter  of 
the  AAGP;  Crocker  Clegg,  M.  D.,  Elizabethtown; 
Lawrence  T.  Minish,  M.  D.,  Louisville;  Carroll  T. 
Witten,  M.  D.,  Louisville,  editor  of  the  KAGP  Jour- 
nal; John  B.  Floyd,  Jr.,  M.  D.,  Lexington;  Paul  Sides, 
M.  D.,  Lancaster;  Glenn  Bryant,  M.  D.,  Louisville; 
Homer  Martin,  M.  D.,  Louisville;  W.  Vinson  Pierce, 
M.  D.,  Covington,  KSMA  delegate  to  the  AMA; 
Robert  Long,  M.  D.,  Louisville;  Arthur  Hurst,  M.  D., 
Louisville  and  Irving  Abell,  Jr.,  M.  D.,  Louisville, 
President  of  the  Jefferson  County  Medical  Society. 

The  seniors  were  individual  guests  of  members  of 
the  JCMS  at  the  joint  meeting  and  dinner  session. 
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Commencement  P>G  Course 
Planned  in  Louisville,  June  4 

The  University  of  Louisville  School  of  Medicine 
in  cooperation  with  the  Kentucky  State  Medical  As- 
sociation and  the  Kentucky  Chapter  of  the  American 
Academy  of  General  Practice,  will  sponsor  a Com- 
mencement Post-Graduate  Seminar  at  the  Rankin 
Amphitheatre  of  the  Louisville  General  Hospital, 
Monday,  June  4. 

All  physicians  are  invited  to  attend  the  meeting 
which  will  feature  the  following  program: 


8;00  o.m. 
8:45  a.m. 


9:00  a.m. 


9:45  a.m. 


10:30  a.m. 


1 1 :30  a.m. 
1 :00  p.m. 

2:30  p.m. 

3:15  p.m. 
4:00  p.m. 

5:00  p.m. 


Registration 

Welcome 

j.  Murray  Kinsman,  M.D.,  Dean  of  the 
UL  Medical  School 
“Estimation  of  Pelvic  Capacity" 

Douglas  Haynes,  M.  D. 

"The  Pathogenesis  of  Arterio-Sclerosis" 

W.  M.  Christopherson,  M.D. 

“The  Recognition  and  Management  of 
Hyperthyroidism" 

Beverly  T.  Towery,  M.  D. 

Elective  Tour 

Lunch  (Jewish  Hospital)  Greetings 
Philip  Davidson,  Ph.  D.,  President,  U 
of  L 

“Office  Practice  of  Physical  Medicine  and 
Rehabilitation 

Rex  O.  McMorris,  M.  D. 

“The  Normal  Pattern  of  Growth  in  the  Child” 
Frank  Falkner,  M.  D. 

“Optimal  Times  for  Electic  Pediatric  Surgical 
Procedures" 

Hugh  Lynn,  M.  D. 

Social  Hour 
John  Walker 
Moore  Lounge 
Medical  School  Building 


Consulting  Architects  Named 
For  U of  K Medical  School 

A St.  Paul,  Minnesoto  firm  has  been  engaged  as 
consulting  architects  for  the  proposed  medical  school 
at  the  University  of  Kentucky  according  to  the  Lex- 
ington Leader.  The  firm  designed  Mayo  Clinic. 

Governor  Chandler  said  at  the  recent  Kentucky 
Public  Health  Association  convention  he  expected  the 
first  class  to  enroll  in  the  school  in  1959.  He  said  the 
State  would  put  $11,000,000  into  its  budgets  over  the 
next  four  years.  “We’ll  get  $11,000,000  (more) 
someplace  else,”  he  said. 

The  proposed  center  will  be  located  on  a 39  acre 
plot  of  land  on  the  Kentucky  agricultural  station 
farm  near  the  intersection  of  South  Limestone  and 
Rose  Streets  in  Lexington.  This  decision,  according 
to  published  reports,  was  made  at  the  April  meeting 
of  the  UK  Board  of  Trustees. 

Dr.  Herman  L.  Donovan,  UK  President,  said 
Vernon  Lippard,  M.  D.,  dean  of  the  Yale  University 
Medical  School,  is  advising  the  University  on  how  to 
organize  a medical  school.  Dr.  Donovan  said  Dr. 
Lippard  volunteered  his  assistance.  Dr.  Donovan 
further  said  a dean  of  the  proposed  school  has  not 
yet  been  named. 


PG  Course  to  End  June  19 

The  Pediatrics  Post  Graduate  Course,  sponsored 
by  the  KSMA  in  cooperation  with  the  University  of 
Louisville  School  of  Medicine  and  the  Kentucky 
Child  Health  Foundation,  which  began  May  1 at 
Children’s  Hospital  in  Louisville  will  continue 
through  June  19. 

Alex  Steigman,  M.  D.,  Louisville  pediatrician,  di- 
rector of  the  course,  said  the  meeting  dates  are  May 
15,  22,  29  and  June  5,  12  and  19. 


Elmer  Hess,  M.D.,  Erie,  Pennsylvania,  President  of  the  AMA,  jokes  with  two  future  doctors  at  the  second  annual 
Senior  Doy  April  16  in  Louisville.  The  U of  L senior  medical  students  are  Gene  T.  Watts,  Hindman  and  Bill  Vender 
Haar,  president  of  the  senior  medical  class. 
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Hoxsey  Treatment  is  Worthless 
Says  Food-Drug  Administration 

The  United  States  Court  of  Appeals  for  the  Fifth 
Circuit,  on  the  basis  of  evidence  presented  by  the 
Food  and  Drug  Administration,  has  warned  the 
public  that  the  Floxsey  Cancer  Treatment  is  worthless, 
and  can  in  some  cases  actually  speed  the  growth  of 
cancer.  The  announcement,  which  was  made  in  the 
Federal  Register  April  7,  1956,  is  published  at  the  re- 
quest of  Russell  Teague,  M.  D.,  Kentucky  Commis- 
sioner of  Health. 

The  treatment,  which  costs  $400  plus  $60  in  addi- 
tional fees,  is  available  in  two  places  in  the  United 
States — Dallas,  Texas  and  Portage,  Pennsylvania.  At 
both  places  potassium  iodide  is  used  in  the  treatment. 
The  FD.\  Report  said  “There  is  evidence  that  the  po- 
tassium iodide  accelerates  the  growth  of  some 
cancers.” 

The  FDA  after  a thorough  investigation,  said  they 
had  not  found  a “single  verified  cure  of  internal  can- 
cer effected  by  the  Hoxsey  treatment.”  The  National 
Cancer  Institute  of  the  USPHS  reviewed  case  his- 
tories submitted  by  Hoxsey  and  told  him  they  found 
no  scientific  evidence  that  his  treatment  has  any 
value  in  the  treatment  of  internal  cancer. 


Expanded  Medical  Center 
Is  Proposed  for  Louisville 

Plans  for  a proposed  medical  center  in  Louisville 
were  recently  discussed  at  the  City  Hall,  according  to 
published  reports. 

The  plans,  prepared  by  a St.  Louis  firm,  center 
around  three  hospitals — General,  Children’s  and 
Jewish.  It  adds: 

1.  Three  more  proposed  hospitals 

2.  Expansion  of  the  three  already  mentioned  hospi- 
tals 

3.  A new  U of  L Medical  and  Dental  School  build- 
ing 

4.  Home  for  student  nurses 

5.  The  physicians’  office  building  at  Floyd  and 
Gray 

6.  A Rehabilitation  Center 

7.  The  City-County  Health  Department  will  be 
moved  to  316  E.  Chestnut 

8.  Shopping  center,  apartments  for  Medical  Center 
physicians  and  employees  plus  many  parking 
lots 

9.  Abandonment  of  George  W.  Morris  School 

10.  Possible  building  of  a U of  L School  of  Phar- 
macy and  Medical  Center  research  laboratory 


In  his  Texas  clinic,  Hoxsey  said  the  FDA  docu- 
ment was  libelous  and  stated  he’d  make  arrangements 
for  a lawsuit  in  Washington.  He  said,  according  to 
published  reports,  the  government  has  never  made  a 
full  investigation. 

A leaflet  on  mechanical  quackery  has  been  issued 

by  the  AMA’s  Bureau  of  Investigation.  The  pam- 
phlet, is  designed  to  help  the  public  identify  some  of 
the  devices,  etc.,  used  for  so  called  “cures”  and 
“treatments.”  Physicians  can  purchase  these  leaflets 
directly  from  the  Bureau. 


Gov.  Chandler  is  Guest  Speaker 
At  Eighth  Annual  KPHA  Meeting 

Governor  A.  B.  Chandler  was  a guest  speaker  at  the 
Eighth  Annual  Meeting  of  the  Kentucky  Health  As- 
sociation and  Official  Conference  of  Public  Health 
Workers  in  Louisville,  March  21-23. 

Russell  Teague,  M.  D..  Kentucky  Health  Commis- 
sioner, since  February  15,  in  his  first  speech  since 
being  appointed,  told  the  convention-goers  that  more 


"Now  this  is  how  we  handle  it  in  Pennsylvania,”  Alfred  Chadwick,  M.D.,  member  of  the  PR  Committee  of  the  Penn- 
sylvania State  Medical  Society,  seems  to  be  telling  this  group  of  PR  men  at  the  County  Society  Officers  Conference. 
Listeners  are  (I  to  r)  Richard  Slucher,  M.D.,  President-elect  of  the  KSMA;  Leo  Brown,  PR  Director  of  the  AMA;  C.  Allen 
Payne,  M.D.,  chairman  of  the  PR  Committee  of  the  Michigan  State  Medical  Society  and  Richard  Elliott,  M.D.  Chairman 
of  the  KSMA  Committee  on  Public  Information  and  Service. 
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money  must  be  found  to  finance  local  health  depart- 
ments. 

Walter  L.  O’Nan,  M.  D.,  Henderson,  KSMA 
councilor  from  the  Second  District,  participated  in  a 
panel  session  concerning  the  nutrition  program  in 
Henderson  schools. 

Miss  Virginia  Dodd,  Irvine,  took  over  the  office  of 
President  of  KPHA  and  Edgar  Hume,  Frankfort  was 
named  President-elect.  Other  officers  are:  Charles  E. 
Acuff,  supervisor  of  school  health  for  the  State 
Health  Department,  vice-president;  and  Orman 
Wright,  Jr.,  executive  assistant  to  the  State  Health 
Commissioner,  secretary-treasurer. 

The  KPHA  constitution  was  amended  to  allow  any- 
one interested  in  public  health  to  become  a member 
and  hold  office.  Before  active  membership  has  been 
restricted  to  employees  of  State  or  local  health  de- 
partments. 

Sixth  District  Physicians  Hear 
Dr.  Gaither  and  Dr.  Regen 

The  Sixth  Councilor  District  of  the  KSMA  met  at 
the  Helm  Hotel  in  Bowling  Green,  March  13.  War- 
ren County  Medical  Society  was  the  host  society  ac- 
cording to  L.  O.  Toomey,  M.  D.,  Bowling  Green, 
Councilor  from  the  District. 

Eugene  Regen,  M.  D.,  Nashville,  was  the  scientific 
speaker  for  the  evening.  He  spoke  on  lateral  scoliosis 
of  the  spine.  Gant  Gaither,  M.  D.,  KSMA  President, 
spoke  on  medical  legislation. 

The  Barren  County  Society  will  be  the  host  at  the 
June  meeting  of  the  district. 

Kentucky  physicians  and  their  wives  who  are  pian- 

ning  to  attend  the  AMA  Annual  Meeting  in  Chicago 
June  11-15  are  invited  to  tour  the  Association’s  head- 
quarters at  535  North  Dearborn  on  Grand  Avenue. 
Specially  trained  guides  wilt  conduct  tours  through 
the  building  from  9 a.m.  to  4 p.m.  Monday  through 
Friday. 


MD  From  Cabbage  Patch  Is 
“Family  Doctor  of  the  Year” 

Arthur  Ouchterlony  Goodman,  M.  D.,  Louisville, 
was  named  “Family  Doctor  of  the  Year”  at  the  an- 
nual meeting  of  the  Kentucky  Chapter  of  the  Ameri- 
can Academy  of  General  Practice  in  Louisville, 
April  18-20. 

Dr.  Goodman,  who  has  practiced  medicine  in  the 
Cabbage  Patch  area  of  Louisville  for  41  years  is  a 
graduate  of  the  University  of  Louisville  School  of 
Medicine.  A general  practitioner.  Dr.  Goodman  holds 
an  instructorship  in  community  health  at  U of  L. 
He  is  former  director  of  communicable-disease  con- 
trol for  the  City-County  Health  Department. 

Julian  Cole,  M.  D.,  Henderson,  is  the  new  presi- 
dent of  the  Academy.  He  succeeds  H.  Burl  Mack, 
M.  D.,  Pewee  Valley.  W.  E.  Bechnell,  M.  D.,  Man- 
chester, is  the  new  president-elect.  Other  officers 
elected  were:  Eugene  M.  Holmes,  M.D.,  Middle- 
town,  vice-president;  Keith  Smith,  M.  D.,  Corbin, 
secretary-treasurer;  and  Frank  L.  Duncan,  M.  D., 
Monticello,  delegate  to  the  AAGP. 

Elmer  Hess,  M.  D.,  Erie,  Pennsylvania,  President 
of  the  AMA,  was  guest  speaker,  Tuesday,  April  17. 

Fulton’s  Dr.  D.  L.  Jones  Named 
“1955  Citizen  of  the  Year” 

David  Lonzo  Jones,  M.D.,  a practicing  physician  in 
Fulton  for  50  years,  was  recently  named  “Citizen  of 
the  Year”  by  the  Fulton  County  News  and  radio 
station  WFUL. 

Gant  Gaither,  M.  D.,  Hopkinsville,  KSMA  Presi- 
dent, represented  the  medical  profession  from  Ken- 
tucky at  the  dinner  party  based  on  the  TV  program 
“This  is  Your  Life.” 

Senator  Earle  C.  Clements  presented  Dr.  Jones  a 
gold  loving  cup  as  a memento  of  the  occasion. 


Charles  Vance,  M.D.,  (left),  Speaker  of  the  KSMA  House  of  Delegates  and  Woodford  B.  Troutman,  M.D.,  (right), 
Secretary-Editor  Pro  tern  of  the  KSMA  tell  an  interested  Californian,  Jerry  Pettis  the  history  of  Ephraim  McDowell,  M.D., 
famous  Kentucky  physician.  Mr.  Pettis,  assistant  to  the  President  and  PR  Counsel  of  the  Los  Angeles  County  Medical 
Association,  was  a guest  speaker  at  the  County  Society  Officers  Conference  in  Lexington,  March  29. 


DRAMAMINE-  IN  VERTIGO 


Notes  on  the  Diagnosis  and  Management  of  “Dizziness” 


III. 


Meniere’s  Syndrome 


1.  Paroxysmal  Whirling  Vertigo.  This  consists  of  sudden  attacks  of  dizziness,  often  when 
the  patient  is  at  rest  or  asleep.  The  patient  may  feel  that  he  himself  is  whirling  or  that  fixed 
objects  about  him  are  whirling.  The  attack  usually  lasts  for  a few  minutes;  occasionally  it 
is  severe  for  weeks  or  subacute  for  months. 


2.  Subtotal  Hearing  Loss. 
Deafness  will  usually  affect  the 
high  tones  and  it  may  be  uni- 
lateral or  bilateral.  Sometimes 
the  hearing  loss  is  severe  and 
also  progressive. 


3.  Tinnitus.  This  is  usually  uni- 
lateral and  present  in  the  ear 
with  greater  hearing  loss  and 
is  without  a definite  pattern. 


Fewer  diagnostic  errors^  will  result  if  a “triad  of 
symptoms”  is  required  of  patients  with  suspected 
Meniere’s  syndrome.  These  are  the  symptoms  of 
typical  Meniere’s  syndrome: 

1.  Severe  paroxysmal  vertigo  which  may  be  of  two 
types;  either  the  patient  feels  that  he  is  whirling 
or  that  objects  about  him  are  whirling. 

2.  Fluctuating  subtotal  hearing  loss,  usually  affect- 
ing the  higher  tones,  is  noted  at  the  same  time  as 
vertigo. 

3.  Tinnitus,  usually  unilateral,  is  associated  with  the 
deafness  and  dizziness. 

With  Meniere’s  syndrome  there  is  no  definite  locali- 
zation^ by  the  Barany  (vestibular  reaction)  test  and 
results  of  the  caloric  test  are  not  diagnostic.  Physi- 
cal examination  should  rule  out  disease  of  the  cen- 
tral nervous  or  cardiovascular  systems  before  a 
diagnosis  is  made. 

“Treatment  with  Dramamine®.  . . is  effective^  in 
aborting  and  preventing  attacks  of  Meniere’s  syn- 


drome . . . will  prevent  or  arrest  attacks  of  vertigo. 
It  will  also  reduce  the  intensity  of  the  tinnitus  and 
so  may  save  some  of  the  hearing  in  the  affected  ear.” 
Dramamine  is  recommended  for  Meniere’s  syn- 
drome as  the  sole  therapy  or  in  combination  with 
other  treatment  programs. 

It  is  a therapeutic  standard  also  for  motion  sick- 
ness and  is  useful  for  relief  of  nausea  and  vomiting 
of  radiation  sickness  and  fenestration  procedures. 

Dramamine  (brand  of  dimenhydrinate)  is  supplied 
in  tablets (50  mg.);Supposicones®(100  mg.);  ampuls 
(250  mg.);  liquid  (12.5  mg.  in  each  4 cc.).  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  DeWeese,  D.  D.:  Symposium:  Medical  Management  of 
Dizziness.  The  Importance  of  Accurate  Diagnosis,  Tr.  Am. 
Acad.  Ophth.  58:694  (Sept.-Oct.)  1954. 

2.  Jackson,  C.,  and  Jackson,  C.  L.  (editors):  Diseases  of  the 
Nose,  Throat,  and  Ear,  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1945,  pp.  368;  414. 

3.  Queries  and  Minor  Notes:  Meniere’s  Syndrome,  J.A.M.A., 
141:500  (Oct.  15)  1949. 


A new  edition  of  '^Dramamine  Reviews  and  Abstracts/'  containing  di- 
gests of  more  than  1 00  recent  articfes.  is  available  on  request  fo  . . . 


P.  O.  Box  51 10,  B 
Chicago  80,  Illinois 
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David  Allman,  M.D.,  (second  from  left),  chairman  of  the  AMA  Legislative  Committee,  explains  the  recent  happenings 
on  Capitol  Hill  to  this  interested  group  at  the  County  Society  Officers  Conference  in  Lexington,  March  29.  Listening 
are  II  to  r)  Thomas  P.  Leonard,  M.D.,  Chairman  of  the  KSMA  Legislative  Committee;  Dr.  Allman,  J.  Vernon  Pace,  M.D., 
Chairman  of  the  KSMA  Council;  Mr.  William  McGrath,  CSOC  speaker  and  employer's  delegate  to  the  International 
Labor  Organization  and  Woodford  B.  Troutman,  M.D.,  Secretary-Editor  Pro  tern  of  the  KSMA. 


J.  F.  Blockerby,  director  of  vital  records  for  the 

Kentucky  State  Health  Department  was  recently 
awarded  a 30  year  service  certificate  by  the  Public 
Health  Conference  on  Records  and  Statistics.  Mr. 
Blackerby  is  a charter  member  of  the  American  As- 
sociation of  Registration  Executives.  He  has  been  the 
association's  president  twice. 


The  AMA’s  annual  National  Medical  Civil  De- 
fense Conference  will  be  held  Saturday  June  9 at  the 
Palmer  House  in  Chicago.  A feature  of  the  confer- 
ence will  concern  the  operation  of  the  Federal  Civil 
Defen.se  Administration's  200-bed  emergency  civil 
defense  hospital.  Also  on  the  program  will  be  films 
on  medical  subjects  related  to  CD  and  talks  by  CD 
authorities. 


44« 


May  1956  • The  Journal  of  the 


CONSTIPATION 


Philadelphia  I.  Pa. 


RESTORE 
HABIT  TIME 
OF  BOWEL 
MOVEMENT 
PETROGALAR® 

Aqueous  Suspension  of  Mineral  Oil,  Plain 
Bottles  of  1 Pint 


New  KSMA  Members 

The  following  physicians  were  recently  added  to 
the  KSMA  membership  roster: 

William  Curtis  Adams,  M.  D.,  Louisville 
B.  F.  Allred,  M.  D.,  Albany 
Orville  L.  Ballard,  M.  D.,  Waverly  Hills 
Clem  F.  Burnett,  M.  D.,  Mayfield 
Fred  J.  Cecil,  M.  D.,  Horse  Cave 
Clarence  Claugus,  M.  D.,  Louisville 
J.  F.  Coulter  M.  D.,  Mayfield 
V.  L.  Fisher,  M.  D.,  Sturgis 
David  M.  L.  Greely,  M.  D.,  Harlan 

B.  D.  King,  M.  D.,  Hopkinsville 
Ann  L.  Martin,  M.  D.,  Cumberland 
Galen  F.  Scudder,  M.  D.,  Pine  Mountain 
A.  Silins,  M.  D.,  Hopkinsville 

Walter  Thompson,  M.  D.,  Louisville 
Harry  U.  Whayne,  M.  D.,  Murray 
Earl  R.  Williams,  M.  D.,  Stearns 
E.  L.  Woolsey,  M.  D.,  Harlan 

Commission  Appointed 

C.  C.  Howard,  M.  D.,  Glasgow,  has  been  named 
chairman  of  the  recently  appointed  State  Tubercu- 
losis Sanatoria  Commission.  Fred  Moffatt,  M.  D., 
Frankfort,  is  vice-chairman. 

Other  members  of  the  commission,  which  was  ap- 
pointed by  Governor  A.  B.  Chandler,  are  Alec  Spen- 
cer, M.  D.,  West  Liberty  and  V.  A.  Jackson,  M.  D., 
Clinton. 


Flying  Physicians  to  Organize 

A Louisville  area  chapter  of  the  Flying  Physicians 
Association  will  be  organized  May  17  at  8 PM  at  the 
River  Road  Country  Club. 

Those  eligible  for  membership  are  physicians  who 
have  a private  pilot  certificate  or  better  and  a physi- 
cal examination  currently  enforced.  For  more  com- 
plete information  contact  M.  A.  Bowers,  Jr.,  M.  D., 
2418  Cross  Hill  Road,  Louisville. 

Dr.  Love  Speaks  at  KSDA  Meet 

Jesshill  Love,  M.  D.,  Louisville,  was  the  guest 
speaker  from  the  KSMA  at  the  1956  annual  meeting 
of  the  Kentucky  State  Dental  Association  in  Louis- 
ville, April  8-11.  Six  hundred  and  forty-three  mem- 
bers were  registered.  (There  are  868  KSDA  mem- 
bers. ) 

According  to  Bing  Coxwell,  D.D.S.,  Louisville, 
KSDA  Secretary,  Arthur  Elam,  D.DS.,  Lexington 
was  installed  as  president.  J.  J.  Kelly,  D.D.S.,  Frank- 
lin, was  named  president-elect. 

Pediatricians  Hear  Dr.  Nodes 

Horace  L.  Hodes,  M.  D.,  clinical  professor  of  pedi- 
atrics at  Columbia  University  College  of  Physicians 
and  Surgeons  spoke  at  the  annual  meeting  of  the  Ken- 
tucky Pediatric  Society  in  Louisville,  April  5.  Dr. 
Hodes  spoke  on  virus  diseases  of  the  eyes,  nose  and 
throat  and  on  infant  diarrhea. 
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Dr.  Fountain  Joins  UL  Staff 

Freeman  Fountain,  M.  D.,  will  become  assistant 
to  the  medical  director  of  the  Louisville  Rehabilita- 
tion Center  and  assistant  professor  of  Physical  Medi- 
cine and  Rehabilitation  at  the  University  of  Louisville 
on  July  1. 

A ’51  graduate  of  the  University  of  Colorado 
Medical  School  he  served  three  years  in  the  Hospital 
Corps  of  the  Naval  Corps  of  the  United  States  Naval 
Reserve.  He  served  an  internship  at  Fitzsimmons 
Army  Hospital  in  Denver.  Dr.  Fountain,  a diplomate 
of  the  National  Board  of  Medical  Examiners,  was 
Medical  Officer  in  the  Pulmonary  Disease  Section  at 
Fitzsimmons  in  1951-52. 


Surgeons  Meet  in  W Virginia 

Two  Kentucky  physicians  participated  in  the  pro- 
gram at  the  recent  South  Eastern  Surgical  Convention 
at  White  Sulphur  Springs,  West  Virginia.  They  were 
R.  J.  Noer,  M.  D.,  Louisville  and  James  B.  Holloway, 
M.  D.,  Lexington. 

Mrs.  Clyde  C.  Sparks,  Ashland,  wife  of  the  1955 
KSMA  President,  was  named  president  of  the 
Woman's  Auxiliary  to  the  SES.  Dr.  Sparks  is  Coun- 
cilor from  Kentucky.  The  ’57  meeting  will  be  held 
in  St.  Petersburg,  Florida  on  April  1. 


VA  Asks  Support  of  MDs 

H.  W.  Baxley,  M.  D.,  manager  of  the  Huntington, 
West  Virginia  Veterans  Administration  Hospital,  re- 
leased a statement  recently  pertaining  to  patient  ad- 
mission in  a VA  hospital.  Often  the  hospital  is  un- 
able to  determine  the  patient’s  medication  prior  to  his 
admission,  therefore  “the  local  physician  should  give 
the  person  who  transports  him  a brief  statement  as  to 
the  medication  the  patient  has  had.” 

D.  L.  Tynes  Named  BC  Officer 

D.  Lane  Tynes,  executive  director  of  the  Kentucky 
Blue  Cross  Plan,  was  elected  treasurer  of  the  Blue 
Cross  Commission  of  the  American  Hospital  Associa- 
tion, April  12. 

The  Commission  is  the  national  co-ordinating 
agency  of  the  86  Blue  Cross  Plans  in  America,  Can- 
ada and  Puerto  Rico.  The  Kentucky  Plan,  which  Mr. 
Tynes  heads,  has  over  586,060  members. 

Dr.  Dillard  Heads  KAPHP 

Harry  K.  Dillard,  M.  D.,  Lexington,  city-county 
health  officer,  was  named  president  of  the  Kentucky 
Association  of  Public  Health  Physicians  formed  dur- 
ing the  annual  KPHA  meeting  in  Louisville,  March 
21-23. 

Other  officers  elected  were:  A.  W.  Andreasen,  M.  D., 
Somerset,  president-elect;  Mildred  Gabbard,  M.  D., 
Booneville,  vice  president;  and  Judith  Stout,  M.  D., 
secretary-treasurer. 


SUDDENLY  IT'S  SPRING! 

Why  Not  Spruce  Up  Your  Office  This  Spring  With  A New  Hamilton  Suite 

From  CROCKER-FELS? 


If  you’re  looking  for  an  unusually  attractive  examining  room  suite,  unusually  serviceable  equip- 
ment, and  special  features  to  make  your  work  easier — you’ll  find  them  in  Hamilton’s  Steeltone,  shown 
above.  And  it’s  available  in  an  array  of  decorators’  colors:  white  deluxe,  cream  white,  jade  green, 

Washington  blue,  coral,  and  silver  metallic. 

The  name  Hamilton  is  synonymous  with  quality. 

The  Crocker-Fels  Company 

624  S.  THIRD  ST.  CLay  8855  LOUISVILLE,  KY. 

Ask  about  our  liberal  financing  plan 
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Trasentine-Phenobarbital 


integrated  relief  . . . 

mild  sedation 

C I B A visceral  spasmolysis 

Summit,  N.  J.  mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Traaentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


2y?2?8H 


AMA  Announces  Establishment 
Of  New  Advisory  Committee 

A Physicians’  Advisory  Committee  for  TV,  Radio, 
and  Motion  Pictures  has  been  formed  by  the  Ameri- 
can Medical  Association. 

The  purpose  of  the  committee  is  to  assist  network 
script — supervisors,  producers  and  writers  in  the 
preparation  of  TV  and  radio  programs  on  medical 
subjects. 

This  type  of  service  has  been  carried  on  in  the  past 
through  the  office  of  the  AMA’s  Bureau  of  Health 
Education. 

Leo  Brown,  AMA  Public  Relations  director  and 
guest  speaker  at  the  1956  KSMA  County  Society 
Officers  Conference  said  the  plan  was  a further 
“effort  to  insure  technical  accuracy  in  TV  and  radio 
programs  centering  about  medicine  and  the  profes- 
sion.” 


Dr.  Brodsky  Gets  AHA  Grant 

W.  A.  Brodsky,  M.  D.,  associate  professor  of 
pediatrics  at  the  University  of  Louisville  School  of 
Medicine,  recently  was  awarded  one  of  the  131  re- 
search grants  given  by  the  American  Heart  Associa- 
tion. He  received  $6,500. 

Last  year  Dr.  Brodsky  received  $6,000  for  his  re- 
search which  concerns  the  action  of  the  kidneys  and 
changes  in  salt  and  water  balances  in  the  body  that 
affect  many  body  organs,  including  the  heart. 


News  Items 

Auddie  C.  Kennedy,  M.D.,  a 1954  graduate  of 
the  University  of  Louisville  School  of  Medicine,  has 
opened  a practice  in  Valley  Station.  Dr.  Kennedy, 
who  interned  at  Good  Samaritan  Hospital  in  Lexing- 
ton. has  practiced  in  Hardinsburg  since  July  1955. 

Donald  Cantley,  M.D.,  a pediatrician,  has  begun 
a practice  in  Henderson.  Dr.  Cantley,  a ’51  graduate 
of  the’ Medical  College  of  Alabama  served  his  intern- 
ship and  residencies  at  the  Lloyd  Noland  Hospital  in 
Fairfield,  Alabama  and  the  Children’s  Hospitals  in 
Birmingham  and  Cincinnati. 

Ethel  O’Brien,  M.D.,  Louisville  child  psychia- 
trist, has  been  appointed  supervisor  of  the  children’s 
unit  of  the  State  Mental  Health  Department.  Dr. 
O’Brien  was  graduated  from  the  University  of  Louis- 
ville School  of  Medicine  and  interned  at  the  Louis- 
ville General  Hospital.  She  served  a residency  at 
Worcester  State  Hospital  in  Worcester,  Massachu- 
setts. Dr.  O’Brien  did  post  graduate  work  at  Yale 
University  in  New  Haven,  Connecticut.  She  con- 
ducted a private  practice  in  New  Haven  also. 

William  S.  Snyder,  M.D.,  Frankfort  EENT  spe- 
cialist, has  been  elected  governor  of  the  33rd  district 
of  Rotary  Clubs.  Dr.  Snyder,  a 1926  graduate  of 
Rush  Medical  College,  is  a former  president  of  the 
Kentucky  EENT  Society  and  the  Franklin  County 
Medical  Society. 
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Gay  Morrow,  M.D.,  has  been  named  associate 
chief  of  anesthesiology  at  Harlan  Memorial  Hospi- 
tal. A graduate  of  George  Washington  University 
School  of  Medicine,  Dr.  Morrow  has  been  associate 
chief  anesthesiologist  in  the  Veterans  Administration 
Center,  Los  Angeles  and  anesthesiologist  at  the 
Neuropsychiatric  Hospital  in  Los  Angeles.  While  in 
the  army  he  served  as  chief  of  anesthesiology  at  Fort 
Ord  and  Camp  Stoneman,  California. 

R.  Moore  Dodrill,  M.D.,  has  joined  the  staff  of 
the  UMW  Hospital  at  Harlan.  Dr.  Dodrill  was  grad- 
uated from  the  University  of  Cincinnati  School  of 
Medicine  in  1944.  He  took  his  hospital  training  at 
Mercy  Hospital  in  Chicago,  Chesapeake  and  Ohio 
Employer’s  Hospital  in  Huntington,  West  Virginia, 
University  of  Pennsylvania  and  Bryn  Mawr  Hospital. 

Charles  Neil  Christensen,  M.D.,  a native  of 
South  Dakota,  has  joined  the  staff  of  the  UMW 
Hospital  in  Pikeville.  Dr.  Christensen,  a pediatrician, 
was  graduated  from  the  Pennsylvania  School  of 
Medicine  in  1945.  He  had  his  hospital  training  at  the 
University  of  Pennsylvania  Hospital.  Dr.  Christensen 
served  some  time  in  the  U.  S.  Navy. 

Clarence  J.  Kasales,  M.D.,  a pediatrician,  has 
joined  the  staff  of  the  UMW  Hospital  in  McDowell. 
Dr.  Kasales,  a native  of  Pennsylvania,  is  a ’46  gradu- 
ate of  Temple  University.  He  had  his  hospital  train- 
ing at  Allentown  General  Hospital,  Harvard  Uni- 
versity, Abington  General  Hospital  and  Mayo  Clinic. 
He  has  served  in  the  U.  S.  Navy. 


The  End  of  An  Era 

(Continued  from  Page  438) 

Presbyterian  Church  and  in  1954  retired  as 
chairman  of  the  Board  of  the  Salvation  Army. 
He  is  still  a member  of  the  Kiwanis  and  recently 
resigned  from  the  Bowling  Green  Board  of 
Education. 

According  to  the  Park  City  News,  Bowling 
Green’s  present  daily  newspaper,  Mr.  Den- 
hardt  has  for  the  past  six  or  seven  years  given 
a turkey  dinner  at  Christmas  to  the  fire  depart- 
ment. He  does  this  “for  a favor  they  did  me 
once.” 

It  all  began  one  day  when  the  building  next 
door  to  the  Times  Journal  caught  on  fire  and 
burned  to  the  ground.  Mr.  Denhart  explained 
that  for  the  third  time  in  his  life  it  looked  as 
if  his  business  was  going  to  bum.  “But  because 
of  the  firemen  only  our  wall  was  a little 
scorched.”  Since  that  time  Mr.  Denhardt  has 
given  the  Christmas  dinner,  “as  a sort  of 
thanks.”  Last  year  over  60  people  including  the 
police  department  attended. 

When  you  talk  to  the  Denhardts  it  is  evident 
that  they  have  not  only  published  a medical 


TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES,  AND  ALCOHOLISM 
Member  of  the  American  Hospital  Association  and  National  Association 
of  Private  Psychiatric  Hospitals 


Four  modern  buildings,  separate  for  men  and  women 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 


Registered  nurses  and  trained  personnel.  Constant 
medical  supervision.  Open  to  members  of  the  Medical 
Association. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louis- 
ville, on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE,  M.D.,  Neuropsychiatrist 
Medical  Director 

T.  J.  SMITH.  M.D.,  Associate 
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Multiple  Compressed  Tablets  of  ‘Co-Deltra’ 
and  ‘Co-Hydeltra’  are  designed  to  help  the 
physician  cope  with  the  problem  of  gastric  dis- 
tress which  might  otherwise  become  an  obstacle 
to  therapy  with  the  newer  steroids  prednisone 
and  prednisolone.  Each  Multiple  Compressed 
Tablet  is  specifically  formulated  as  a “tablet 
within  a tablet”  to  provide  stability  and  to  re- 
lease in  sequence  antacid  and  anti-inflammatory 
components. 


of  prednisone 

and  prednisolone 
plus  positive  antacid 
action  to  minimize 
gastric  distress 


All  the  benefits 


and 


Compressed 


'Co-Deltra' 


Prednisone  Buffered 


Tablets 


^g|y|a|jp 

Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


Supplied:  Multiple  Compressed  Tablets  of 
‘Co-Deltra’  and  ‘Co-Hydeltra’,  each  contain- 
ing 5 mg.  prednisone  or  prednisolone,  300  mg.  of 
dried  aluminum  hydroxide  gel,  U.S.P.,  and  50 
mg.  of  magnesium  trisilicate,  U.S.P.,  bottles  of 
30  tablets. 

‘Co-Deltra’  and  ‘CoHydeltra’ 

arc  Uic  trademarks  of  Merck  A Co..  Inc. 
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WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords  protec- 
tion against  loss  of  income  from  accident  and  sick- 
ness (accidental  death,  too)  as  well  as  benefits  for 
hospital  expenses  for  you  and  all  your  eligible  de- 
pendents. 


journal  for  the  past  50  years  but  have  Uved 
it — it  has  been  their  life.  “Guess  I’ve  read  as 
much  medicine  as  any  man  in  Kentucky”,  Mr. 
Denhardt  jokes. 

The  Denhardts  have  not  worked  for  an 
association  only,  but  have  gone  out  and  made 
friends  of  that  association’s  members.  Mr. 
Denhardt  speaks  proudly  of  his  close  friend- 
ship with  many  of  Kentucky’s  physicians. 

Perhaps  the  Denhardts’  feeling  toward  the 
Journal  can  be  summed  up  in  a statement 
made  by  Mr.  Denhardt.  “To  give  up  the 
Journal  is  like  losing  a member  of  our  family. 
It  has  been  a part  of  us  for  so  long  it  will  not 
seem  right  without  it.” 

And  after  all  these  years  it  will  not  seem 
right  without  the  Denhardts  either. 

A Note  from  the  Denhardts 

As  we  relinquish  the  publishing  of  the  Ken- 
tucky State  Medical  Association’s  Journal  we 
wish  to  express  to  the  Managing  Editor  and 
his  staff  and  the  members  of  the  Council  and 
to  all  who  have  worked  with  us  throughout 
the  years  our  sincere  appreciation  for  the 
splendid  support  and  cooperation  you  have 
given  us  throughout  the  many  years  that  we 
have  been  given  the  opportunity  to  have  a 
part  in  putting  in  print  this  important  publica- 
tion. 

This  with  us  has  not  been  just  another  job, 
but  we  have  become  attached  to  this  Journal 
and  have  strived  in  trying  to  make  it  better 
and  more  typographically  errorless  each  month. 

We  have  tried  to  keep  in  close  touch  with 
aims  and  efforts  put  forth  by  the  officers  and 
members  of  the  State  Medical  Association  by 
attending  its  state  meetings  and  keeping  in 
touch  with  the  very  worthwhile  activities  that 
this  splendid  public  spirited  group  is  carrying 
on  for  the  betterment  of  the  masses  of  our 
citizens  of  our  state. 

We  have  been  connected  with  the  publica- 
tion of  the  Journal  so  long  that  it  is  with 
sincere  regret  that  we  feel  now  that  we  should 
sever  our  part  as  its  publishers. 

We  have  watched  its  growth  from  a very 
small  publication  until  now  it  has  become  one 
of  the  leading  state  medical  journals  in  our 
nation. 

Mr.  benhajidt  wishes  to  take  this  oppor- 
tunity to  state  that  no  man  ever  had  a wife 
who  proved  such  a real  helpmate  and  who 
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had  taken  such  a keen  interest  in  her  husband’s 
undertakings.  She,  it  is,  who  has  read  and 
re-read  the  proofs  and  supervised  the  makeup 
of  pages  and  has  kept  her  medical  directory 
close  at  hand  as  a guide.  Mr.  Denhardt  knows 
that  to  her  is  due  the  major  credit  for  what- 
ever success  we  have  achieved  as  publishers  of 
the  Journal. 

Wishing  the  Journal  and  the  officers  and 
members  of  the  KSMA  much  success  in  their 
worthwhile  activities  and  expressing  our  ap- 
preciation for  the  many  courtesies  shown  us — 
Very  sincerely, 

Mr.  and  Mrs.  J.  G.  Denhardt 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 


Case  Discussion 

(Continued  from  Page  436) 
actions  have  been  reported.  The  oral  dosage  is 
100  to  300  mgm.  per  kilogram  daily.  This  drug 
may  give  disturbing  but  harmless  blue  urine 
and  stool. 

QUESTION:  What  are  the  physiological 
effects  of  methemoglobinemia? 

Doctor  Steigman:  The  oxygen  in  methemo- 
globin  is  so  firmly  bound  that  methemoglobin 
cannot  function  as  an  oxygen  carrier.  The 
symptomatology  may  be  due  to  hypoxemia 
and/or  to  the  side  effects  of  the  substance  caus- 
ing the  methemoglobinemia.  In  addition  to  the 
peculiar  bluish-grey  cyanosis,  there  may  be 
drowsiness,  increased  respiratory  rate,  and 
tachycardia.  A gastrointestinal  upset  is  fre- 
quently associated  with  methemoglobinemia. 

QUESTION:  What  types  of  water  supply 
are  most  likely  to  have  a high  nitrate  content? 

Doctor  Steigman:  The  most  frequent  type  is 
the  dug  well  which  is  close  to  sources  of  pollu- 
tion. Frequently  the  wells  are  shallow,  poorly 
constructed,  situated  on  low  ground,  and  in 
close  proximity  to  a manure  pile  or  pig  pen. 

QUESTION : What  can  we  as  physicians  do 
to  prevent  this  type  of  poisoning  in  infancy? 

Doctor  Steigman:  1.  Cooperate  with  the 
Public  Health  Department  in  providing  better 
water  supplies,  especially  in  the  rural  areas. 

2.  Educate  the  public  as  to  the  danger  of 
using  nitrate-containing  water  for  artificial 
feeding  in  the  first  few  months  of  life. 

3.  Report  to  the  State  Board  of  Health  cases 
of  methemoglobinemia  due  to  nitrate  ingestion. 
Since  it  is  not  a reportable  disease  the  true 
incidence  is  not  known. 


MENOPAUSE 
DESERVES 
"PREM  ARIN: 


Widely  used 
natin  al.  oreil 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  OatKitla 
• 5645 


edical  Association  • May  1956 


45.5 


NEW  CASTLE  SANITARIUM 

"...THE  MERCURIALS 

Telephone  3621 

NEW  CASTLE,  KY. 

HAVE  PROLONGED 

For  the  core  of 

CHRONIC,  CONVALESCENT  AND  GERIATRIC 

THE  WORKING  PERIOD 

PATIENTS 

AND  LIFE  SPAN  OF 

Member  of  the  American  Hospital  Association 
Member  of  the  American  Assn,  of  Nursing  Homes 
Licensed  end  Approved  by  the  State  of  Kentucky 

COUNTLESS  SUFFERERS 

SPECIAL  DIETS  PREPARED — ELECTRO-THERAPY 
TREATMENTS  AVAILABLE 

FROM  CONGESTIVE 

PRIVATE  PHYSICIAN  AVAILABLE  AT  ALL  HOURS 
24-HOUR  EFFICIENT  AND  CHEERFUL  NURSING  CARE 

HEART  FAILURE..."* 

REASONABLE  RATES 

New  Selectemp  Moduloted  Steom  Heat  With  Filtered  Air 
For  Moximum  Comfort  ond  Sofety 
Protected  Throughout  With  Automotic  Fire  Detection 
ond  Alorm  System 

IRA  0.  WALLACE,  Administrotor 

TABLET 

NEOHYDRIN® 

*Fishberg,  A.  M.:  Hypertension 
and  Nephritis,  ed  5,  Philadelphia, 

Lea  & Febiger,  1954,  pp.  177-178. 

00756 

CITY  VIEW  SANITARIUM 

Established  1907 

NASHVILLE  TENNESSEE 

For  the  diagnosis  and  treatment  of 
mental  and  nervous  disorders,  and 
addictions  to  alcohol  and  drugs 

Psychotherapy  and  occupational  therapy 

Electrical  shock  and  insulin  therapy  as  indicated 

Frank  W.  Stevens,  M.  D. 

Director 

G.  Tivis  Graves,  Jr.,  M.  D. 

AsHoeiate  Director 


4.% 


May  1956  • The  Journal  of  the 


A.P.C. 


WITH 


Demerol 

Taitt 


for  more  efficient  ^ 

CONTROL  OF  PaiH 


Each  tablet  contains:  Aspirin  200  mg. 

Phenacetin  150  mg. 

Caffeine  30  mg. 

Demerol  hydrochloride  30  mg. 

Average  Adult  Dose : 1 or  2 tablets 

repeated  in  three  or  four  hours  as  needed. 

Bottles  of  100  tablets.  Narcotic  blank  required. 

"Such  a combination  has  proven  clinically  to  be  far 
more  effective  and  no  more  toxic  than  equivalent 
doses  of  any  of  these  used  singly, " * 

LABORATORIES 

NEW  YORK  18,  N,  Y. 

*Bonica,  J.J.;  and  Backup,  P.H.:  Northwest  Med.,  54:22,  Jan.  1955. 

Oemerot,  trademark  reg.  U.S.  Pat.  Off.,  brand  of  meperidine, -May  be  habit  forming 


(3  grains) 
(2 Vi  grains] 
{Vi  grain) 
(Vi  grain) 
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"How  to  look  at  a doctor's  bill"  could  well  serve  as  the  title  for  recent 
Parke-Davis  advertisements  on  the  cost  of  medical  care.  For  they  suggest 
to  the  public  new  ways  of  looking  at  the  extraordinary  value  one  buys 
with  each  dollar  spent  for  prompt  and  proper  medical  care. 

These  Parke-Davis  messages  talk  in  everyday  language  about  familiar 
but  “forgotten”  facts.  Some  examples:  the  steadily  decreasing  cost  of 
curing  diseases  such  as  pneumonia,  the  phenomenal  reduction  in  the 
death-rate  for  children,  the  substantial  savings  in  time  and  income  because 
of  the  shortened  duration  of  hospital  stays. 

By  highlighting  the  heartening  facts  of  medical  progress  in  relation  to 
the  cost  of  medical  care,  this  new  series  hopes  to  help  in  creating  a 
healthy,  realistic  public  opinion  on  the  reasonableness  of  medical  costs. 

To  do  this  successfully,  we  wish  the  facts  to  have  the  widest  possible 
readership.  Therefore  these  advertisements  are  being  published  regularly 
in  such  mass-circulation  magazines  as  LIFE,  the  SATURDAY  EVENING 
POST,  and  TODAY’S  HEALTH. 


If  you  would  like  to  have  folder-size  reprints 
of  any  of  these  ads  for  your  reception  room,  we 
will  be  happy  to  supply  them  on  request. 


PARKE 
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Adequate  Hospitaliiation 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


AflFords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a*com 
tent  licensed  physician,  with  five  consulting  ph 
cians  subject  to  call.  Registered  nurses  and  ted 
cians  are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatmei 

A private  hospital  offering  scientific,  institutioi 
medical,  psychological,  reflex,  reduction  and  ol 
methods  for  the  rehabilitation  of  consent  pat« 
suffering  from  alcoholism.  With  the  consent  of 
doctor  and  patient,  the  regular  White  Cross  j 
cedure  is  followed.  At  your  request,  your  pat 
remains  entirely  under  your  suf)ervision.  You  r 
come  and  go  in  White  Cross  Hospital  at  will, : 
will  find  the  staff  completely  cooperative.  Y 
recommendations  will  be  followed  to  the  lei 
All  equipment  modem  with  facilities  to  t 
care  of  50  patients  both  male  and  female. 


•r 


Salem,  Va.  Hospital 

Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 


WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia — Phone  Salem  4761 


Coprrighl  1955  H.N.  Alford,  AHoof* 
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SQUIBB  WHOLE  ROOT  RAOWOLFIA  SERPENTINA 


stable  ataractic  (tranquihzing)  eiiect^fjl^^^B 
^without  excessive  sedation 

stable  hyiiotensive  e^  without  rapid  peaks  and 
declines  in  blood  pressure 


Systolic 
Pressure,  mtn. 

f 


DOSAGE:  100  mg.  b.i.d.  initially; 
may  be  adjusted  within  a range  of 
50  mg.  to  500  mg.  daily.  Most  pa- 
tients  can  be  adequately  maintained 
on  100  mg.  to  200  mg.  daily.  lOO 

SUPPLY:  50  mg.  and  100  mg.  tab- 
lets, bottles  of  100,  1000  and  5000.  60_ 


Comparative  effect  of  Raudixin  on  the  blood  pressure  of 
hypertensive  patient  and  normotensive  patient. 

i 

1 

<Raudixi 
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1 

Days  10  20  30  40  50  60  70 


Squibb 


The  hypotensive  action  of  Raudixin  is  selective  for  the  hypertensive  state. 
For  this  reason,  Raudixin  does  not  significantly  affect  the  blood  pressure  Of 
normotensive  patients. 


*RAU0IXIN*®  t$  A SQUieS  TRAOEHAAII 
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PROFESSIONAL  PROTECTION 
EXCLUSIVELY 
SINCE  1899 


LOUISVILLE  Office 
Calvin  Bimer,  Representative 


3119  Hewitt  Ave.  '■ 

Tel.  Glendale  8-3060  ( -*■• 

If  no  answer,  call  Clay  3636 


Feot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintoin  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

• NOW  AVAILABLE!  Men's  conductive  shoes.  N.B.r.U.  speci. 
fications.  For  surqeons  and  operating  room  personnel. 

* By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


WANTED 

General  Practitioner  who  can  do  some  sur- 
gery, anaesthesia  and  obstetrics  with  a busy 
General  Practitioner  in  Western  Kentucky. 
Guarantee,  and  Commission  Basis. 

ADDRESS: 

KSMA  Box 
620  South  3rd  St. 

Louisville,  Ky. 


RADIUM 

(Including  Radium  Applicators) 

For  All  Medical  Purposes 

Est.  1919 


Quincy  X-Ray  & Radium  Laboratories 

(Owned  and  Directed  by  a Physician- 
Radiologist) 


HAROLD  SWANBERG,  B.S.,  M.D.,  Director 
W.  C.  U.  Bldg.  Quincy,  Illinois 


WAYSIDE  HOSPITAL 

168  North  Broadway 
Lexington,  Kentucky 

A private  psychiatric  hospital  for  men,  offering  modern  diagnostic  and  treat- 
ment procedures,  a luxurious  cluh-like  atmosphere,  and  a cordial  hospitality. 

Approved  By  Americ.-vn  Medical  Associ.ation 
Staff 

H.  Halbert  Left,  M.D.  John  H.  Rompf,  M.D. 

Carl  Wiesel,  M.D.  Irving  A.  Gail,  M.D. 

Edward  L.  Houchin,  Administrator 

Phone:  2-2050 
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You  can  specify 


with  confidence 


All  physicians  appreciate  the  strictness  of  pharmaceu- 
tical standards.  Pablum  Cereals  are  the  only  baby 
cereals  made  by  nutritional  and  pharmaceutical  spe- 
cialists. All  four  Pablum  Cereals  are  enriched  with 
thiamine,  riboflavin,  calcium,  phosphorus,  copper,  and 
with  iron  in  its  most  assimilable  form. 


IWum/l(Wu^ 


Now  available  in  these  bright  new  packages. 


DIVISION  OF  MEAD  JOHNSON  & COMPANY.  EVANSVILLE,  INO.  • Manufacturers  of  nutritional  and  pharmaceutical  products 
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in  rheumatoid  arthritis 


STANDING 

is  easier  with  Sterane'— 
3-5  times  more  potent 
than  hydrocortisone  or 
cortisone.2 


WALKING 


follows  rapidly.*  Sterane 
“is  more  effective  than  any 
previous  drug  in  the  control 
of . . . rheumatoid  arthritis.”® 

WORKING 

functional  mobility  is 
restored  even  where  other 
steroids  fail  or  cease  to 
be  effective.®® 

WITH  MINIMAL 
DISTURBANCE 

of  electrolyte  balance*-® — 
patients  may  even  be  treated 
without  diet  restrictions. 


brand  of  prednisolone 


•uppti«d:  White,  5 mg.  oral 
tablets,  bottles  of  20  and  100. 
Pink,  1 mg.  oral  tablets, 
bottles  of  100. 

1.  Spies,  T.  D..  et  al.:  GP  12:73,  No.  1. 
1955.  2.  Boland.  E.  W.:  J.A.M.A. 
160:613,  1956.  3.  Gillhespy.  R.  O. 
Lancet  2:1393.  1955. 


Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


464 


Mav  1956  • The  Journal  of  the 


the  most  complete 
optical  service 
in  kentucky 


PEACE  OF  MIND  FROM  OFFICE  AND  BUSINESS  WORRIES 

OUR  SERVICES  COVER: 

Tax  Returns 
Bookkeeping 
Delinquent  Accounts 
(No  Commission) 

Office  Routines 
Office  Planning 
Instructing  Personnel 

Fees 

Partnerships 

Hospitals 

Clinics 

Counselling  - Investments 
Insurance 

Ao-ailaLle 

PROFESSIONAL 

BUSINESS 

MANAGEMENT 

ASSOCIATES: 

Clayton  L.  Scroggins 
John  R.  Lesick 
Richard  D.  Shelley 

Hubert  G.  Stiffler 
Daniel  L.  Zeiser 
Richard  J.  Conklin 

FOR  DOCTORS 
ONLY 

CLAYTON  L SCROGGINS  ASSOCIATES 

ESTABLISHED:  1945 

141  West  McMillan  Street 

WOodburn  l-IOlO 

Cincinnati  19,  Ohio 

I would  like  to  talk  with 

Name 

Address 

one  of  your  representatives 
Telephone 

m 

All  Services 
Completely 
Confidential 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

(The  Pioneer  Postgraduate  Medical  Institution  in  America) 


OBSTETRICS  AND  GYNECOLOGY 

A two  months  full  time  course.  In  Obstetrics:  lec- 
tures, prenotol  clinics;  ottending  normal  and  operative 
deliveries;  detailed  instructian  in  operative  obstetrics 
(manikin) . X-ray  diagnosis  in  obstetrics  and  gynecalogy. 

Care  of  the  newborn.  In  Gynecology;  lectures;  touch 
clinics;  witnessing  operations;  examination  of  patients 
pre-operatively;  follow-up  in  wards  post-operalively. 
Obstetrical  and  gynecalagical  pathology.  Culdoscopy. 
Studies  in  Sterility.  Anesthesiology.  Attendance  at  con- 
ferences in  obstetrics  and  gynecalogy.  Operative 
gynecolagy  on  the  cadaver. 

THE  DEAN,  345  WEST  50th 


SURGERY  AND  ALLIED  SUBJECTS 

A two  months  full  time  combined  surgicol  course  comprising 
general  surgery,  traumatic  surgery,  abdominal  surgery,  gostro* 
enterology,  proctology,  gynecological  surgery,  urological  sur- 
gery. Attendance  at  lectures,  witnessing  operations,  examina- 
tion of  patients  pre-operatively  and  post-operatively  and  follow- 
up in  the  wards  post-operatively.  Pathology,  radiology,  physicol 
medicine,  onesthia.  Codover  demonstrations  in  surgicol  enat- 
omy,  thoracic  surgery,  proctology,  orthopedics.  Operative  sur- 
gery ond  operotive  gynecology  on  the  codover.  Attendonce  ot 
departmentol  and  general  conferences. 

St.,  New  York  19,  N.  Y. 


MEDICAL-DENTAL  BUSINESS  BUREAU,  INC. 

227  HEYBURN  BUILDING  P.  O.  BOX  1465  WAbash  6725 

334  W.  BROADWAY 
LOUISVILLE,  KENTUCKY 


Gentlemen,  I am  interested  in  talking  with  you  about  the  subjects  checked  below. 


See  me  at  (address) 

Doctor 

( ) Practice  Survey  and  Recommendations 
( ) Financial  Records  and  Reports 
( ) Professional  Management  Service 
( ) Long-Term  Financial  Planning 
( ) Tax  Returns 
( ) Other: 


on  (date) at  (hour) 


( ) Centralized  Bookkeeping 

(Statements  to  Patients) 

( ) Pre-Collection  Program 
( ) Partnership  Formation 
( ) Sale  of  Practice 
( ) Collections 


OCULISTS’  PRESCRIPTIONS  EXCLUSIVELY 

MUTH  OPTICAL  COMPANY 

Prescription  Opticians 

655  S.  4th  Brown  Hotel  Building  Louisville  2 


THE 

K E E L E Y 

Treating  alcoholism  and  other  problems  of  addiction 

INSTITUTE 

• 

REGISTERED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION - 
MEMBER  AMERICAN  HOSPITAL  ASSOCIATION. 

DWIGHT,  IL.UINOIS 

Qleafwi&w- 


On  The  Kratzville  Road 


EVANSVILLE,  IND. 


TELEPHONE  S-61  81 

A PRIVATE  HOSPITAL  FOR  THE  TREAT- 
MENT OF  PATIENTS  SUFFERING  FROM 
MENTAL  ILLNESS,  ALCOHOLISM  AND 
DRUG  ADDICTION. 

SEPARATE  BUILDINGS  FOR  DISTURBED  AND 
CONVALESCENT  PATIENTS. 


Equipped  for  Surgery 

ELECTROENCEPHALOGRAPH  — CLINICAL  LABORA- 
TORY—EKG  AND  BMR  EQUIPMENT— STEREOSCOPIC 
X-RAY  — HYDROTHERAPY. 

ALBERT  J.  CREVELLO,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
& Neurology.  Inc. 

MEDICAL  DIRECTOR 
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THE  MILTOWN  MOLECULE 


the  tranquilizer  with 

NO  KNOWN 
CONTRA-INDICATIONS 

ideal  for  prolonged  therapy 


• Effective  in  anxiety,  tension  and  muscle  spasm 

• Well  tolerated — not  habit  forming — essentially  non-toxic 

• Does  not  produce  depression 

• Orally  effective  within  30  minutes  for  a period  of  6 hours 

• Supplied  in  400  mg.  tablets.  Usual  dose:  1 or  2 tablets— 3 times  a day 


the  original  meprobamate — 2-methyl-2-n-propyl-l,3-propanedioI  dicarbamate — U S.  Patent  2,724,720 


DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J. 
Literature  and  Samples  Available  on  Request 
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Gant  Gaither,  109V2  East  7th  Street,  Hopkinsville 

Richard  R.  Slucher,  Buechel 

Clyde  C.  Sparks,  M.D.,  Mayo  Arcade  Ashland 

Everett  Baker,  408  Brown  Bldg.,  Louisville 

N.  Lewis  Bosworth,  M.D.,  1701  Fincastle  Rd.,  Lexington 

Howell  J.  Davis,  330V2  Allen,  Owensboro 
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Relax  the  best  way 

...  pause  fo»' Coke 


continuous  quality 
is  quality  you  trust 


SECLUSION  MATERNITY 


FAIRMOUNT 

HOSPITAL 

FOR 

UNMARRIED 
GIRLS 
Est.  1909 

Private  sanitarium 


Write  for  Information 

MRS.  HELEN  AMOS 
4911  East  27th  St. 


with  certified  obstet- 
rician in  charge.  Fold- 
er fully  describing 
services  FREE  on  re- 
quest. Early  entrance 
advised. 


Kansas  City,  Mo. 
Phone:  WA.  3-3577 


Rates  reasonable.  In 
certain  cases  work  giv- 
en to  reduce  expenses. 


The  TRAINING  SCHOOL 
at  VINELAND.  NEW  JERSEY 

For  Retarded  and  Slow-Learning  Children. 

Established  in  1888  as  the  "Village  of  Happi- 
ness"; for  boys  and  girls,  all  ages.  Academic,  vo- 
cational, social  training;  wide  recreation;  cottage 
living;  medical,  psychiatric,  psychologic  services. 
Year-round  program.  Special  Summer  Program. 
Internationally  known  research  center. 

Write  Director,  The  Training  School 
at  Vineland,  New  Jersey.  Phone  7-0021 


; I ^..WHEN  CONTINUOUS 
DIURESIS  IS  MANDATORY  TO 

I 

CONTROL  HEART  FAILURE, 
NEOHYDRIN 

BECOMES  THE  SUPERIOR 
; [ORAL]  AGENT,  SINCE  THIS 
I j COMPOUND  CONTINUES  TO 


f j PRODUCE  DIURESIS  WHEN 
ADMINISTERED  DAILY''* 
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THE  CINCINNATI  SANITARIUM 

ESTABLISHED  1873 


A Private  Psychiatric  Hospital  Offering 
Modern  Diagnostic  and  Treatment  Procedures 


• Equipped  to  provide  all  modern  and  accepted  methods  of  treatment. 

• Ample  classification  facilities  with  qualified  psychiatric  nursing. 

• Complete  occupational  therapy  and  recreation  activities. 





• Rest  Cottage,  a separate  department  for  mild  neurotic  problems 
and  the  convalescent. 


* 


OUT-PATIENT  DEPARTMENT  LOCATED  IN  A COMPLETELY  NEW  BUILDING 


OWEN  C.  CLARK,  M.D Medical  Director 

W.  N.  WRIGHT,  M.D,  . , . Psychiatrist  in  Residence 
HENRY  GRUENER,  M.D.  . . . Physician  in  Residence 
DOUGLAS  A.  JOHNSTON,  M.D.  . . . Medical  Director  Emeritus 

ISABELLE  DAULTON,  R.N Director  of  Nursing 

GRACE  SPINDLER,  R.N.  . . . Assistant  Director  of  Nursing 
ELLIOTT  OTTE  . , . Business  Administrator 


¥if 


New  out-patient  building 


write  for  descriptive  booklet 


THE  CINCINNATI  SANITARIUM 


564-2  HAMILTON  AVENUE,  Cincinnati  24,  Ohio 
Telephone  Kirby  1-0135  Kirby  1-0136 


NEW  CONCEPT  IN  URINE-SUGAR  TESTING 


CLINISTIX 


TRADEMARK 


REAGENT  STRIPS 

specific  enzyme  test  for  urine  glucose 


just  dip 
and  read 




— 

— 

IMOU 



”//////////”; 

, -'IlfssT J • - 


complete  specificity . . . unaffected  by  non- 
glucose reducing  substances ...  differenti- 
ates glucose  from  other  urine-sugars... 
thousands  of  tests  reveal  no  substance 
causing  a false  positive. 

extreme  sensitivity . . . detects  glucose  con- 
centrations of  0.1  % or  less. 

utmost  simplicity  and  convenience ...  a 

Clinistix  Reagent  Strip  moistened  with 
urine  turns  blue  when  glucose  is  present. 

qualitative  accuracy. ..  used  whenever 

AMES  COMPANY,  IN 

Ames  Company  of  Canada,  Ltd.,  Toronto 


presence  or  absence  of  glucose  must  be 
determined  rapidly  and  frequently. 
Clinistix  does  not  attempt  to  give  quan- 
titative results  because  so  many  factors  in 
urine  influence  enzyme  reactions. 

economy  ...Clinistix  saves  time  and 
cuts  costs... each  strip  is  a complete  test 
rapidly  performed  without  reagents  and 
equipment. 

available:  Packets  of  30  Clinistix  Re- 
agent Strips  in  cartons  of  12  — No.  2830. 

; • ELKHART,  INDIANA 


13356 


i- 


to  help  you  relieve 
the  severe  emotional  upset 
of  the  menopausal  patient 


n 


THORAZINE* 

^^Thorazine’  can. facilitate 
■'*  the  bver-all  management  of 
your  menopausal  patient. 

Its  unique,  non-hypnotic 
tranquilizing  effect  i 
relieves  anxiety,  tension, 
agitated  depression  and 
helps  you  to  restore  to 
the  patient  a feeling  of 
well-being  and  a sense 
of  belonging. 

‘Thorazine’  is  available  in 
ampuls,  tablets  and  syrup  (as 
the  hydrochloride),  and  in 
suppositories  (as  the  base). 

‘Thorazine’  should  be 
administered  discriminately 
and,  before  prescribing,  the 
physician  should  be  fully 
conversant  with  the  available 
literature. 

For  information  write: 

Smith,  Kline  & French 
Laboratories,  Philadelphia  1 


*T.M.  Reg.  U.S.  Pat.  Off.  for 
chlorpromazine,  S.K.F. 


In  this  issue: 


A Case  of  Conversion  Hysteria 
What  Americans  Think  of  Doctors 
Oral  Treatment  of  Diabetes  Mellitus 


See  table  of  content  page  476 


KSMA 

Annual  Meeting 
Sept.  18-20, 1956 
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vitamin-mineral  combination 
You  can  help  assure  optimal  nutrition  in  your  patients  during 
pregnancy  and  lactation  by  supplementing  their  diet  with  NATABEC 
JCapseals.  Designed  to  improve  intake  of  important  vitamins  and 
minerals  at  these  times  of  increased  nutritional  need,  NATABEC 
Kapseals,  taken  regularly,  help  avoid  complications  and  aid  in 
safeguarding  the  health  of  both  mother  and  child. 

dosage:  As  a dietary  supplement  during  pregnancy  and  lactation,  one  or  more 
Kapseals  daily.  NATABEC  Kapseals  are  available  in  bottles  of  100  and  1,000. 

Each  NATABEC  KAPSEAL  represents: 


Calcium  carbonate 600  mg. 

Ferrous  sulfate 150  mg. 

Vitamin  Bij  (crystalline) 2 meg. 

Folic  acid 1 mg. 

Vitamin  A 4,000  units 

Vitamin  D 400  units 

Vitamine  Bi  (tliiamine 
hydrochloride) 3 mg. 


Synkamin  (vitamin  K 

as  the  hydrochloride)  ....  0.5  mg. 

Rutin  10  mg. 

Vitamin  Bj  (riboflavin)  ......  2 mg. 

Nicotinamide  (niacinamide).  . . 10  mg. 

Vitamin  B,i(pyrido.\inc 

hydrochloride) 1 mg. 

Vitamin  C (ascorbic  acid)  ....  50  mg. 


C.  A ju 


■Ji 


PARKE,  DAVIS  & COMPANY  DETROIT,  MICHIGAN 


90062 
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j your  patient  should  not  be 
endangered  by  fluid  accumulation 
during  "rest  periods " 

. i 

/ YOUR  PATIENT  NEEDS  AN 

ORGANOMERCURIAL 

When  a diuretic  must  evoke  acidosis  to  be  effective,  continued 
administration  without  dosage  limitation  results  in  refractoriness. 
Other  diuretics  may  require  interrupted  dosage  to  avoid  gastro- 
intestinal irritation. 

But  the  sustained  diuresis  achieved  by  the  organomercurials  never 
necessitates  routine  “rest  periods”  because  of  their  mode  of  action. 


TABLET 


N E 


OHYDRIN 


BRAND  OF  C H L O R M E R O D R I N <ie.3  mg.  of  s-ch  loromercur  i -2- m et  hox  y- propy  lu  r e a 

EQUIVALENT  TO  lO  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure  mercuhydrin®  so d l U m 

BRAND  OF  MERALLURIOE  INJECTION 


LAKESIDE 
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POLYSPORN 


POLYMYXIN  B~BACITRACIN  OINTMENT 


brand 


^ hAM^-igjoedwM 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  ’/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  Y. 
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A tranquilizer  well  suited  for  prolonged  therapy 

NO  ORGANIC 
CONTRAINDICATIONS 

reported  to  date 


* well  tolerated,  non-addictive,  essentially  non-toxic 

* no  blood  dyscrasias,  liver  toxicity,  Parkinson -like  syndrome  or  nasal  stuffiness 

* chemically  unrelated  to  chlorpromazine  or  reserpine 

* does  not  produce  significant  depression 

^ orally  effective  within  30  minutes  for  a period  of  6 hours 
Indications:  anxiety  and  tension  states,  muscle  spasm. 


the  original  meprobamate — 2-methyI-2-n-propyl-1, 3-propanediol  dicarbamate— U S Patent  2,724,720 
SUPPLIED:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 

DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J, 

Literature  and  Samples  Available  on  Request 


Medical  Association  • June  1956 


9 


message 

from 

the 

President 


From  time  to  time  articles  appear  in  our  professional  literature 
regarding  the  handling  of  mass  casualties.  Most  of  us  ignore  them 
or  read  them  with  only  a passing  interest. 

A recent  plane  crash  has  brought  the  need  for  such  planning 
into  a sharp  focus  in  our  community.  The  presence  of  industrial 
plants,  trains,  busses,  planes,  auditoriums,  movies,  etc.  make  such 
planning  imperative  any  place  in  our  state.  The  knowledge  that 
outlying  communities  will  be  forced  to  care  for  the  casualties  of 
target  areas  in  case  of  atomic  attack  further  adds  to  the  necessity 
for  such  planning. 

Our  inability  to  stockpile  needed  supplies  and  equipment  should 
not  stop  us  from  having  a well  organized  plan  for  the  handling 
of  a large  number  of  casualties. 

It  so  happened  that  the  30  odd  casualties  did  not  materialize 
but  I am  extremely  proud  of  the  manner  in  which  our  hospitals 
responded  with  shock  teams — nurse  help,  mobilization  of  supplies 
and  equipment.  Our  sheriffs  office,  police  department,  fire  de- 
partment, even  the  local  National  Guard  unit  worked  smoothly  to 
care  for  the  casualties  and  the  wreck  itself. 

Howell  J.  Davis,  M.D. 

Vice-president 
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clinically  proved  in  many  common  infections*'®^ 

Hemolytic  streptococcal  infections 

Pharyngitis/Tonsillitis/Sinusitis 

Otitis  media/Mastoiditis 

Scarlet  fever/Lymphadenitis/Erysipelas 

Staphylococcal  infections/Pneumococcal 
infections/Gonococcal  infections/ 

Vincent’s  Infection/Prevention  of 
streptococcal  infection  in  individuals 
with  a history  of  rheumatic  fever/ 

Prevention  of  secondary  infection  due  to 
penicillin-susceptible  organisms 

In  dosage  of  just  1 or  2 tablets  t.i.d. 


and  is  far  less  costly  than  other  penicillin  salts 


Pentids 

SQUIBB  200,000  UNIT  BUFFERED  PENICILLIN  G POTASSIUM  TABLETS 

Recommended  dosage:  1 or  2 tablets  t.i.d.  without  regard  to  meals.  Bottles  of  12  and  100. 
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A.  C.  and  Hoffman,  0.  E.,  J.  Iowa  M.  Soc.  35:189,  May  1945. 


Squibb  Squibb  Quality-the  Priceless  Ingredient 
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KARO®  SYRUP. ..  meets  all  the  criteria 
for  effective  milk  modification 


Because  Karo  Syrup  is  a balanced 
fluid  mixture  of  dextrins,  maltose,  and 
dextrose,  it  is  well  tolerated,  easily 
digested  and  completely  utilized.  Its 
use  will  not  induce  flatulence,  colic, 
fermentation  or  allergy. 

Obviously,  the  selection  of  a milk 
modifier  for  infant  feeding  depends 
to  a large  extent  upon  the  needs  of 
the  individual  infant.  But,  after  three 
generations  of  use,  Karo  is  still  a car- 
bohydrate modifier  of  choice  for  all 
infants. 

From  the  standpoint  of  the  phy- 
sician, Karo  permits  easy  adjustment 


of  formula  and  safe  transition  from 
liquid  to  solid  food  as  circumstances 
demand. 

Mothers  appreciate  the  fact  that 
Karo  is  readily  available,  inexpensive 
and  easy  to  use. 

Light  or  dark  Karo  Syrup  may  be 
used  interchangeably,  with  cow’s  milk 
or  evaporated  milk  and  water.  Each 
tablespoonful  yields  60  calories. 


1906  • 50th  ANNIVERSARY  • 1956 
CORN  PRODUCTS  REFINING  COMPANY 

17  Botfery  Place,  New  York  4,  N.Y. 
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Rauiviloid 


Higher  Clinical  Efficacy 


Rauwiloid  represents  the  balanced,  mutually  poten- 
tiated actions  1 of  several  Rauwolfia  alkaloids,  of  which 
reserpine  and  the  equally  antihypertensive  rescinna- 
mine  have  been  isolated.  Hence,  contrary  to  reports 
from  some  quarters,  reserpine  is  not  the  only  active 
principle  of  the  Rauwolfia  plant.  Rauwiloid  contains  all 
the  active  principles,  but  it  is  freed  of  the  undesirable 
dross  of  the  crude  Rauwolfia  root. 

Greater  Safety 

No  single  commercially  available  alkaloid  can  provide 
the  full  efiicacy  of  Rauwiloid  together  with  Rauwiloid ’s 
low  incidence /low  intensity  of  side  actions. ^ For  exam- 


alseroxylon...”2  Rauwiloid  is  safely  used  even  in  the 
presence  of  cardiac,  renal,  and  cerebrovascular  compli- 


Dosage  is  simple ...  merely  two  2 mg.  tablets  at  bed- 
time. When  desired  effect  has  been  obtained,  one  tablet 
per  day  often  suffices. 


1.  Cronheirn,  G-,  and  Toekes,  I.  M.:  Comparison  of  Sedative  Proper- 
ties of  Single  Alkaloids  of  Rauwolfia  and  Their  Mixtures,  Meet.  Am. 
Soc.  Pharmacol.  & Exper.  Therap.,  Iowa  City,  Iowa,  Sept.  5,  1955. 

2.  Moyer,  J.  H.;  Dennis,  E.,and  Ford,  R.:  Drug  Therapy  (Rauwolfia) 
of  Hypertension.  II.  A Comparative  Study  of  Different  Extracts  of 
Rauwolfia  When  Each  Is  Used  Alone  (Orally)  for  Therapy  of  Ambu- 
latory Patients  with  Hypertension,  A.M.A.  Arch.  Int.  Med.  96:530 


Antihypertensive  pie,  mental  depression  is  "much  less  frequent  with 


Bradycrotic 


cations  of  hypertension. 


Tranquilizing  Simplified  Dosage 


LOS  ANGELES 


(Oct.)  1955. 
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OFFICE  PROCEDURES:  by  Paul  Williamson,  M.D.:  pub- 

lished by  W.  B.  Saunders  Company  on  August  18,  1955: 
41  7 pages:  $1  2.50 

This  book  is  a valuable  contribution  to  the  busy 
generalist’s  library.  The  most  frequently  used  office 
procedures  are  described  in  simple  terms  and  easily 
understood  illustrations  are  profusely  and  advantage- 
ously employed.  The  organization  is  excellent.  There 
are  16  major  divisions  and  a complete  index.  At  the 
beginning  of  each  major  section  the  author  has  aug- 
mented the  usability  of  his  publication  by  carefully 
subdividing  the  ensuing  chapter. 

Dr.  Williamson  has  combined  his  own  experience 
with  that  of  many  other  physicians  and  has  produced 
in  one  volume  a guide  to  the  commonly  used  me- 
chanics of  office  work.  He  has  also  demonstrated  his 
ingenuity  in  making  useful  instruments  from  gener- 
ally available  articles  such  as  paper  clips  and  hairpins. 

Most  of  us  will  profit  from  the  frequent  use  of 
this  manual.  It  is  strongly  recommended  to  the  young 
man  who  is  just  starting  his  practice.  He  will  find 
here  a means  whereby  he  can  quickly  evolve  proper 
approaches  to  the  countless  minor  office  problems 
which  confront  all  general  practitioners. 

G.  J.  Sweeney,  M.  D. 

EXPERIMENTAL  TUBERCULOSIS  — BACILLUS  AND  HOST: 
Editors  for  the  Ciba  Foundation — G.  E.  W.  Wolstenholme, 
OBE,  MA,  MB,  Bch  and  Margaret  P.  Cameron,  MA,  ABLS 
and  assisted  by  Cecilia  M.  O’Conner,  BSc:  Little  Brown 
and  Company:  396  pages:  $9.00. 

It  has  been  74  years  since  Koch  discovered  the 
tubercle  bacillus,  and  still  the  search  goes  on  to  un- 
ravel the  intricacies  of  this  unique  organism. 

Fishberg  remarked  years  ago  that  the  evolution 
of  tuberculosis  was  perhaps  more  dependent  on  the 
“soil”  than  on  the  bacillus  itself.  The  implication 
being,  if  one  could  change  the  tissues  of  the  host  so 
as  to  present  an  unfavorable  environment  for  the 
tubercle  bacillus  we  would  be  well  on  our  way  to 
conquering  this  disease.  It  is  well  known  that  tubercle 
bacilli  are  destroyed  in  the  resistant  host,  even  with- 
out treatment. 

The  article  by  Hirsch,  “Biochemical  factors  which 
may  influence  the  fate  of  tubercle  bacilli  in  tissues,” 
indicates  that  spermine  is  one  of  these  substances 
which  occurs  normally  in  many  tissues  in  a coneen- 
tration  greater  than  that  which  kills  tubercle  bacilli 
under  certain  conditions  “in  vitro.” 

For  those  addicted  to  the  indiscriminate  use  of 
Cortisone  without  first  interrogating  the  chest, 
Laurie’s  experiment  shows  that  Cortisone  alters  the 
hormone  balance  and  deprives  the  phagocytes  of  their 
inate  capacity  to  inhibit  the  growth  and  multiplica- 
tion of  tubercle  bacilli  in  their  cytoplasm,  even 
though  their  phagocytic  activity  is  not  impaired. 


The  research  worker  in  tuberculosis  is  naturally 
thoroughly  familiar  with  the  literature  in  his  own  field; 
to  him  therefore  the  book  will  be  of  little  value,  ex- 
cept as  a ready  reference.  To  the  clinician  and  student 
of  tuberculosis  much  information  is  compressed  in  the 
387  pages  which  is  capable  of  broadening  their  con- 
cept of  this  protean  disease. 

Oscar  O.  Miller,  M.  D. 

CARDIAC  DIAGNOSIS  — A PHYSIOLOGIC  APPROACH:  by 
Robert  F.  Rushmer,  M.D.:  published  by  W.  B.  Saunders 
Company:  447  pages:  $11.50: 

Any  doubt  that  we  are  in  a physiologic  era  as  re- 
gards the  diagnosis  of  heart  disease  is  dispelled  by  this 
book.  It  “represents  an  approach  to  cardiac  diagnosis 
based  on  the  function  and  control  of  the  heart  under 
normal  and  abnormal  conditions.”  Current  principles 
are  well  presented,  aided  by  excellent  schematic  illus- 
trations. Graphs  and  tables  are  avoided.  Presentations 
of  conflicting  viewpoints  are  also  avoided.  The  author 
admits  that  this  might  make  him  appear  to  be  exces- 
sively biased.  But  in  this  field  of  endeavor  in  which 
there  is  tremendous  current  investigation,  (the  journal 
“Circulation  Research”  was  recently  established)  who 
is  to  decide  what  hypothesis  is  the  right  explanation 
for  a particular  phenomenon? 

Dr.  Rushmer  has  not  written  a text  book  on  heart 
disease.  Less  than  a third  of  the  book  is  devoted  to  the 
application  of  physiological  principles  to  cardiac  diag- 
nosis, and  then  only  five  main  etiologic  types  are  con- 
sidered— including  “possible  heart  disease.”  The  wide 
gap  between  the  application  of  physiological  principles 
to  the  diagnosis  of  heart  disease  as  arrived  at  in  the 
physician’s  office,  is  well  illustrated  in  the  final  chapter 
on  “Possible  Heart  Disease.”  An  adequate  history,  the 
basic  principles  of  palpation,  percussion  and  ausculta- 
tion, determination  of  the  arterial  blood  pressure  by  a 
cuff,  combined  with  roentgenography  and  electrocardi- 
ography are  alone  discussed.  To  this  could  be  added  a 
determination  of  the  circulation  time  and  venous 
blood  pressure. 

Such  procedures  as  the  determination  of  the  intra- 
arterial blood  pressure,  catheterization  of  the  right 
and  left  sides  of  the  heart,  angiocardiography,  varied 
methods  for  the  determination  of  cardiac  output  and 
even  ballistocardiography  and  spatial  vectrocardiog- 
raphy  are  still  either  impractical  or  are  too  experi- 
mental to  be  used  as  part  of  an  office  examination. 

This  is  an  excellent  book  for  a medical  student  or 
the  “working  cardiologist.”  It  should  interest  the 
internist.  It  is  not  recommended  to  the  general  prac- 
titioner. 

Morris  M.  Weiss,  M.  D. 
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. BRAND  OF  MECLIZINE  HYDROCHLORIDE 


longest-acting  motion-sickness  remedy^  effective  in  low 
dosage . . . controls  motion  sensitivity  symptoms  in  minutes . . . one  dose  usually 
prevents  motion  sickness  for  24  hours, 

in  recommended  dosage  Bonamine  is  notabiy  free  from 
side  reactions  . . . supplied  as:  Bonamine  Tablets,  scored,  tasteless, 
25  mg.  . . . Bonamine  Chewing  Tablets,  pleasantly  mint  flavored,  25  mg. 

^Trademark  1.  Report  of  Study  by  Army,  Navy,  Air  Force  Motion  Sickness  Team:  J.A.M.A.  160:755  (March  3)  1956. 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co,,  Inc,,  Brooklyn  6,  N.  Y. 
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SOCIALIZED 

MEDICINE 


Plan  Now 
to  attend  the 

1 9 5 6 KSMA 
ANNUAL 
MEETING 

Columbia  Auditorium 
Louisville 

Sept.  18-19-20 

• 12  nationally  known  guest  speakers 

• three  six  hour  refresher  courses 

• carefully  selected  scientific  movies 

• outstanding  scientific  exhibits 

• 64  technical  exhibits 

• other  top  features 


May  never  come,  but  . . . Socialized 
Insurance  is  here  to  stay,  and  it  has 
created  a sizable  Estate  Handicap 
against  the  physician. 

In  the  case  of  a young  doctor  with 
young  children,  this  economic  pen- 
alty may  be  as  high  as  $40,000.00 

But  there  is  a solution,  and  the  cost 
is  no  greater  than  the  Social  Security 
! Tax.  Write  now  for  complete  in- 
formation 


W.  R.  LONG  & ASSOCIATES 
1534  Bardstown  Road — Louisville,  Ky. 

^ ithout  obligaiton  to  me  I would  like  to  have 
I more  information  about  the  solution  to  the 
Social  Security  problem  of  the  young  doctor. 
' I am  in  good  health  and  was 

born 

Month  Day  Year 

Name 

I Address  
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The 

NEW 

Phenothiazine 

Derivative 


Sparine  has  demonstrated  impressive  effectiveness 
in  controlling  acute  excitation  without  inducing 
significant  side-reactions.*’^’^ 


Sparine  is  a new,  clinically  effective  phenothiazine 
derivative,  which  may  he  administered  intravenously, 
intramuscularly,  or  orally.  The  route  and  dosage  are 
determined  by  the  extent  of  central-nervous-system 
excitation  and  by  the  patient’s  response. 


® 

Philadelphia  1,  Pa. 


Supplied:  Tablets,  25,  50,  and  100  mg.,  bottles  of  50  and  500;  200  mg., 
bottles  of  500.  Injection,  50  mg.  per  cc.,  vials  of  2 and  10  cc. 

1.  Seifter,  J.,  et  al.:  To  be  published.  2.  Fazekas,  J.F.,  et  al.:  M.  Ann. 
District  of  Columbia  25:67  (Feb.)  1956.  3.  Mitchell,  E.H.:  J.A.M.A.  In  press.' 


•Ttademarh 


An  Exclusive  Development  of  Wyeth  Research 


Relax  the  best  way 

...  pause  foiT  Coke 


continuous  quality 
is  quality  you  trust 


CITY  VIEW  SANITARIUM 

Established  1907 

NASHVILLE  TENNESSEE 

For  the  diagnosis  and  treatment  of 
mental  and  nervous  disorders,  and 
addietions  to  alcohol  and  drugs 

Psychotherapy  and  occupational  therapy 

Electrical  shock  and  insulin  therapy  as  indicated 

Frank  W.  Stevens,  M.  D. 

Director 

G.  Tivis  Graves,  Jr.,  M.  D. 

Associate  Director 
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Indicated 
in  most  condi- 
tions in  which  oral 
cortisone  or  hydrocortisone 
is  effective.  Available  in  2.5  mg. 
tablets  in  bottles  of  100,  and  in  5 mg. 
tablets  in  bottles  of  30,  100,  and  500. 
Usual  dosage  is  ^ to  1 tablet  three  or  four 
times  daily 


KALAMAZOO 


Upjohn 


^Trademark  for  the  Upjohn  brand  of  prednisone  (delta-!- cortisone) 


PEACE  OF  MIND  FROM  OFFICE  AND  BUSINESS  WORRIES 

OUR  SERVICES  COVER; 

Tax  Returns 
Bookkeeping 
Delinquent  Accounts 
(No  Commission) 

Office  Routines 
Office  Planning 
Instructing  Personnel 

Fees 

Partnerships 

Hospitals 

Clinics 

Counselling  ■ Investments 
Insurance 

Ao-aiiaLle 

PROFESSIONAL 

BUSINESS 

MANAGEMENT 

ASSOCIATES: 

Clayton  L.  Scroggins 
John  R.  Lesick 
Richard  D.  Shelley 

Hubert  G.  Stiffler 
Daniel  L.  Zeiser 
Richard  J.  Conklin 

FOR  DOCTORS 
ONLY 

CLAYTON  L.  SCROGGINS  ASSOCIATES 

ESTABLISHED;  1945 

141  West  McMillan  Street 

WOodburn  l-IOlO 

Cincinnati  19,  Ohio 

I would  like  to  talk  with 

Name 

Address 

one  of  your  representatives 

All  Services 
Completely 
Confidential 
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Washington.  D.  C. — As  might  be  expected,  a presi- 
dential commission’s  report  on  veterans’  pensions  that 
also  goes  into  the  subject  of  non-service  connected 
medical  benefits  is  stirring  up  another  controversy. 

The  President’s  Commission  on  Veterans’  Pensions, 
headed  by  Gen.  Omar  Bradley,  World  War  II  leader 
and  postwar  Veterans’  Administrator,  conducted  a 
study  covering  more  than  a year  in  time  and  a wide 
range  of  subjects.  It  produced  a 415-page  report  and 
a total  of  70  recommendations. 

The  seven-man  commission’s  report  has  this  basic 
premise:  military  service  in  time  of  war  or  peace 
should  be  treated  as  discharging  an  obligation  of 
citizenship  and  not  of  itself  as  a basis  for  future 
government  benefits. 

The  commission  made  this  additional  point:  “.  . . 
under  conditions  of  modern  technology  and  warfare, 
the  national  defense  might  be  served  equally  well  by 
a civilian  in  a scientific  laboratory  or  a war  plant  as 
by  a uniformed  serviceman — and  in  view  of  total  war 
and  atomic  weapons,  perhaps  with  greater  personal 
hazard  to  the  civilian.  This  further  suggests  that  the 
special  needs  that  veterans  have  because  of  military 
service  should  not  be  confused  with  the  needs  that  all 
citizens  have  in  common  for  such  things  as  education, 
health  services  and  economic  security.” 

With  this  in  mind,  the  commission  proposes  the 
gradual  elimination  of  non-service  connected  benefits 
and  observes:  ‘‘Their  justification  is  weak  and  their 
basic  philosophy  is  backward  looking  rather  than 
constructive.”  Such  benefits,  it  adds,  should  be  limited 
to  a minimum  level  and  retained  only  as  a reserve 
line  for  veterans  who  fail  to  qualify  for  basic  protec- 
tion under  Old  Age  and  Survivors  Insurance  (Social 
Security. ) 

The  commission  then  goes  one  step  further  by  rec- 
ommending an  end  to  the  present  automatic  “pre- 
sumption of  service-connection”  procedure.  Now, 
presumption  of  service  connection  is  automatic  and 
mandatory  for  certain  diseases  if  the  condition  is  di- 
agnosed within  a specific  period  of  time  following  dis- 
charge. Instead,  the  commission  would  substitute 
medical  determination  for  chronic  and  tropical  di- 
seases, psychoses,  tuberculosis  and  multiple  sclerosis, 
with  each  case  decided  on  its  own  merits. 

Other  recommendations:  (1)  increased  reliance  on 
the  OASI  system  for  certain  veterans  benefits,  (2) 
prompt  counseling  of  all  veterans  placed  on  com- 
pensation rolls  as  to  VA  and  federal-state  rehabilita- 
tion programs,  and  (3)  requirement  of  reasonable 
medical  or  surgical  treatment  before  payment  of 
compensation. 


Representatives  of  veterans  groups  called  before 
the  House  'Veterans  Affairs  Committee  to  comment 
on  the  study  complained  that  some  of  its  proposals 
would  be  “extremely  destructive”  to  certain  aspects 
of  veterans  compensation. 

NOTES: 

Two  committees  of  Congress,  after  long  studies  of 
problems  of  narcotics,  barbiturate  and  amphetamine 
addiction,  have  come  up  with  recommendations  that 
the  U.  S.  tighten  penalties  on  narcotics  peddling  and 
smuggling,  outlaw  heroin  and  set  up  a central  unit  in 
the  Federal  Bureau  of  Narcotics  to  keep  track  of 
known  addicts.  The  proposals  were  made  by  the  Sen- 
ate Judiciary  committee  and  a House  Ways  and 
Means  subcommittee. 

The  House  committee  also  suggested  a law  for  it 
more  stringent  controls  over  barbiturates  and 
amphetamines. 

The  Senate  committee  rejected  the  proposal  backed 
by  the  New  York  Academy  of  Medicine  for  “clinics” 
where  known  addicts  could  go  for  regular  doses  of 
narcotics.  i 

^ 

U.  S.  Public  Health  Service  is  advising  private 
physicians  as  well  as  health  officers  to  increase  their 
use  of  Salk  poliomyelitis  vaccine.  Although  supplies 
now  lag  behind  demand,  the  expectation  is  that  be- 
fore the  summer  is  out  the  situation  will  be  reversed. 

In  line  with  this  recommendation,  PHS  is  urging  that 
physicians  use  what  supplies  they  have  on  hand  im- 
mediately, depending  on  future  production  to  take 
care  of  second  and  third  shots. 

Because  the  President  signed  the  military  career 
incentive  bill  promptly,  physicians  in  uniform  re- 
ceived their  pay  raises  starting  May  1.  The  minimum 
boost  (after  two  years’  service)  is  $50  per  month,  the 
maximum  (after  10  years)  $150. 

Private-profit  nursing  homes,  hospitals  and  some 
other  medical  facilities  soon  will  have  an  opportunity 
to  obtain  U.  S.  loans  from  the  Small  Business  Ad- 
ministration. The  limit  is  $250,000  per  project,  the 
interest  rate  usually  six  per  cent. 

* * 

If  there  was  any  question  about  it,  the  AFL-CIO 
as  a joint  organization  favors  national  compulsory 
health  insurance,  as  each  group  did  before  the  ! 

merger.  The  AFL-CIO  stand  was  taken  officially  for 
the  unions  by  Nelson  Cruikshank  in  testimony  before 
the  House  Ways  and  Means  Committee  on  a bill 
for  increased  payments  for  the  medical  care  of  public 
relief  recipients. 
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Lasker  Award  statuette 


an  acknowledgment 


We  are  proud  that  our  television  series  on  the 
NBC  network,  "The  March  of  Medicine",  has 
been  selected  to  receive  the  first  Albert  Lasker 
Award  in  the  field  of  television  and  radio. 

But  we  feel  that  those  really  being  honored 
are  you — the  physicians  and  research  scientists 
of  America. 

Your  sense  of  responsibility  to  the  public — 
and  that  of  your  hospitals,  laboratories,  and 
staffs — has  made  it  possible  for  "The  March 
of  Medicine"  to  report  the  story  of  medical 
progress. 

The  Lasker  Awards  heretofore  have  been  be- 
stowed  on  many  of  the  nation’s  outstanding 
medical  scientists  and  journalists.  As  a member 
of  the  pharmaceutical  industry,  we  are  particu- 
larly grateful  for  the  honor  represented  by 
this  award. 

We  are  also  grateful  for  the  support  we  have 
continually  received  from  the  American  Medical 
Association,  which  has  cooperated  in  this  series 
from  the  very  beginning. 


Francis  Boyer 
President 

Smith,  Kline  & French  Laboratories 
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E-SAVING  INFANT  VboD 


\‘ 

■i  ' 


;i 


Designed  for  all  infant  feeding 
from  birth  to  the  end  of  the  first 
year.  Baker’s  Modified  Milk  is  a 
time-saver  for  busy  physicians 
and  busy  hospitals.  Simply  dilute 
Baker’s  to  prescribed  strength 
with  water. 

Baker’s  Modified  Milk  is  fur- 
nished gratis  to  all  hospitals  for 
your  use. 


FEEDING  DIRECTIONS 

(Normal  dilution  for  liquid  provides 
20  calories  per  liquid  ounce.) 


Baker’s 

Boiled 

Water 

Hospital 

1 part 

2 parts 

First  week  at  home 

1 part 

1 '/a  parts 

After  first  week  at  home 

1 part 

1 part 

Also  available  in  powder  form.  (Normal  dilution 
one  tablespoon  to  2 ounces  of  water  provides  20 
calories  per  fluid  ounce. 


*Made  from  Grode  A Milk  (U.  S.  Public  Health  Service  Milk  Code) 


THE  BAKER  LABORATORIES,  INC. 

Milk  Pnodticii  Mie  Medical  P'lajjeddiaK 

Main  Office:  Cleveland  3,  Ohio  • Plant:  East  Troy,  Wisconsin 
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Now,  for  only  $4950*  G.  E.  brings 
you  complete  200--ma  x-ray  facilities 

J ^ ^ *f,o.b.  Milwaukee,  U.S.  A. 


New  PATRICIAN  diagnostic  unit 

— the  low-cost  x-ray  unit  with  major  features 
you’ve  always  wanted.  You  get  81 -inch  angu- 
lating  table  • independent  tube  stand  with 
choice  of  floor-to-ceiling  or  platform  mount- 
ing • 200  ma-100  kvp,  full-wave  transformer 
and  control  • double-focus,  rotating -anode 
tube.  But  that’s  not  all. 

You’re  equipped  for  vertical  and  horizontal 
radiography  — Bucky  and  non-Bucky  technics 
—even  cross-table  and  stereo  views.  Focal-film 


distances  up  to  full  40  inches  at  any  table 
angle  ...  as  great  as  48  inches  cross-table. 

The  new  PA'TRICIAN  features  a counter- 
balanced fluoroscopic  unit  with  full  screening 
coverage.  Even  the  new  automatic  reciprocat- 
ing Bucky  is  counterbalanced  — self-retaining 
in  all  table  positions. 

Contact  your  General  Electric  x-ray  repre- 
sentative for  details  or  demonstration,  and  be 
sure  to  have  him  explain  the  G-E  Maxiservice® 
rental  plan. 


’^Ogress  ts  Our  Moii-  Important  Product 

GENERAL^  ELECTRIC 


Direct  Factory  Branches: 

CINCINNATI  — 3056  W.  McMicken  Ave  LOUISVILLE  — 501  West  Oak  Street 
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DOCTORS  EVERYWHERE  NOW  KNOW  WHY 


THE  VICEROY  TIP  HAS 


Brand  C 


Mceroy 


A/ir£ASm 


Professional  men  who  have  studied  the 
microscopic  analysis  of  the  Viceroy  filter 
now  know  why  the  Viceroy  taste  is 
smoother— never  rough.  Only  Viceroy  has 
20,000  tiny  filters  in  every  tip— twice  as 


many  filters  as  the  other  two  largest-selling 
filter  brands.  That  is  why  Viceroys  are 
smoother  by  far— never,  never  rough.  That 
is  why  so  many  doctors  now  smoke  and 
recommend  Viceroys. 


Yes,  smoother  taste  because  there  are 

TWICE  AS  MANY  FILTERS 


IN  EVERY  VICEROY  TIP 

as  the  other  two  largest-selling  filter  brands! 


Brand 


nd  B ^ ^ 


Viceroy 

filter  ^ip 


CIGARETTES 


Viceroy’s  exclusive  filter  is  made  from 
pure  cellulose— soft,  snow-white,  natural! 


KING-SIZE 
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in  rlieumatoid  arthritis 


Multiple 

Tablets*****  Clinical  evidence^- 2. 3 indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  prednisolone, 
antacids  should  be  routinely  co-admin- 
istered  to  minimize  gastric  distress. 

2.5  mg.  or  5 mg.  prednisone  or  prednisolone  with 
50  mg.  magnesium  trisilicate 
and  300  mg.  aluminum  hydroxide  gel. 


rhiladelphia  1.  Pa. 


References:  1.  Boland.  E.  W..  J.A.M.A.  160:613.  Division  of  Merck*  Co..  iNC. 

February  25.  1956.  2.  Margolls.  H.  M..  et  al. 

J.A.M.A.  158:454.  June  11.  1955.  3.  Bollet.  A.  J., 
et  al.  J.A.M.A.  158:459.  June  11.  1955. 


•CO-DELTRA’  and  ‘CO-HYDELTRA’  are  the  trademarks  of  Merck  & Co..  INC. 

ALL  THE  BENEFITS  OF  THE  "PKEDNl-STEROIDS”  PLUS  POSITIVE  ANTACID  ACTION  TO  MINIMIZE  GASTRIC  DISTRESS 
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magnified  potency 
with  Meti-steroid 
effectiveness  in  allergic 
and  inflammatory  dermatoses 


new 

Meti-Derm  cream  0.5% 


with  Meticortelone,  original  brand  of  prednisolone 


• approximately 
twice  the  per  milligram 
anti-inflammatory  activity 
topical  hydrocortisone 


\ 


• cosmetically  acceptable 
• water-washable 


for  effective  local  relief  of  allergic 
(atopic  and  contact)  dermatoses,  nonspecific 
anogenital  pruritus. 

formula:  Each  gram  of  water-washable 
AAeti-Derm  Cream  contains  5 mg.  (0.5%)  of 
prednisolone,  free  alcohol,  in  a cosmetically 
acceptable  base. 

packaging:  Meti-Derm  Cream,  0.5%,  10  Gm.  tube. 

Meti-Derm,*  brand  of  prednisolone  topical. 

Meticortelone,®  brand  of  prednisolone. 

*T.M. 


...and  adding  dual  control 
to  Meti-steroid  skin  therapy  — 
protection 
against  infection 

new 

Meti-Derm  ointment 

with  Neomycin 


enhanced  effectiveness 
in  allergic,  inflammatory 
dermatoses  when 
minor  infection 
is  present 
or  anticipated 


neomycin  in  addition  to 
prednisolone,  free  alcohol 

— for  protective  coverage  against 
virtually  all  pathogenic  skin 
bacteria  with  a well-tolerated, 
topical  antibiotic. 


METI- 

DERM 


cream 

0.5% 


formula:  Each  gram  of  water-washable 
Meti-Derm  Ointment  with  Neomycin 
contains  5 mg.  (0.5%)  prednisolone, 
and  5 mg.  (0.5%)  neomycin  sulfate 
equivalent  to  3.5  mg.  neomycin  base, 

packaging:  Meti-Derm  Ointment 
with  Neomycin,  10  Gm.  tube. 


MD-J-65S 


I 


' Merthiolate’ 


(THIMEROSAL,  LILLY) 

^Merthiolate'  is  highly  active  under  virtually  all  : 

conditions;  is  relatively  nonirritating  and  nontoxic 

'Merthiolate’  is  germicidal  in  dilutions  up  to  1:4,000  in 
serum  media  and  is  relatively  nonirritating  in  the  con-  ' 

centrations  suggested  for  use.  It  also  maintains  its  ac- 
tivity in  the  presence  of  soaps.  The  fact  that  'Merthio-  ' 

late’  is  used  as  a bacteriostatic  agent  in  fluids  for  paren- 

;l 

teral  administration  gives  strong  evidence  of  its  safety.  | 

ELI  LILLY  AND  COMPANY  ! 

i 

I 

H ANNIVERSARY  1 8 76  - 1 956  | 
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INTESTINAL  OBSTRUCTION  FROM  THE 
RADIOLOGICAL  POINT  OF  VIEW 

Everett  L.  Pirkey,  M.D.,  and  Dale  Undem,  M.D.* 

Louisville 


The  role  of  the  radiologist  in  the  intesti- 
nal obstruction  will  vary  considerably 
with:  1)  The  type  of  obstruction;  2)  The 
condition  of  the  patient;  3 ) The  type  of  roent- 
gen and  surgical  facilities  available;  and,  4) 
The  temperaments  of  both  the  radiologist  and 
the  surgeon.  It  is  important  for  all  persons  con- 
cerned in  the  handling  of  such  cases  that  the 
foremost  consideration  be  given  to  the  welfare 
of  the  patient.  There  are  a number  of  ways  in 
which  the  radiologist  can  be  of  considerable 
help  to  the  surgeon  in  the  handling  of  his  in- 
dividual cases.  We  will  describe  these  methods 
beginning  with  the  simplest  and  progressing  to 
the  more  complicated.  The  simplest  method 
that  will  achieve  the  desired  result  should  be 
preferred  in  all  cases. 

Plain  Films  of  the  Abdomen 

Once  the  clinical  diagnosis  of  the  intestinal 
obstruction  has  been  reached  by  the  usual 
methods  of  history  and  physical  examination, 
the  first  roentgen  method  to  be  applied  is  that 
of  obtaining  plain  films  of  the  abdomen  for 
study  of  the  pattern  and  distribution  of  the  in- 
testinal gases,  determination  of  the  presence  or 
absence  of  masses,  and  abnormal  solid  viscera. 
These  plain  films  of  the  abdomen  should  be  ob- 
tained with  the  best  radiographic  technique  and 
the  shortest  exposure  time  to  reduce  the  possi- 
bility of  motion,  either  by  the  patient  or  his 
intestine,  and  thereby  obtain  good  detail  and 
contrast.  The  intensifying  screens  and  the  dark- 
room procedures  should  be  of  the  highest  qual- 
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ity  so  that  inadvertent  artifacts  and  other  dark- 
room peculiarities  do  not  appear  on  the  films. 

Two  types  of  films  are  customarily  obtained: 

1.  The  prone  film  in  which  one  obtains 
an  excellent  demonstration  of  the  distribution 
of  the  intestinal  gas  pattern  and,  because  the 
patient  is  horizontal,  the  gas  will  float  against 
the  mucosal  surface  of  the  distended  loops, 
thereby  permitting  one  to  determine  the  level 
of  the  intestine  which  contains  the  gas.  The 
higher  the  gas  is  in  the  small  intestine  the  more 
mucosal  folds  there  are  present.  Typical  jejunal 
distention,  (Figure  1.)  can  be  easily  differenti- 
ated from  typical  colon  distention,  (Figure  5.) 
but,  as  so  often  happens,  the  typical  appear- 
ance is  not  always  present  and  considerable  ex- 
perience is  necessary  for  proper  evaluation  of 
the  gas  shadows  present  in  the  case  at  hand. 

2.  Erect  films  of  the  abdomen  have  as 
their  principal  value  the  determination  of  the 
presence  or  absence  of  free  air  in  the  peritoneal 
cavity.  The  free  air,  if  present,  will  gravitate  to 
the  highest  point  in  the  abdomen  at  the  time 
of  the  examination.  This,  in  the  true  erect  posi- 
tion, will  usually  be  subdiaphragmatic.  How- 
ever, one  occasionally  sees  cases  in  which  the 
subdiaphragmatic  space  is  filled  with  an  abscess 
or  inflammatory  tissue  and  the  air  will  collect 
beneath  the  liver  rather  than  beneath  the  dia- 
phragm. A lateral  decubitus  film,  with  the  pa- 
tient lying  on  one  side  and  the  tube  in  front 
and  the  film  behind  the  patient,  will  demon- 
strate the  free  air  along  the  superior  flank.  The 
lateral  decubitus  position  may  also  be  substi- 
tuted in  patients  who  are  too  ill  to  be  placed  in 
the  erect  position.  The  presence  of  fluid  levels 
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in  the  intestinal  tract  on  films  made  in  the 
erect  position  is  an  interesting  finding  and  is 
indicative  of  intestinal  stasis  but  it  has  been  our 
experience  that  they  are  of  little  value  in  the 
differentiation  of  the  type  of  intestinal  stasis 
present. 

If  one  has  the  choice  of  only  one  of  the 
above  types  of  plain  examination  of  the  ab- 
domen, a supine  film  is  usually  of  considerably 
more  value  in  differential  diagnosis  because  of 
the  better  delineation  of  the  mucosal  pattern  in 
the  dilated  intestine.  It  is  felt  that  if  everyone 
concerned  with  the  management  of  intestinal 
obstruction  would  take  the  time  to  review  the 
supine  films  with  particular  interest  given  to  the 
type  of  mucosal  pattern  present,  a considerable 
amount  of  additional  information  would  be  ob- 
tained concerning  the  point  of  obstruction. 

Colon  Studies 

Studies  of  the  colon  by  means  of  an  opaque 
enema  are  of  considerable  value  in  any  patient 
when  the  history,  physical  findings,  or  plain 
films  of  the  abdomen  suggest  the  possibility 
that  some  form  of  colon  disease  is  the  precipi- 
tating factor.  With  the  opaque  enema  adminis- 
tered under  fluoroscopic  control  by  an  experi- 
enced person,  there  is  little  danger  to  the 
patient.  Inasmuch  as  the  enema  is  administered 
in  a retrograde  manner,  one  need  have  little 
fear  concerning  retention  of  the  opaque  mate- 
rial above  the  point  of  obstruction.  Also,  in 
view  of  the  fact  that  it  is  administered  under 
fluoroscopic  control,  particular  attention  can 
be  paid  to  allay  the  possibility  of  perforation  of 
the  colon  in  a diseased  area.  The  head  of  pres- 
sure used  with  the  enema  in  a person  with 
suspected  colon  disease  should  be  less  than  36 
inches. 

Once  the  point  of  obstruction  is  reached  a 
small  amount  of  material  should  be  allowed  to 
pass  through  the  narrowed  lumen,  if  possible, 
in  an  attempt  to  ascertain  the  length  of  the  ob- 
structed site.  By  studying  the  mucosal  changes 
in  the  area  of  obstruction,  a definitive  diagnosis 
of  conditions  such  as  intussusception  of  the 
colon,  carcinoma,  diverticulitis,  or  volvulus  can 
often  be  made. 

In  a patient  with  partial  obstruction  of  the 
colon  in  which  some  opaque  material  will  pass 
proximal  to  the  lesion,  it  is  not  recommended 
that  the  entire  colon  be  filled.  Inspissation  of 
the  opaque  material,  particularly  the  opaque 


mixtures  of  barium  sulfate,  will  occur  proximal 
to  the  area  of  obstruction.  This  may  result  in 
the  production  of  a complete  colon  obstruction 
and  make  emergency  surgery  necessary  in  a 
patient  who  could  have  been  handled  as  an 
elective  case.  The  finding  of  a normal  colon  in 
a patient  in  whom  colon  obstruction  was  sus- 
pected is  of  considerable  value  inasmuch  as  it 
changes  the  method  of  clinical  approach  to  the 
patient. 

Intestinal  Intubation 

When  the  colon  has  been  eliminated  as  a 
source  of  obstruction  the  possibility  of  intesti- 
nal intubation  should  be  considered,  if  the  pa- 
tient has  the  type  of  intestinal  stasis  which 
lends  itself  to  this  and  the  surgeon  has  the  in- 
testinal fortitude  to  follow  through  vdth  the 
procedure  in  an  orderly  planned  program.  The 
radiologist  can  be  of  help  to  the  surgeon  in 
making  sure  that  the  tube  enters  the  small  in- 
testine. This  is  done  fluoroscopically  only  in 
the  difficult  cases.  The  intestinal  tube  is  in- 
serted into  the  stomach  and  the  patient  is  made 
to  lie  in  bed  on  his  right  side.  After  a period  of 
time,  a study  of  the  secretions  removed  by  the 
tube  will  indicate  whether  or  not  it  has  passed 
through  the  pylorus  into  the  small  intestine.  A 
quick  fluoroscopic  check  can  be  made  of  its 
position  but  it  is  not  recommended  that  any 
prolonged  fluoroscopic  examination  be  done 
because  both  the  patient  and  his  physician  may 
acquire  too  much  radiation  during  this  pro- 
cedure. 

Numerous  tricks  have  been  advocated  for 
relaxing  the  pylorus.  They  range  from  the 
pouring  of  cold  water  through  the  tube  against 
the  pylorus  to  the  injection  of  Kentucky  bour- 
bon whiskey.  It  is  felt  that  the  benefits  vary 
with  the  familiarity  of  the  particular  pylorus  to 
the  type  of  material  inserted. 

When  the  tube  has  entered  the  small  intes- 
tine, considerable  personal  attention  must  be 
given  its  function  by  the  surgeon  in  charge  of 
the  case  as  the  small  lumen  of  the  tube  plus  its 
length  lends  itself  to  stoppage  by  any  particles 
that  may  enter.  The  downward  progress  of  the 
tube  is  followed  by  observing  1)  the  general 
condition  of  the  patient,  and,  2)  serial  x-ray 
films  of  the  abdomen  made  at  24  and  48  hour 
intervals.  A properly  handled  tube  should 
progress  at  a fairly  steady  rate  until  its  tip 
reaches  the  point  of  obstruction.  This  fact  is 
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ascertained  by  films  made  at  least  24  hours 
apart  in  which  the  tip  has  not  changed  its  posi- 
tion. Once  the  tube  is  thought  to  have  reached 
the  point  of  obstruction,  we  have  been  inject- 
ing an  opaque  material  through  the  open  lu- 
men of  the  tube  into  the  intestine  under  fluoro- 
scopic control.  During  this  procedure  we  can 
obtain  films  showing  the  site  and  type  of  ob- 
struction. (Figure  4). 

Two  things  should  be  emphasized:  1 ) there 
is  no  inherent  danger  in  the  injection  of  an 
opaque  material  into  an  obstructed  small  in- 
testine because  there  is  no  dehydrating  action 
and,  therefore,  hard  lumps  of  opaque  material 
will  not  be  formed,  and  2)  it  does  little  good  to 
inject  opaque  material  through  a tube  until  one 
is  certain  that  the  point  of  obstruction  has  been 
reached. 

Several  illustrative  cases  are  presented. 


Figure  1 


Case  1.  W.B.  No.  56083.  A 53  year  old 
colored  male  was  admitted  with  a one  year  his- 
tory of  a reducible  indirect  inguinal  hernia. 
Three  days  prior  to  admission,  the  hernia  could 
not  be  reduced  and  the  patient  experienced  the 
sudden  onset  of  nausea,  vomiting  and  cramping 
abdominal  pain.  Physical  examination  revealed 
a slightly  distended  tympanitic  abdomen  in 
which  no  peristalsis  was  heard.  A warm  mass 
was  palpable  in  the  right  inguinal  region.  Im- 
mediate surgery  revealed  an  incarcerated  right 


indirect  inguinal  hernia  with  the  hernial  sac 
containing  a knuckle  of  proximal  ileum.  The 
obstruction  was  relieved  without  resection  and 
the  patient  made  an  uneventful  recovery. 

Film  (above)  shows  distended  jejunum 
traversing  the  upper  portion  of  the  abdomen. 
Note  typical  appearance  of  distended  jejunum. 


Figure  2 


Case  2 L.D.  No.  198862.  A 76  year  old 
white  female  was  admitted  with  a history  of  in- 
termittent abdominal  pain  and  vomiting  for  a 
three-day  period.  She  had  had  an  umbilical 
hernia  for  approximately  five  years.  Physical 
examination  revealed  a temperature  of  104°, 
abdominal  distention  without  peristalsis,  and 
generalized  abdominal  tenderness. 

Preliminary  abdominal  film  (above)  shows 
distention  of  both  colon  and  small  intestine 
typical  of  adynamic  ileus,  secondary  to  gener- 
alized peritonitis. 

Surgery  performed  the  next  day  revealed  a 
mesenteric  thrombosis  with  jejunal  gangrene, 
perforation  and  generalized  peritonitis.  Resec- 
tion of  the  involved  intestine  was  accomplished, 
but  the.  patient  died  on  the  eighth  postoperative 
day. 

Case  3.  V.  P.  No.  151375.  This  40  year 
old  white  male  entered  the  hospital  with 
symptomatology  indicating  an  acute  appendici- 
tis. This  diagnosis  was  confirmed  at  immediate 
surgery  and  the  first  postoperative  week  was 
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Figure  3 


Figure  4 


uneventful.  Then  intermittent  distention  and 
vomiting  ensued  and  persisted  until  the  patient 
was  reoperated  10  days  following  his  first  pro- 
cedure. A loop  of  terminal  ileum  12  inches  in 
length  was  found  to  be  distended  and  adhesions 
were  freed  at  either  end  of  this  portion  of 
bowel.  The  patient  made  a good  recovery. 

The  film  shows  the  typical  circular  gas 
shadow  of  a closed  loop  obstruction.  Note  the 
absence  of  the  mucosal  pattern  of  jejunum  and 
the  haustrations  of  the  colon,  therefore  this 
must  be  ileum. 

Case  4.  J.D.  No.  95971.  A 55  year  old 
colored  female  was  admitted  with  a one  day 
history  of  vomiting  and  abdominal  distention. 
Physical  examination  revealed  generalized 
tenderness  and  the  absence  of  peristalsis.  She 
had  had  an  abdominal  hysterectomy  20  years 
prior  to  admission. 

At  surgery  two  adhesive  bands  about  the 
terminal  ileum  were  freed  and  the  postopera- 
tive course  was  uneventful. 

A spot  film  of  the  pelvis  shows  the  tip  of  the 
Miller-Abbott  tube  in  the  distended  ileum 
proximal  to  the  obstruction.  Barium  sulfate 
has  been  injected  through  the  tube  and  out- 
lines the  narrow  site  in  the  center  of  the  illus- 
tration as  diagrammed.  Note  barium  sulfate  in 
the  normal  ileum  on  the  left  distal  to  the  ob- 
struction. 


Case  5.  H.C.  No.  73793.  A 66  year  old 
colored  male  was  admitted  with  a history  of 
cramping  abdominal  pain,  nausea,  and  vomit- 
ing for  six  hours  duration. 

Film  of  the  abdomen  (below)  shows  marked 
colon  distention  with  a portion  of  the  descend- 
ing colon  especially  prominent  along  the  left 
side  of  the  patient’s  abdomen.  Two  loops  of 
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Figure  5 


small  intestine  are  noted  to  be  moderately  dis- 
tended lying  just  to  the  right  of  the  lumbar 
spine. 


Colon  examination  via  barium  enema  re- 
vealed complete  obstruction  at  the  junction  of 
the  sigmoid  and  descending  colon. 

Surgery  revealed  an  adenocarcinoma  at  that 
site  and  resection  of  the  involved  portion  was 
done  and  a transverse  colostomy  performed. 
The  patient  made  a good  recovery  from  this 
procedure. 

Summary 

1.  The  role  of  the  radiologist  in  the  handling 
of  intestinal  obstruction  is  reviewed. 

2.  The  relative  importance  of  plain  films,  colon 
examinations,  and  intestinal  intubation  is 
discussed  and  specific  indications  for  each 
are  given. 
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PROLAPSE  OF  FALLOPIAN  TUBE  AFTER  VAGINAL  HYSTERECTOMY 

REPORT  OF  THREE  CASES 

W.  0.  Johnson,  M.D. 

Louisville 


VAGINAL  TUMORS  which  appear  after 
vaginal  hysterectomy  may  be  divided  into 
two  groups; 

I.  Those  caused  by  or  arising  from  vaginal 
mucous  membranes. 

a.  Enterocele,  overlooked  preoperatively 
or  postoperatively. 

b.  Vesicle  or  enterocele  recurrence, 

c.  Vaginal  myomas  or  fibromas, 

d.  Gartner’s  duct  cysts, 

e.  Vaginal  inclusion  cysts. 

II.  Others  not  arising  from  vaginal  mucous 
membranes. 

a.  Proliferative  granulation  tissue  (post- 
operatively). 

b.  Recurrent  malignant  lesions, 

c.  Recurrent  papilloma  or  granuloma, 

d.  Prolapse  of  Fallopian  tube,  following 
vaginal  hysterectomy,  with  or  without 
drainage. 


Despite  the  fact  that  only  12  cases  of  pro- 
lapse of  the  Fallopian  tube  are  reported  in  the 
literature,  the  complication  is  not  particularly 
uncommon. 

The  most  common  complication  found  on 
postoperative  examination  following  vaginal 
hysterectomy  is  granulation  tissue  in  the  dome 
of  the  vagina.  This  occurs  in  two  to  20  per  cent 
of  the  cases.  Healing  delayed  by  granulation 
tissue  around  the  dome  of  the  vagina  at  the 
point  of  removal  of  the  cervix  is  found  on  the 
lateral  walls  of  the  vagina  in  cases  of  circula- 
tory disturbance.  This  granulation  tissue  is  as- 
sociated with  prolonged  and  profuse  vaginal 
discharge  which  causes  great  anxiety  in  the  pa- 
tient and  disturbs  the  doctor.  It  promotes  the 
fear  of  malignancy  and  is  a cause  of  bleeding 
after  operation.  Other  complications  may  cause 
symptoms  until  found  later  by  the  examining 
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physician.  Another  complication,  prolapsed 
Fallopian  tube,  is  more  disturbing. 

Causes  of  Prolapsed  Fallopian  Tube 

1.  Cul-de-sac  damage® 

2.  Poor  tissues  and  difficult  operation'* 

3.  Infection  in  postoperative  causes- 

4.  Postoperative  ectopic  pregnancy^ 

5.  Interposition  operation* 

6.  Inadequate  closure  in  abdomen  or  vagi- 
nal cases  with  or  without  drainage. - 

7.  Hematoma 

The  symptoms  of  prolapse  of  the  Fallopian 
tube  appear  from  one  to  four  months  after  the 
operation,  and  consist  generally  of  a persistent, 
profuse  vaginal  discharge  and  pain  and  tender- 
ness in  the  dome  of  the  vagina  after  long  stand- 
ing or  on  touching  the  dome  of  the  vagina. 
After  the  diagnosis  is  made,  cure  of  this  com- 
plication may  be  effected  by  vaginal  removal 
of  the  prolapsed  tube. 

Report  of  Cases 

Case  Number  1 ; This  patient  was  white, 
60  years  old,  and  para  viii,  gravida  viii.  She 
had  had  a number  of  years  of  stress  inconti- 
nence, with  dribbling,  irritation  and  discharge. 
She  complained  of  backache  and  bleeding  from 
the  vagina  for  six  weeks.  After  examination  the 
following  diagnoses  were  made: 

1.  'Vaginal  prolapse. 

2.  Chronic  cervicitis  and  ulceration  of  the 
anterior  wall  of  the  vagina,  moderate 
cystocele  and  rectocele. 

3.  Arterial  hypertension. 

A vaginal  hysterectomy  and  anterior  and 
posterior  repairs  were  done  for  this  patient.  She 
had  an  uneventful  post-operative  course  of 
about  six  weeks.  When  she  returned  to  my 
office  she  had  a profuse  discharge  and  some 
spotting.  This  was  treated  with  silver  nitrate 
stick  and  douche  for  six  weeks,  then  healed  by 
secondary  intention. 

Case  Number  2:  This  patient  was  para  xiv, 

gravida  xv  (one  abortion).  She  had  a history 
of  five  years  of  stress  incontinence  and  also 
complained  of  difficulty  in  urination  and  defe- 
cation. She  was  found  to  have  uterine  prolapse, 
a chronic  cervicitis  and  a moderate  cystocele 
and  rectocele.  Shortly  thereafter  she  was  oper- 
ated on,  a vaginal  hysterectomy  and  anterior 
and  posterior  repairs  being  done.  The  vaginal 
packing  was  withdrawn  two  days  after  opera- 


tion. Four  days  later  she  developed  cystitis  and 
her  temperature  rose  to  103°.  She  responded 
well  to  the  use  of  Gantrisin,®  forced  fluids 
and  a sulfa  cream.  The  following  day  the  drain 
was  removed  and  two  days  after  this  she  was 
discharged.  Pathology  reported  chronic  cervici- 
tis and  hyperplastic  endometriosis. 

On  the  patient’s  first  postoperative  clinic 
visit,  three  weeks  after  discharge,  it  was  found 
that  the  cuff  was  protruding  and  tender  to 
touch  but  did  not  bleed.  This  later  developed  a 
dime  sized  area  of  granulation  tissue  which  was 
cauterized  with  silver  nitrate.  Two  months  after 
discharge  the  patient  complained  of  pains  in 
her  lower  abdomen.  In  the  vaginal  dome  there 
was  found  a two  cm.  circular  reddish  area 
which  when  pulled  out  appeared  to  be  the 
Fallopian  tube.  This  was  amputated  about  two 
weeks  afterward. 

Case  Number  3:  The  patient  was  38  years 

old,  para  vii  and  gravida  vii.  She  complained 
of  vaginal  bleeding  and  stress  incontinence.  Ex- 
amination revealed  cystocele,  rectocele  and  pro- 
lapse of  the  uterus.  Vaginal  hysterectomy  and 
repair  of  the  cystocele  and  rectocele  were  done 
and  following  an  uneventful  course  she  was  dis- 
charged. Pathology  reported  chronic  cervicitis 
and  basalis  endometrium. 

Approximately  one  month  after  operation 
she  was  found  to  have  some  vaginal  discharge. 
Otherwise  she  was  well.  Three  months  post- 
operatively,  the  first  prolapsed  tube  was  seen 
and  a month  later  the  patient  was  re-admitted 
and  the  tube  excised.  Following  this  a purulent 
vaginal  discharge  and  an  area  of  granulation 
tissue  in  the  dome  of  the  vaginal  cuff  persisted 
in  spite  of  treatment.  The  other  Fallopian  tube 
was  pulled  out  as  far  as  possible,  ligated,  and 
excised.  A small  area  of  granulation  tissue  was 
cauterized.  The  patient  was  discharged  after 
the  packing  was  removed.  Pathology  reported 
chronic  purulent  salpingitis.  Seven  months  after 
the  first  operation  the  patient  had  no  com- 
plaints and  the  vault  of  her  vagina  was  healed. 

Discussion 

I am  sure  there  are  more  unreported  cases 
and  undiagnosed  cases.  If  the  possibility  is  kept 
in  mind,  it  will  help  in  the  diagnosis  of  this 
complication. 

A procedure  I consider  ideal  is  to  put  the 
patient  under  anesthesia,  clean  the  vagina  and 
pull  the  tube  out  as  far  as  possible,  cut  it  off 
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with  cautery  or  knife  and  ligate  and  then  allow 
it  to  retract  into  the  dome  of  the  vaginal  vault. 
It  will  then  granulate  and  the  discharge  will 
stop. 

Some  prolapsed  tubes  can  be  removed  in  the 
office  by  treating  repeatedly  with  cautery,  or  by 
silver  nitrate  sticks  until  they  granulate  in  and 
cover  vaginal  mucus  membrane. 

I have  never  encountered  hemotoma  of  the 
vaginal  dome  as  a result  of  this  complication, 
but  I have  seen  it  once  in  the  dome  of  a vagina 
in  which  the  cuff  was  not  closed  in  abdominal 
hysterectomy  followed  by  infection. 


Summary 

Three  cases  of  prolapse  of  the  Fallopian 
tube  after  vaginal  hysterectomy  are  presented. 
The  treatment  of  this  complication  is  discussed. 
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THE  CURRENT  STATUS  OF  BILIARY  SURGERY* 
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A PATIENT  facing  cholecystectomy  today, 
can  be  reassured  with  the  fact  that,  prop- 
erly performed  under  favorable  condi- 
tions, this  operation  has  become  remarkably 
safe  with  a mortality  rate  approaching  that  of 
anesthesia  alone.  The  decrease  in  mortality  and 
morbidity  of  biliary  surgery  has  been  largely 
the  result  of  better  understanding  of  the  normal 
and  pathological  physiology  of  the  liver  and 
the  relationship  of  biliary  disorders  to  other 
functions  of  the  body.  The  same  patient  may  be 
justifiably  concerned  about  the  rising  incidence 
of  common  duct  injury  due  to  technical  errors 
during  cholecystectomy.  That  there  is  an  in- 
crease in  common  duct  injuries  occurring 
throughout  the  country  is  established  fact  and 
a cause  for  concern.  It  must  be  attributed  to 
one  of  several  factors;  qualified  surgeons  are 
attempting  biliary  surgery  under  handicapping 
conditions;  surgeons  are  failing  to  adhere  to 
fundamental  principals  of  biliary  surgery;  or 
surgeons  not  fully  qualified  for  this  V20rk  are 
attempting  it. 

This  paper  will  consider  this  problem  and 
several  other  aspects  of  the  current  status  of 
biliary  surgery. 

Gallstone  Formation 

Why  do  gallstones  form?  Since  approxi- 
mately 30  per  cent  of  females  and  15  per  cent 

'^Presented  at  a meeting  of  the  Muldraugh  Hill  Medi- 
cal Society,  April  14,  1955. 


of  males  past  40  have  gallstones  and  the  in- 
cidence further  increases  with  age,  the  discov- 
ery of  some  method  of  prevention  of  gallstone 
formation  is  far  more  important  than  their 
surgical  removal.  Gallstones  may  be  composed 
of  cholesterol,  bile  pigment,  bilirubin  and  cal- 
cium in  varying  combinations,  or  rarely  of  cal- 
cium carbonate.  The  common  gallstones  are 
70  to  90  per  cent  cholesterol.  Unfortunately, 
there  is  little  new  knowledge  concerning  the 
reason  for  their  formation.  Andrews,  years  ago, 
described  a balance  between  the  solubility  of 
cholesterol  in  human  bile  and  the  concentration 
of  bile  acids  present.  A rise  in  cholesterol  ex- 
cretion or  a decrease  in  bile  acid  production  by 
the  liver,  therefore,  sets  the  stage  for  stone 
formation.  The  initial  steps  in  gallstone  forma- 
tion, being  metabolic,  should  be  preventable. 
Research  on  this  has  been  difficult  due  to  the 
lack  of  satisfactory  experimental  methods  of 
consistently  producing  gallstones  in  laboratory 
animals.  There  is  an  interesting  bit  of  new  work 
along  this  line  from  the  Sloan  Kettering  Insti- 
tute.-^ It  was  found  that  hamsters,  if  fed  a 
cholesterol-free  and  nearly  fat-free  diet,  espe- 
cially if  deficient  in  vitamin  “A”  and  vitamin 
“D”,  promptly  formed  cholesterol  stones.  So 
we  now  have  an  experimental  animal  and 
method  suitable  for  studying  the  various  factors 
involved  in  gallstone  formation.  It  will  be  in- 
teresting to  follow  development  in  this  study. 
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Risks  Involved 

Which  is  the  greater  risk,  cholecystectomy 
or  the  possible  complications  of  gallstones? 
Our  present  mortality  rate  for  cholecystectomy 
is  0.3  per  cent.  This  approaches  the  mortality 
rate  of  anesthesia  alone.  Nevertheless,  all  of  us 
are  seeing  increasing  numbers  of  elderly  pa- 
tients, many  in  their  eighties  with  serious  com- 
plications of  neglected  gallstone  disease; 
namely,  acute  cholecystitis,  pericholecystic 
abscesses,  bile  peritonitis,  common  duct  ob- 
struction, cholangio  - hepatitis,  pancreatitis, 
cholecystenteric  fistulae,  etc.  The  relationship 
of  gallstones  to  carcinoma  of  the  gall  bladder 
has  never  been  definitely  established  but  nearly 
100  per  cent  of  patients  with  carcinoma  of 
the  gall  bladder  have  gallstones.  They  are 
under  considerable  suspicion  as  etiological 
agents  in  cancer  production.  Therefore  we  feel, 
under  most  conditions,  gallstones  producing 
symptoms  should  certainly  be  removed.  Even 
when  age  or  other  conditions  increase  the  surgi- 
cal risk,  careful  thought  must  be  given  to  the 
fact  that  the  risk  of  complications  from  gall- 
stones is  also  increased  under  these  same  con- 
ditions. A gangrenous  gall  bladder  or  obstruc- 
tive jaundice  in  an  elderly  patient  is  a major 
threat  to  his  life. 

Should  the  “silent”  stone  be  removed?  No 
gallstone,  of  course,  is  normal;  likewise,  no 
gallstone  is  truly  “silent.”  However,  many  peo- 
ple carry  gallstones  all  their  lives  without  seri- 
ous complications.  There  is  a definite  risk  in- 
volved by  the  presence  of  gallstones.  There  is 
also  a certain  amount  of  risk  involved  in  their 
surgical  removal.  In  general  we  feel  the 
younger  the  patient,  the  better  the  surgical 
risk,  the  greater  the  indication  for  prophy- 
lactic cholecystectomy  for  so  called  “silent” 
stones.  If  a relationship  to  carcinoma  of  the 
gall  bladder  is  finally  established,  there  may  be 
an  even  stronger  indication  for  their  removal 
in  elderly  patients. 

Is  it  ever  justifiable  to  remove  a non-calcu- 
lous  gall  bladder?  Rarely  is  a patient  benefitted 
by  the  removal  of  a non-calculous  gall  bladder. 
Ninety-eight  per  cent  of  the  gall  bladders  re- 
moved in  our  series  have  contained  stones.  If 
no  stones  are  present,  look  elsewhere  for  the 
cause  of  the  symptoms. 

Has  radical  surgery  improved  the  prognosis 
in  carcinoma  of  the  gall  bladder  and  bile  ducts? 
In  the  past,  the  diagnosis  of  carcinoma  of  the 


gall  bladder  or  bile  ducts  has  almost  invariably 
spelled  doom  for  the  patient.  In  an  attempt  to 
combat  this,  more  and  more  radical  surgical 
procedures  have  been  attempted.  Wide  .resec- 
tions involving  lobes  of  the  liver,  pancreas, 
stomach,  duodenum  and  node  bearing  areas 
have  been  performed.  To  date  the  results  do 
not  seem  to  justify  this  approach  except  in  early 
lesions  about  the  ampulla  of  Vater  or  head  of 
the  pancreas.  Prophylaxis  by  removing  calcu- 
lous gall  bladders  and  other  sources  of  biliary 
disease  seems  the  most  promising  attack  on 
this  problem  at  present. 

Acute  Cholecystitis 

What  is  the  present  attitude  concerning  the 
treatment  of  acute  cholecystitis?  We  believe 
that  patients  seen  early  with  acute  cholecystitis 
should  be  operated  on  at  that  time.  The  reason 
is  as  follows:  It  is  true  that  only  a small  per- 
centage of  patients  having  acute  cholecystitis 
will  perforate  if  treated  conservatively.  How- 
ever, 10  per  cent  of  those  patients  who  die  fol- 
lowing cholecystectomy  do  so  because  perfora- 
tion had  already  occurred.  Early  operation 
should  save  these. - 

Hospital  expense  is  lessened.  The  patient  is 
usually  well  and  ready  for  discharge  in  less  time 
than  it  takes  acute  cholecystitis  to  subside. 

Many  patients  treated  conservatively  will  not 
return  for  elective  surgery  until  more  serious 
complications  arise.  This  increases  the  risk 
which  they  must  undergo.  While  awaiting  elec- 
tive cholecystectomy,  recurrent  acute  attacks 
are  prone  to  occur. 

Finally,  mistakes  in  diagnosis  do  occur.  It  is 
not  difficult  to  confuse  acute  cholecystitis  with 
other  conditions  requiring  prompt  surgical  at- 
tention. So  we  favor  early  surgery  for  acute 
cholecystitis  with  this  very  important  provision; 
the  surgeon  must  not  persist  in  an  attempt  to 
perform  cholecystectomy  if  an  inflammatory 
reaction  obscures  structures  about  the  cystic 
common  duct  junction!  Cholecystostomy  re- 
mains the  safest  procedure  under  adverse  con- 
ditions. If  cholecystostomy  is  performed,  it 
must  not  be  considered  curative.  After  chole- 
cystostomy alone,  one  third  of  the  patients  will 
continue  with  severe  symptoms  and  five  to  six 
per  cent  will  die  because  interval  cholecystec- 
tomy was  not  performed.*  Unless  clearly  con- 
traindicated by  the  condition  of  the  patient, 
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cholecystostomy  should  always  be  followed  by 
elective  cholecystectomy. 

Human  Error  Risk 

How  great  is  the  risk  of  human  error  in 
cholecystectomy?  Lahey  is  quoted  as  saying 
that  he  would  rather  see  a surgeon  of  limited 
experience  undertake  a gastric  resection  than  a 
cholecystectomy  since  he  was  somewhat  less 
likely  to  get  into  serious  trouble.  It  is  unfortu- 
nate that  the  term  “simple  cholecystectomy” 
has  come  into  use.  The  truth  is,  that  prior  to 
operation  and  exposure,  no  surgeon  can  antici- 
pate what  will  be  found,  what  need  be  done, 
nor  how  difficult  it  will  be  to  do  it.  There  are 
few  areas  as  subject  to  variations  in  anatomy, 
anomalies  of  the  ducts  and  vessels  and  unex- 
pected pathology.  Even  in  the  absence  of  unex- 
pected difficulties,  inadequate  lighting,  im- 
proper exposure,  insufficient  help  or  unsatisfac- 
tory anesthesia  may  put  the  best  of  surgeons  at 
a great  disadvantage  and  result  in  error. 

Lack  of  familiarity  on  the  part  of  the 
surgeon  with  anomalies  in  the  region  of  the 
gall  bladder  is  courting  trouble.  The  cystic 
artery  may  arise  from  any  of  the  nearby 
vessels.  It  commonly  comes,  of  course,  from 
the  right  hepatic  artery  which  crosses  behind 
the  common  duct.  It  may  arise  from  the  left 
hepatic  artery,  the  common  hepatic  or  the 
gastro-duodenal.  There  may  be  one  or  more 
accessory  cystic  arteries  of  considerable  size. 
Perhaps  the  most  dangerous  anomaly  is  the 
right  hepatic  artery,  which,  arising  from  the 
superior  mesenteric  or  else  dipping  down  from 
its  usual  position,  comes  to  lie  very  close  to 
the  cystic  duct  and  gall  bladder.”  In  a series 
of  autopsy  examinations,  the  right  repatic  was 
found  within  one  cm.  of  the  cystic  duct  in  10 
per  cent  of  cases.  Despite  the  recent  flurry  of 
articles  on  hepatic  artery  ligation  for  portal 
hypertension  and  the  ability  of  antibiotics  to 
lessen  the  mortality  rate  of  hepatic  ischemia, 
ligation  of  any  major  part  of  the  blood  supply 
of  the  normal  liver  is  still  quite  likely  to  re- 
sult in  a mortality. 

Hemorrhage  from  a torn  cystic  or  hepatic 
artery  can  produce  a fairly  disquieting  situa- 
tion. However,  when  it  happens,  the  disaster 
has  not  yet  occurred.  It  is  the  surgeon 
frantically,  blindly  clamping  who  includes 
common  duct  or  hepatic  artery  in  his  grasp 
who  provides  the  real  problem.  The  proper 


maneuver  is  to  occlude  the  hepatic  artery  with 
a finger  in  the  foramen  of  Winslow  while  care- 
ful exposure  and  control  is  obtained. 

The  final  source  of  danger  is  error  in  judg- 
ment. As  already  mentioned,  cholecystectomy 
is  being  performed  more  and  more  frequently 
for  acute  cholecystitis.  This  is  desirable,  but 
the  surgeon  must  not  attempt  cholecystectomy 
when  the  cystic  common  duct  junction  and 
structures  in  the  gastro-hepatic  ligament  are 
obscured  by  inflammatory  reaction.  Under 
these  conditions,  cholecystostomy  is  the  pro- 
cedure of  choice. 

Common  Duct  Injury 

How  significant  is  the  problem  of  common 
duct  injury?  The  Lahey  Clinic  reports  360 
cases  of  common  duct  injury,*  the  Mayo  Clinic 
325  cases,”  and  Ann  Arbor  160  cases.  All 
large  clinics  and  many  surgeons  are  aware 
that  the  frequency  of  these  injuries  is  increas- 
ing. There  have  been  45  admissions  to  Louis- 
ville hospitals  within  the  past  five  years  with 
a diagnosis  of  common  duct  injury. 

What  does  common  duct  injury  mean  to 
the  patient?  The  following  case  will  serve  as 
an  example.  A patient  in  her  forties  had  a 
cholecystostomy  and  later  a cholecystectomy. 
Following  cholecystectomy,  jaundice  devel- 
oped. After  a period  of  time,  the  surgeon 
attempted  an  anastomosis  between  the 
duodenum  and  common  duct;  this  failed  to 
function  and  the  patient  was  referred  to  us. 
There  followed  a series  of  operations  attempt- 
ing to  relieve  the  patient’s  repeated  bouts  of 
obstructive  jaundice  and  liver  damage.  In 
summary,  she  was  admitted  to  the  hospital 
13  times;  had  10  operations;  spent  275  days 
in  the  hospital;  was  troubled  with  jaundice  for 
the  greater  part  of  five  years,  with  death  as  the 
final  outcome.  Her  expense,  excluding  pro- 
fessional fees,  was  estimated  to  be  over 
$10,000.00  These  patients  may  face  multiple 
operations,  repeated  bouts  of  common  duct 
obstruction,  progressive  liver  damage,  utold 
suffering,  expense,  long  illness  and  finally 
death.  Everyone  doing  cholecystectomies 
should  bear  this  picture  in  mind.  If  injury  to 
the  common  duct  does  occur,  the  sooner  it  is 
recognized  and  properly  repaired,  the  better 
the  chance  for  a good  result.  The  best  oppor- 
tunity for  repair  is  at  the  time  of  injury.  How- 
ever, this  is  considered  by  many,  the  most 
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difficult  of  all  abdominal  surgery.  Unless  one 
is  certain  of  one's  ability  and  unless  working 
conditions  are  ideal,  it  may  be  wiser  to  defer 
repair  until  these  conditions  can  be  met. 

Errors  of  Omission 

.'\ppreciating  this  hazard  of  common  duct 
injury,  the  conservative  surgeon  may  err  on  the 
other  side  and  do  too  little  rather  than  too 
much.  There  are  three  rather  common  in- 
stances of  this;  The  long  cystic  duct  stump,  the 
overlooked  common  duct  stone,  and  the  over- 
looked abnormality  at  the  ampulla  of  Vater. 

If  the  cystic  duct  is  not  ligated  close  to  the 
common  duct,  or  if  a portion  of  the  gall 
bladder  is  left  behind,  these  are  quite  apt  to 
produce  symptons  later.  In  such  cases  intra- 
venous cholangiography  with  Cholgrafin®  may 
visualize  the  common  duct  and  show  the 
dilated  cystic  duct  stump.  Following  its  re- 
moval, many  such  patients  have  become 
asymptomatic. 

Cholografin  was  developed  under  the  name 
Biligrafin  by  the  Swedes  and  Germans  and 
began  to  arouse  interest  in  this  country  about 
two  years  ag;o.  It  is  an  Iodine-containing 
compound;  the  technique  of  its  use  is  not  dif- 
ficult. The  hepatic  and  common  ducts  will 
visualize  in  90  per  cent  of  cases  in  the  absence 
of  a functioning  gall  bladder.  The  use  of  this 
drug  is  contraindicated  in  the  presence  of 
jaundice,  severe  renal  or  liver  disease  or  allergy. 
It  is  of  greatest  value  in  studying  the  patient 
who  continues  to  have  symptoms  following 
cholecystectomy  and  in  whom  a common  duct 
stone  is  suspected. 

The  overlooked  common  duct  stone  is  a 
major  technical  problem  in  biliary  surgery. 
Aside  from  a careful  history  and  palpation  at 
operation,  we  have  felt  that  operative 
cholangiography  was  the  one  most  helpful 
method  of  avoiding  this  error.  We  now  use  it 
routinely  with  nearly  every  cholecystectomy.** 
A catheter  is  inserted  through  the  cystic  duct; 
Diodrast®  is  injected  and  X-rays  taken.  Occa- 
sionally an  operative  cholangiogram  will  reveal 
common  duct  stones  in  cases  with  no  history  of 
jaundice,  chills  or  fever  with  an  apparently 
normal  common  duct  without  palpable  stones. 

Gallstones  and  Angina  Pectoris 

What  is  the  relation  of  gallstone  disease  to 
angina  pectoris?  Recently  reviewed  by  Rav- 
din,’*’  this  may  be  summarized  as  follows:  Evi- 


dence now  definitely  indicates  that  reflexes 
arising  in  the  extrahepatic  biliary  ducts  can 
cause  spasm  of  the  coronary  vessels.  In  some 
cases,  definite  electrocardiographic  changes  re- 
turn to  normal  following  adequate  biliary  sur- 
gery. The  uptake  of  radio-active  sodium  from 
the  cardiac  muscle  is  reduced  by  the  distention 
of  the  biliary  ducts  in  the  experimental  animal. 
Patients  with  gallstone  disease  may  have 
angina-like  symptoms  without  having  cardiac 
disease.  These  symptoms  are  relieved  by  ap- 
propriate biliary  surgery.  True  coronary  di- 
sease may  be  aggravated  by  reflexes  arising  in 
the  extrahepatic  ducts.  Because  of  these  facts, 
the  coexistence  of  cardiac  and  biliary  disease 
is  now  considered  an  indication  for  biliary  sur- 
gery rather  than  its  contraindication.  This,  of 
course,  does  not  apply  in  the  presence  of  recent 
infarct  or  acute  decompensation. 

Pancreatitis 

Can  biliary  tract  surgery  benefit  acute  or 
chronic  pancreatitis?  The  etiology  of  pancrea- 
titis is  not  finally  established.  Evidence  avail- 
able strongly  indicates  that  reflux  of  bile  into 
the  pancreatic  ducts  due  to  a stone  impacted  in 
the  ampulla  of  Vater  or  spasm  of  the  sphincter 
of  Oddi  can  be  an  etiological  factor.  We  feel 
that  if  the  diagnosis  of  acute  pancreatitis  is  es- 
tablished by  a significant  serum  amylase  evalu- 
ation, medical  management  is  the  treatment  of 
choice.  All  of  these  patients,  however,  before 
discharge,  should  be  carefully  studied  for  gall- 
stone disease.  It  stones  are  present,  cholecys- 
tectomy and  common  duct  exploration  should 
be  performed  with  particular  attention  to  the 
region  of  the  sphincter  of  Oddi.  Even  if  stones 
are  not  demonstrated  and  recurrent  attacks 
of  pancreatitis  occur,  common  duct  explora- 
tion with  operative  cholangiography  should  be 
performed.  If  spasm  or  stenosis  of  the  sphincter 
of  Oddi  is  demonstrated,  a sphincterotomy 
should  be  performed. 

Gallstones  and  Other  Conditions 

What  is  the  relationship  of  pregnancy  to 
gallstone  disease?  Cholelithiasis  is  not  at  all 
limited  to  women  fair,  fat  and  forty.  Thin 
young  ladies  in  their  twenties  frequently  are 
found  to  have  gallstone  disease.  Almost  in- 
variably the  onset  of  symptoms  closely  follows 
pregnancy.  Older  women  with  a long  history 
of  cholecystitis  frequently  relate  the  onset  of 
symptoms  to  pregnancy.  Available  data  indi- 
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cates  that  the  cholesterol  content  of  gall  gladder 
bile  is  increased  and  the  bile  salt  decreased 
during  pregnancy.”  These  are  the  conditions 
which  theoretically  favor  gallstone  formation. 
It  may  be  that  some  method  of  control  of 
cholesterol  metabolism  during  pregnancy  will 
prove  to  be  one  means  of  preventing  gallstone 
formation. 

Diabetes  and  gallstone  disease  often  coexist 
and  the  incidence  seems  to  be  increasing. 
Diabetes  is  frequently  first  discovered  when 
the  patient  enters  the  hospital  with  cholecystic 
disease.  Each  condition  is  detrimental  to  the 
management  of  the  other.  The  effect  of  infec- 
tion anywhere  upon  the  stability  of  diabetic 
control  is  well  known.  Less  well  appreciated 
is  the  fact  that  many  patients  with  biliary 
disea:e  have  longstanding  secondary  hepatitis. 
These  patients  have  seriously  reduced  reser- 
voirs of  liver  glycogen.  Being  unable  to  rapidly 
mobilize  glucose,  a dose  of  insulin,  which  in 
the  usual  diabetic  would  have  but  little  effect, 
may  precipitate  insulin  shock.  In  the  elderly 
patient  this  may  be  hazardous.  The  manage- 
ment of  these  patients  requires  the  knowledge 
of  both  diabetes  and  pathological  physiology 
of  the  liver.  With  proper  management,  biliary 
surgery  can  be  performed  in  most  diabetics 
with  little  or  no  increase  in  risk.  There  is  more 
reason  for  removing  gallstones  from  a diabetic 
than  from  a comparable  non-diabetic. 

What  is  the  effect  of  biliary  disease  on  renal 
function?  The  term  hepato-renal  syndrome  is 
often  used.  This  is  a confusing  and  not  very 
helpful  label.  The  facts  regarding  combined 
liver  and  renal  disease  may  be  summarized 
thus:  bilirubin  causes  a degeneration  of  the 
epithelial  cells  of  the  renal  tubules.  Patients 
with  obstructive  jaundice,  therefore,  often 
have  varying  degrees  of  nephrosis.  When  the 
jaundice  is  relieved,  the  changes  which  have 
been  limited  to  the  tubules  are  usually  re- 
versible. Patients  who  die  of  combined  liver 
and  renal  damage  usually  show  glomerular 
changes  indicating  pre-existing  renal  disease. 
Certain  toxic  agents  and  diets  which  produce 
cirrhosis  frequently  cause  simultaneous  liver 
and  renal  injury.  The  importance  of  the  renal 
factor  in  biliary  surgery  must  not  be  under- 
rated. Preoperative  evaluation  to  determine 
pre-existing  renal  disease,  early  relief  of  ob- 
structive jaundice  to  lessen  renal  damage,  and 
close  attention  to  renal  function  in  the  post- 
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operative  period  are  essential.  Mortality  in 
biliary  surgery  not  infrequently  is  due  to  renal 
failure. 

Liver  Function 

How  important  is  liver  function  in  biliary 
surgery?  No  other  organ  is  as  capable  of  re- 
generation as  is  the  liver.  Conversely,  few 
organs  are  as  susceptible  as  the  liver  to  a wide 
variety  of  noxious  agents.  It  is  now  well 
established  that  the  nutritional  intake  of  the 
patient  can  protect  the  liver  from  injury,  or  if 
inadequate,  can  be  such  as  to  make  it 
maximally  susceptible.  Glycogen,  per  se,  does 
not  protect  the  liver.  The  susceptibility  to 
hepatic  damage  increases  with  the  concentra- 
tion of  hepatic  fat.  A high  protein,  high  calory 
diet  including  enough  fat  to  be  palatable  seems 
to  afford  the  optimum  protection.^’  In 
patients,  over  200  grams  of  protein  a day  and 
over  3,000  calories  per  day  may  be  required. 
If  they  cannot  take  this  amount  orally,  they 
should  be  tube  fed.  Of  conditions  which  injure 
the  liver,  anoxia  in  some  form  is  probably 
most  frequently  encountered  during  operation. 
The  effect  is  the  same  whether  it  be  due  to 
poor  anesthesia,  respiratory  depression,  shock 
or  obstruction  of  the  arterial  supply  of  the 
liver.  It  may  not  be  generally  appreciated  that 
dilatation  of  the  stomach  can  cause  impaired 
circulation  of  the  liver  and  produce  a picture 
histologically  indistinguishable  from  that 
caused  by  choroform  poisoning.  This,  how- 
ever, is  the  important  point — the  more  protein 
depleted  the  subject  prior  to  exposure,  the 
greater  will  be  the  degree  of  liver  injury.  The 
better  the  diet,  more  rapid  will  be  the  repair.'^ 

Summary 

1.  As  with  several  other  conditions,  in  gall- 
stone disease  the  surgeon  is  temporarily  treat- 
ing a condition  which  should  be  prevented 
rather  than  cured. 

2.  Properly  performed  under  ideal  condi- 
tions, bilary  surgery  has  become  remarkably 
safe. 

3.  Unfortunately,  the  rising  incidence  of 
serious  complications  due  to  technical  errors 
indicates  that  considerable  biliary  surgery  is 
being  done  under  less  favorable  conditions. 
The  price  paid  by  the  patient  is  great. 

4.  Improved  methods  of  cholecystography, 
intravenous  cholangiography  and  operative 
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cholangiography  have  increased  the  accuracy 
of  diagnosis  of  biliary  disease. 

5.  Proper  management  of  patients  with 
biliary  disease  requires  knowledge  of  the  role  of 
nutrition  in  protecting  the  liver  from  injury 
and  aiding  its  repair.  Knowledge  of  the  close 
relationship  of  biliary  disease  to  coronary 
artery  spasm,  to  pancreatitis,  to  pregnancy,  to 
diabetes  and  to  renal  function  is  important. 
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PHEOCHROMOCYTOMA 

Russell  A.  Del  Toro,  M.D.* 
Louisville 


In  1886  the  German  Frankeb  described  the 
finding  of  bilateral  adrenal  tumors  in  a girl 
1 8 years  of  age  who  had  a history  of 
paroxysms  consisting  of  palpitation,  dizziness, 
headaches  and  pallor  and  died  suddenly  in 
collapse.  However,  it  was  not  untill  1922  when 
the  Frenchmen  Labbe,  Tinel  and  Doumer^ 
described  the  syndrome  of  paroxysmal  hyper- 
tension associated  with  pheochromocytoma. 
In  1927  Charles  Mayo,  M.D.,  was  the  first 
to  remove  surgically  with  success  one  of  these 
tumors.  It  was  not  until  1928  that  Pincof,^ 
diagnosed  preoperatively  this  condition.  In 
1937,  Beer,  King,  and  Prinzmetal,^  described  a 
case  with  the  demonstration  of  a pressor  sub- 
stance, adrenalin,  in  the  blood  of  a patient 
with  pheochromocytoma. 

During  the  past  10  years,  since  the  introduc- 
tion of  more  specific  tests  to  corroborate  the 
diagnosis  of  this  curable  type  of  hypertension, 
the  literature  on  this  subject  has  grown  at  an 
increasing  pace.  The  diagnosis  is  being  made 
more  and  more  often  during  the  patient’s  life, 
and  the  practicing  physician  has  grown  more 
aware  of  this  condition.  “Careful  consideration 
of  the  possible  presence  of  a pheochromocy- 
toma or  a paraganglioma  in  every  patient  with 
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hypertension,  sustained  or  intermittent,  must 
now  be  regarded  as  a diagnostic  obligation.”® 

It  is  the  purpose  of  this  paper  to  review 
the  pathologic  physiology,  clinical  aspects, 
special  diagnostic  procedures  and  treatment  of 
this  condition. 

Pathologic  Physiology 

I.  Developmental  Anatomy  of  the  Adrenal 
Medulla. 

The  adrenal  glands  are  developed  from  two 
sources;  the  cortical  portion  from  the  meso- 
derm, the  medullary  portion  being  of  ecto- 
dermal origin. 

The  neuro-ectoderm  of  the  neural  crest  gives 
rise  to  the  primitive  ganglionic  cells.  These  are 
later  on  differentiated  into  sympathoblasts 
which  give  rise  to  the  ganglion  cells  of  the 
sympathetic  nervous  system  and  into  pheo- 
chromoblasts  which  give  rise  to  the  chromaffin 
system.  The  primitive  pheochrome  element  be- 
comes separated  from  the  ganglions  and  mi- 
grates to  the  region  of  the  cortex,  subsequently 
aggregating  in  its  center.  In  this  migration, 
sympathoblasts  are  carried  along  and  give  rise 
to  the  ganglion  cells  within  the  gland. 
Similarly,  pheochrome  cells  are  diverted  from 
their  course  and  become  permanently  associ- 
ated with  some  of  the  prevertebral  and 
peripheral  sympathetic  ganglions  as  small 
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masses  of  accessory  medullary  tissue.  The 
pheochromoblasts  probably  do  not  become 
finally  differentiated  into  the  mature  pheo- 
chromocytes  until  after  birth.  At  this  time, 
these  cells,  now  mature,  undergo  a chemical 
change  which  makes  them  assume  a brown 
color  when  treated  with  chrome  salts  such  as 
potassium  bichromate.  Hence  these  cells  are 
called  chromaffin  or  pheochrome  cells. 

Tumors  arising  from  these  cells  were  de- 
scribed by  various  names,  e.g.,  sarcoma,  an- 
giosarcoma, perithelioma,  carcinoma,  etc., 
until  Alezais  and  Peyron  in  1908  described  a 
chromaffin  cell  tumor  originating  from  a 
paraganglion  in  the  sacrococcygeal  region  and 
gave  the  name  of  paraganglioma  to  all  such 
tumors  wherever  they  were  found.  Pick,  how- 
ever, in  1912,  called  attention  to  the  fact  that 
these  tumors  should  be  named  after  the  pre- 
dominating type  of  cell,  namely,  pheochromo- 
cytomata. 

II.  Secretions  of  the  Adrenal  Medulla  and 
Other  Chromaffin  Tissues. 

The  chromaffin  tissue  is  able  to  produce 
epinephrine  and/or  nor-epinephrine  Physio- 
logically, the  chromaffin  tissue  can  be  caused 
to  liberate  these  substances  only  in  response  to 
impulses  reaching  it  by  preganglionic  (cholin- 
ergic) thoracolumbar  nerves. In  nearly  every 
situation  in  which  these  substances  are 
liberated,  an  emergency  exists,  and  they  cause 
changes  tending  to  improve  the  organism’s 
chance  of  survival. 

Although  the  exact  way  by  which  these 
substances  are  formed  is  not  definitely  estab- 
lished, tyrosine  and  phenylalamine  are  most 
likely  their  precursors.  By  a series  of  dehydro- 
genation reactions  nor-epinephrine  is  formed 
from  these  amino-acids.  Epinephrine,  in  turn 
is  probably  formed  by  methylation  of  nor- 
epinephrine. Pitcavin  and  Youmans®  among 
others,  have  shown  that  both  epinephrine  and 
nor-epinephrine  are  found  in  the  normal 
adrenal  medulla;  however,  there  is  more  epi- 
nephrine than  nor-epinephrine.  By  continuous 
stimulation  of  the  splanchnic  nerves  the 
amount  of  epinephrine  is  gradually  diminished, 
while  the  amount  of  nor-epinephrine  increases. 
They  also  found  that  generally  the  amount  of 
nor-epinephrine  in  adrenal  medullary  tumors 
is  much  greater  than  in  normal  adrenal  tissue. 
They  believe  that  this  is  conclusive  proof  that 


nor-epinephrine  is  an  intermediary  product  of 
epinephrine. 

In  1937,  as  stated  previously.  Beer,  King 
and  Prinzmetal,^  described  a case  of  pheo- 
chromocytoma  in  which  they  were  able  to 
demonstrate  a hyper-epinephrinemia  preopera- 
tively,  and  later  on,  the  absence  of  excess 
epinephrine®  in  the  blood  postoperative.  In 
1949,  Goldenberg,  Faber,  Alston  and  Charg- 
offi  in  this  country,  and  Halton^  in  England, 
demonstrated  the  presence  of  nor-epineph- 
rine® in  adrenal  medullary  tissue  and  in  tu- 
mors of  the  adrenal  medulla.  It  is  now  definite- 
ly established  that  these  tumors  secrete  large 
amounts  of  these  substances  and  that  the  clini- 
cal picture  of  the  disease  is  the  direct  result  of 
this. 

The  chemical  difference  between  epineph- 
rine and  nor-epinephrine  is  very  slight.  Epi- 
nephrine has  a methyl  radical  which  nor- 
epinephrine lacks.  Nevertheless,  the  pharma- 
cologic properties  of  both  substances  are  quite 
different.  The  following  table,  reproduced  from 
an  editorial  in  the  Annals  of  Internal  Medicine 
of  December  1953,-^  summarizes  very  ade- 
quately these  differences  as  far  as  the  clinician 
is  concerned  in  respect  to  pheochromocytoma: 


( 1 ) Blood  vessels 
12)  Blood  pressure 

(3 ) Cardiac  output 

(4)  Heart  rate 

(5)  Symptons 

16)  B.M.R. 

17 ) Blood  sugar 


Epinephrine 
Vasodilator 
Systolic  elevated 

Marked  increase 
Tachycardia 

+ + + + 

+ + 

+ + 


Nor-epinephrine 
Vasoconstrictor 
Systolic  & 
diastolic  elevated 
Unaffected 
Bradycardia 
+ - 
+ - 
+ - 


III.  Pathologic  Anatomy. 

The  gross  pathologic  anatomy  of  these 
tumors  varies  and  many  times  cannot  be  differ- 
entiated grossly  from  other  tumors  occurring  in 
the  same  regions.  In  the  perirenal  area,  how- 
ever, there  is  found  in  most  cases,  at  the  time 
of  operation,  a brownish  discoloration  of  the 
renal  fat  that  should  make  the  surgeon  sus- 
picious of  pheochromocytoma,  if  it  has  not 
already  been  suspected  on  clinical  grounds. 

A.  Location.  In  1951,  Graham^  after  re- 
viewing 198  cases  from  the  literature  and  nine 
cases  of  his  own,  a total  of  208  cases,  con- 
cluded that  95.6  per  cent  of  all  pheochromo- 
cytoma were  found  in  the  abdomen  and  that 
89.4  per  cent  were  in  the  adrenal  gland;  90 
per  cent  were  single  and  10  per  cent  multiple. 
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B.  Size  of  the  Tumor.  This  also  varies 
markedly,  from  a few  milligrams  to  many 
grams.  There  is  no  direct  correlation  between 
the  size  of  the  tumor  and  the  clinical  manifesta- 
tions and  duration  of  symptoms  of  the  disease. 

C.  Malignancy.  All  pheochromocytomata 
should  be  considered  to  be  clinically  malignant, 
inasmuch  as  they  can  cause  organic  changes 
capable  of  causing  death.  However,  oncologi- 
cally  only  24  (or  11  per  cent)  of  the  207 
cases  received  by  Graham*'  were  histologi- 
cally malignant.  Although  there  is  no  definite 
relationship  between  the  histological  malig- 
nancy of  the  tumor  and  the  symptomatology 
there  are  relatively  more  symptomless  cases  in 
this  group  than  in  the  benign  group. ” Ma- 
lignant tumors  are  very  difficult  to  differentiate 
histologically  from  benign  ones,  the  best  cri- 
teria for  malignancy  being  metastasis  and  local 
extension.”  It  is  speculated  that  malignant 
tumors  are  less  apt  to  produce  symptomatology 
on  the  basis  of  being  less  differentiated  and  so 
less  able  to  produce  excessive  amounts  of 
catecholamines.” 

Histologically  they  are  formed  of  polygonal 
cells  arranged  in  cords  and  having  a striking  re- 
semblance to  liver  tissue  except  for  the  lack  of 
formation  of  lobules. Characteristically  they 
stain  brown  with  chrome  salts,  that  being  the 
basis  for  the  name  of  chromaffin  cell  tumors. 

Clinical  Aspects 

Because  of  the  many  and  different  pharma- 
cologic effects  of  epinephrine  and  nor-epineph- 
rine  the  symptoms  and  signs  of  pheochromocy- 
toma  may  vary  markedly  from  case  to  case.  It 
has  been  referred  to  by  some  authors  as  the 
“perfect  mimic”*^  and  by  others  as  the  “goiter 
of  the  abdomen. 

1.  Incidence.  Yearly,  175,000  deaths  in  this 
country  are  caused  by  hypertension  and  it  has 
been  estimated  that  800  of  these  are  the  result 
of  pheochromocytomata.*'  ” It  is  considered 
to  be  the  most  common  cause  of  surgically  cor- 
rectible  hypertension.  Smithwick,  at  laparoto- 
my with  the  purpose  of  performing  thora- 
columbar sympathectomy  in  1,700  hyperten- 
sive patients,  discovered  eight  cases  of  pheo- 
chromocytoma,  an  incidence  of  .43%.**  In 
15,984  autopsies  performed  at  the  Mayo 
Clinic,  1 5 cases  of  pheochromocytoma  were 
found.  Allen^*’  in  performing  pharmacologic 
tests  in  730  patients  with  hypertension  sus- 


pected of  pheochromocytoma  established  the 
diagnosis  in  12  cases. 

There  is  apparently  no  sex  difference  in  the 
incidence  of  this  condition.  Of  the  207  cases 
reviewed  by  Graham**  94  were  males  and  112 
females,  the  sex  of  the  other  case  was  not 
specified. 

Pheochromocytoma  may  occur  at  any  age; 
cases  have  been  reported  in  infants  and  in 
elderly  people.  The  youngest  case  on  record 
was  an  infant  five  months  old  and  the  oldest  a 
patient  72  years  of  age.**  However,  the  peak  of 
incidence  is  quoted  from  several  authors  as 
being  during  the  fifth  decade. 

II.  Symptoms  and  Signs  of  Pheochromocytoma. 

Although  there  are  reports  of  cases  of  pheo- 
chromocytoma without  hypertension^®  this  sign 
is  perhaps  the  most  constant  of  all.  Hyperten- 
sion may  be  of  a paroxysmal  type,  of  a sustain- 
ed character  mimicking  essential  hypertension, 
or  sustained  with  episodes  or  paroxysms  in 
which  the  already  elevated  blood  pressure  be- 
comes acutely  more  marked.  Although  Graham 
in  his  review  of  cases  reported®  that  only  about 
25  per  cent  of  these  had  persistent  hyperten- 
sion, and  75  per  cent  hypertension  of  the  par- 
oxysmal type,  most  other  authors  believe  that 
the  incidence  of  sustained  hypertension  is  much 
larger  and  such  cases  probably  were  previously 
misdiagnosed  as  common  cases  of  essential  hy- 
pertension. 

In  1934,  Belt  and  Powell”  in  reporting  a 
case  of  pheochromocytoma  and  reviewing  60 
other  cases  from  the  literature,  first  gave  the 
name  of  sympathetic  suprarenal  syndrome  to 
the  paroxysmal  attacks  observed  in  these  cases. 
They  stated  that  the  majority  of  the  patients 
showed  instability  of  the  sympathetic  nervous 
system  and  compared  the  symptoms  to  those 
observed  when  large  amounts  of  epinephrine 
were  injected. 

According  to  Smithwick*®  and  other  writers 
the  symptoms  and  signs  of  pheochromocytoma 
may  be  summarized  as  follows: 

1.  Excessive  Sweating.  This  is  seen  in  50  to 
90  per  cent  of  all  cases  of  pheochromocytoma 
but  is  seen  in  only  2 per  cent  of  cases  of  essen- 
tial hypertension.  It  is  more  pronounced  in 
cases  with  the  paroxysmal  type  of  hyperten- 
sion, coming  at  the  end  of  the  paroxysmal 
attack.  It  is  generalized  in  distribution.  He  ex- 
plains this  as  being  both  a direct  calorigenic 
effect  of  the  catecholamines  and  an  indirect 
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effect.  The  catecholamines  produce  vasocon- 
striction which  in  turn  causes  retention  of  heat. 
This  in  turn  stimulates  the  parasympathetic 
center,  the  cholinergic  fibers  of  this  stimulating 
the  sweat  glands  to  produce  sweat  as  a com- 
pensatory cooling  effect. 

2.  Peripheral  Vasomotor  Phenomena.  These 
consist  of  sporadic  evidence  of  vasoconstric- 
tion such  as  coldness  of  the  hands  and  feet, 
blanching  of  the  fingers,  mottling  and  bluish 
red  discoloration  of  legs  and  hands,  numbness 
and  tingling  of  the  extremities,  low  skin 
temperature  and  marked  skin  pallor,  disap- 
pearance of  peripheral  pulses,  and  constriction 
of  the  retinal  arterioles  and  are  all  due  to  cuta- 
neous arteriolar  vasoconstriction.  These  find- 
ings occur  in  about  50  per  cent  of  the  cases  of 
pheochromocytoma  and  in  only  2 per  cent  of 
the  cases  of  essential  hypertension. 

3.  Elevated  Body  Temperature.  This  is  due 
to  vasoconstriction  with  interference  with  the 
heat  elimination  and  also  to  a direct  effect  of 
epinephrine  causing  an  increased  caloric  out- 
put. These  elevations  of  body  temperature  are 
sporadic  and  not  necessarily  related  to  par- 
oxysmal symptoms.  It  is  manifested  as  an  un- 
explained fever  of  1 ° F.  above  normal  body 
temperature  or  more.  During  a paroxysmal 
attack  the  temperature  may  go  up  to  105°  or 
more.  This  hyperpyrexia  is  found  in  about  70 
per  cent  of  the  cases  of  pheochromocytoma  and 
only  in  about  10  per  cent  of  the  cases  of  essen- 
tial hypertension. 

4.  Normal  Cold  Pressor  Response.  In  1932 
Hines  and  Brown^**  described  an  abnormal  re- 
sponse to  cold  stimuli  found  more  often  in  hy- 
pertensive than  in  normal  subjects.  They  found 
that  these  patients  responded  to  the  immersion 
of  one  hand  in  ice  water  for  one  minute  by  an 
excessive  rise  in  blood  pressure  and  concluded 
that  a rise  of  20/15  or  more  was  abnormal. 
They  found  that  this  test  was  normal  in  only 
10  per  cent  of  patients  with  hypertension. 
Smithwick  reports  it  to  be  normal  in  60  to  70 
per  cent  of  cases  of  pheochromocytoma. 

5.  Fasting  Blood  Sugar  of  120  mgm.  Per 
Cent  or  More.  Smithwick  reports  that  60  to  65 
per  cent  of  pheochromocytoma  cases  show  a 
blood  sugar  of  120  mgms.  per  cent  or  more 
while  only  10  per  cent  of  all  cases  of  essential 
hypertension  show  this.  This  finding  may  be 
sporadic  or  persistent.  It  is  usually  accompa- 
nied by  glycosuria  and  a diabetic  type  of  glu- 


cose tolerance  curve.  It  is  due  to  the  effect  of 
epinephrine  of  mobilizing  preformed  carbo- 
hydrate in  the  liver  and  muscles. 

6.  BMR  of  -|-  20  Per  Cent  or  More.  An  in- 
creased basal  metabolic  rate  of  + 20  per  cent 
or  more  was  found  to  be  present  in  55  to  60 
per  cent  of  the  cases  of  pheochromocytoma  and 
in  only  five  per  cent  of  the  cases  of  essential 
hypertension.  This  was  found  to  vary  greatly  in 
the  same  individual  at  different  times  depend- 
ing on  variations  of  outpouring  of  epinephrine. 
These  patients  are  easily  differentiated  from 
those  with  hyperthyroidism  in  that  although  at 
times  they  may  show  an  abnormal  protein 
bound  iodine,  their  radio-active  iodine  uptake 
is  always  normal. 

7.  Postural  Hypotension  and  Tachycardia. 
Smithwick  -"■’'^recorded  the  blood  pressure  and 
pulse  every  minute  for  five  minutes  with  the 
patient  recumbent,  sitting  and  standing.  He 
found  postural  hypotension  in  only  three  per 
cent  and  postural  tachycardia  in  only  15  per 
cent  of  hypertensive  patients,  while  he  found 
them  in  45  to  50  per  cent  of  all  cases  of  pheo- 
chromocytoma. There  is  no  definite  physiolog- 
ical explanation  for  these  phenomena, 
although  Smithwick  postulates’"  that  it  is 
probable  that  this  is  due  to  a decrease  in  venous 
return  to  the  heart  in  the  upright  position.  This 
in  turn  is  due  to  alterations  in  the  blood  flow 
such  as  splanchnic  and  muscular  vasodilatation 
of  humoral  origin  which  take  precedence  over 
normal  vasoconstrictor  mechanisms  involving 
the  autonomic  nervous  system  that  are  called 
into  play  when  one  assumes  the  upright  posi- 
tion. 

8.  Glycosuria.  This  occurs  in  40  to  50  per 
cent  of  the  cases  of  pheochromocytoma  but 
in  only  four  per  cent  of  cases  of  hypertension. 

9.  Paroxysmal  Attacks.  These  attacks  are 
characterized  by  severe  hypertension,  head- 
ache, palpitations,  pain  in  the  abdomen,  chest 
and  extremities,  nausea  and  vomiting,  drench- 
ing sweats  and  exhaustion.  These  attacks  oc- 
curred in  75  per  cent  of  the  cases  in  the  litera- 
ture but  in  only  36  per  cent  of  Smithwick’s 
cases.  There  is  a small  percentage  of  cases  of 
essential  hypertension  that  may  show  similar 
attacks  without  having  pheochromocytoma. 
These  are  due  to  outbursts  of  diencephalic 
activity  whose  precipitating  cause  is  unknown. 

10.  The  Presence  of  an  Abdominal  Mass. 
This  may  be  detected  in  about  one  third  of  all 
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cases  of  pheochromocytoma  when  careful  and 
repeated  examinations  of  the  abdomen  are 
done.  In  a few  instances  the  tumor  itself  may 
be  palpated,  but  in  most  the  mass  consists  of 
the  downward  displaced  kidney.  Extreme  care 
must  be  exercised  in  palpating  the  tumor  in  a 
suspected  case  of  pheochromocytoma  for  a 
fatal  attack  may  be  induced  by  massage  of  the 
tumor  mass  stimulating  it  to  produce  large 
quantities  of  catecholamines.  Attacks  may  be 
also  precipitated  by  other  physical  stress  on  the 
tumor  such  as  assumption  of  a particular  posi- 
tion of  the  patient.  This  was  recorded  in  43  of 
the  207  cases  of  Graham. 

11.  Funduscopic  Changes.  Funduscopic  ex- 
amination recorded  in  120  cases®  showed  nor- 
mal findings  in  25,  arteriolar  spasm  in  12,  A-V 
nicking  in  10,  hemorrhage  and  exudates  in  47, 
and  papilledema  in  26. 

12.  Cardiac  and  Renal  Changes.  The  heart 
was  found  to  be  enlarged  in  65  of  125  cases® 
and  albuminuria  was  present  in  90  of  132 
cases.®  Green®^  in  reviewing  50  cases  in  1946 
found  definite  cardiac  enlargement  in  17  cases, 
and  autopsy  of  18  cases  revealed  myocardial 
hypertrophy  in  15.  He  also  found  altered  renal 
function  in  24  of  the  37  cases  of  persistent  hy- 
pertension in  his  group,  consisting  of  albumi- 
nuria in  20  cases,  subnormal  phenolsulphtha- 
lein  excretion  in  1 1 cases,  abnormal  urinary 
sediment  in  10  cases  and  azotemia  in  two 
cases.  Sayer,  Moser  and  Mattingly®-  reported 
the  EKG  changes  in  two  patients  and  reviewed 
the  literature  on  the  subject.  They  found  abnor- 
malities of  rhythm  ranging  from  simple  sinus 
tachycardia  to  the  more  dangerous  ventricular 
tachycardia  and  abnormalities  of  the  heart 
muscle  suggesting  strain,  ischemia  or  damage. 
Characteristic  of  this  last  group  of  changes  was 
a diffuse  distribution  of  T wave  abnormalities 
consisting  of  inversion  of  T waves  in  all  leads. 
They  explained  these  changes  on  the  basis  of 
direct  effect  of  hyperepinephrinemia  on  cardiac 
muscle  causing  arrhythmias,  increase  in  pul- 
monary artery  pressure  with  resultant  increase 
in  work  of  the  right  ventricle  and  patterns  simi- 
lar to  acute  cor  pulmonale,  and  by  changes  in 
metabolites  and  electrolytes,  especially  potas- 
sium. Most  of  these  changes  disappear  after 
operation;  however,  some  persist  and  are  ex- 
plained on  the  basis  of  permanent  diffuse  myo- 
cardial damage  that  can  be  detected  at  autopsy. 


13.  X-ray  Evidence  of  Tumor.  X-ray 
changes  are  relatively  rare  and  depend  on  the 
size  of  the  tumor.  They  are  produced  by  dis-  ! 
placement  of  the  renal  shadow  by  the  tumor 
mass.  Perhaps  the  most  helpful  and  easily  per- 
formed of  all  x-ray  studies  are  the  simple  flat 
plate  of  the  abdomen  and  the  intravenous 
pyelogram.  Perirenal  air  insufflation  and  pre- 
sacral  oxygen  injections  are  dangerous  and  at 

the  present  time,  with  the  development  of  sim-  ■ \ 
pie  chemical  and  pharmacologic  tests  and  bet- 
ter  surgical  approaches,  they  are  not  essential. 

14.  Gastrointestinal  Complaints.  Schwarz-  i 
hoff®®  in  reviewing  210  cases  stresses  the  im-  i 
portance  of  gastrointestinal  complaints  which 
may  simulate  in  some  instances  acute  abdomi- 
nal emergencies  and  in  others  peptic  ulcer.  He 
describes  the  x-ray  finding  of  displacement  of 

the  duodenum  in  some  cases  when  doing  gas- 
trointestinal x-ray  studies.  Kvale  cites  Miles  in 
reporting  two  cases  of  upper  gastrointestinal 
bleeding  of  unknown  origin®^  in  which  hyper- 
tension was  noted  and  both  pharmacologic 
studies  and  operation  revealed  pheochromo- 
cytomata. 

15.  Adrenal  Cortical  Dysfunction.  The  ex- 
cessive growth  of  the  tumor  may  cause  com- 
pression of  the  adrenal  cortex  producing  a 
picture  of  Addison’s  disease.^®  On  the  other 
hand,  Graham®  in  his  review  of  207  cases, 
mentioned  four  cases  which  showed  evidence  of 
adrenal  cortical  hyperfunction  as  manifested  by 
hirsutism,  obesity  and  scanty  menses. 

16.  Neurocutaneous  Disorders.  There  has 
been  noticed  some  relationship  between  pheo- 
chromocytoma and  some  neurocutaneous  dis- 
orders. Five  per  cent  of  all  cases  of  pheochro- 
mocytoma are  associated  with  Von  Reckling- 
hausen’s disease®  and  there  have  been  two 
cases  reported  associated  with  Hippel-Lindau 
disease  or  angiomatosis  retinae  et  cerebelli.® 
Cases  have  been  also  reported  associated  with 
tuberous  sclerosis  and  encephalotrigeminal 
angiomatosis.® 

17.  Heredity.  It  has  also  been  noted  that 

there  may  be  a familial  tendency  in  pheochro- 
mocytoma, the  best  example  of  which  has  been  ! 

the  removal  of  pheochromocytoma  in  three  sib-  ; 

lings  at  the  Mayo  Clinic.  ^ 
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Special  Diagnostic  Procedures 

I.  Pharmacologic  Tests. 

These  can  be  subdivided  into  those  which  by 
one  form  or  another  are  capable  of  inducing  a 
typical  adrenal  sympathetic  attack  with  an  ele- 
vation of  the  blood  pressure  and  those  that 
have  the  action  of  blocking  the  effect  of  exces- 
sive catecholamine  in  the  blood.  The  first  group 
is  used  in  those  cases  with  paroxysmal  hyper- 
tension during  the  normal  period  and  the  latter 
group  is  used  in  those  with  persistently  elevated 
blood  pressure  or  during  an  attack  with  ele- 
vated blood  pressure. 

A.  Diagnostic  Tests  Based  on  Precipitation 
of  Attacks. 

1.  Cold  Pressor  Test.  Although  this  is  not 
a pharmacologic  test  it  is  considered  here 
because  its  effect  is  similar  to  that  of  drugs 
capable  of  precipitating  an  attack.  By  itself 
it  is  of  no  specific  value.  Its  value  when  used 
in  conjunction  with  the  histamine  test  will  be 
discussed  next.  Cases  of  pheochromocytoma 
have  a more  marked  response  to  histamine 
than  to  the  cold  pressor  test  while  the  re- 
verse is  true  in  cases  of  essential  hyperten- 
sion. 

2.  Histamine  Test.  In  1945,  Roth  and 
Kvale-^  first  introduced  this  substance  as  a 
tentative  test  for  pheochromocytoma.  In 
1954  Massell  and  Myers-"’  reviewed  the  test. 

The  procedure  is  performed  as  follows: 
The  patient  is  kept  lying  down  in  a room  for 
15  minutes  or  until  the  blood  pressure  is 
stabilized.  An  intravenous  infusion  of  five 
per  cent  glucose  in  water  is  started  and  again 
the  blood  pressure  is  checked  repeatedly  un- 
til stabilized.  Histamine  0.025  to  0.05  mgm. 
is  rapidly  injected  through  a three  way  stop- 
cock attached  to  the  intravenous  infusion. 
The  blood  pressure  is  then  recorded  every 
30  seconds  for  five  minutes  and  then  every 
minute  for  15  minutes.  A blood  pressure  rise 
of  60/30  or  above  occurring  promptly  with- 
in one  to  four  minutes  and  returning  to  pre- 
injection levels  in  five  to  15  minutes  or  long- 
er constitutes  a positive  test.  Histamine  acts 
by  a direct  effect  on  the  adrenal  medulla  to 
produce  epinephrine  and  not  by  reflex  fall  in 
blood  pressure  as  previously  supposed.-’ 

The  test  should  be  done  only  on  patients 
with  a blood  pressure  of  150/110  or  less. 

In  reviewing  27  cases  since  1949,-®  21 
were  positive  and  five  gave  false  negative 
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results;  in  one  the  results  were  equivocal. 
Three  of  the  five  false  negative  tests  were 
done  improperly,  in  that  the  resting  blood 
pressure  was  very  high  to  start  with,  the 
intravenous  was  given  too  slowly,  or  seda- 
tion was  given  prior  to  the  test.  There  are 
only  two  false  positive  results  in  the  litera- 
ture and  the  authors  still  believe  that  the 
patients  may  have  pheochromocytoma 
which  was  not  found  at  operation.-® 

While  performing  the  test,  benzodioxane 
to  administer  intravenously,  15  to  20  mgm.- 
or  Regitine®  five  gm.,  should  be  at  hand  in 
the  event  of  a marked  pressor  response. 

3.  Mecholyl®  Test.  In  1948,  Guaneri 
and  Evans-®  described  a new  test  using 
Mecholyl®  as  a test  substance.  The  sub- 
cutaneous injection  of  10  to  25  mgm.  of 
Mecholyl®  produced  a marked  pressor  re- 
sponse. Since  1948  the  test  has  been  per- 
formed in  six  cases  of  proved  pheochromo- 
cytoma.-® Two  gave  false  negative  results, 
two  positive  and  two  equivocal.  The  au- 
thors-® make  no  definite  suggestions  or  rec- 
ommendations as  to  the  employment  of 
this  test. 

4.  Tetra-ethyl-ammonium  Chloride  Test. 
A positive  response  consists  of  an  immediate 
elevation  of  blood  pressure  which  persists 
for  about  15  minutes  following  the  intra- 
venous administration  of  100  to  400  mgm. 
of  Etamon.®  Of  10  proven  cases  of  pheo- 
chromocytoma in  which  this  test  has  been 
used  since  it  was  introduced  by  LaDue, 
Morrison  and  Pack  in  1947,  three  gave  posi- 
tive response,  six  gave  false  negative  re- 
sponse and  two  uninterpretable  results.-® 
These  authors-®  indicate  that  the  test  is  of  no 
practical  value  and  should  not  be  used. 

5.  DMPP  ( l,l-dimethyl-4-PhenyIpiper- 
azinium  Iodide)  Test.  In  1953,  Page  and 
McCubbin-’  described  the  pharmacologic 
properties  of  DMPP.  They  concluded  that 
this  substance  stimulated  sympathetic  gang- 
lia more  powerfully  than  most  other  sub- 
stances. They  thought  then  that  this  sub- 
stance could  be  used,  probably  better  than 
any  other  in  stimulating  adrenal  medullary 
tumors,  ensuring  a high  secretory  activity. 
The  hypertensive  episode  so  produced, 
could  then  be  blocked  by  one  of  the  blocking 
substances  such  as  benzodioxane  or  Regi- 
tine®. They  performed  the  test  in  a sus- 
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in  the  treatment  of 

infections  in  surgery 

The  prevention  and  control  of  cellulitis, 
abscess  formation,  and  generalized  sepsis  has 
become  commonplace  technique  in  surgery 
since  Achromycin  has  been  available.  Leading 
investigators  have  documented  such  findings 
in  the  literature. 

For  example,  Albertson  and  Trout'  have  re- 
ported successful  results  with  tetracycline 
(Achromycin)  in  diverticulitis,  gangrene  of 
the  gall  bladder,  tubo-ovarian  abscess,  and 
retropharyngeal  abscess.  Prigot  and  his  associ- 
ates'  used  tetracycline  in  successfully  treating 
patients  with  subcutaneous  abscesses,  celluli- 
tis, carbuncles,  infected  lacerations,  and  other 
conditions. 

As  a prophylactic  and  as  a therapeutic. 
Achromycin  has  shown  its  great  worth  to 
surgeons,  as  well  as  to  internists,  obstetricians, 
and  physicians  in  every  branch  of  medicine. 
This  modern  antibiotic  offers  rapid  diffusion 
and  penetration,  quick  development  of  effec- 
tive blood  levels,  prompt  control  over  a wide 
range  of  organisms,  minimal  side  efi'ects.  There 
are  21  dosage  forms  to  suit  every  need,  every 
patient,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vitamins. 
Broad-range  antibiotic  action  to  light  infec- 
tion; important  vitamins  to  help  speed  normal 
recovery.  In  dry-filled,  sealed  capsules  for 
rapid  and  complete  absorption,  elimination 
of  aftertaste. 


'Albertson,  H.A.  and  Trout,  H.  H..  Jr. : inrihintics  Annual  I9.S4-55* 
Medical  Encyclopedia,  Inc.,  New  York,  N.  Ii .,  1955,  pp.  599-602. 
^Prigot,  A.;  Whitaker,  J.  C.;  Shidlovsky,  B.  A.,  and  Marmeil,  M.: 
ibidy  pp.  603-607. 
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pected  case  of  pheochromocytoma  by  giving 
a dose  of  1.0  mgm.  intravenously  with  a 
marked  pressor  response,  which  was  then 
immediately  controlled  by  Benodaine®. 
After  the  surgical  removal  of  the  pheochro- 
mocytoma the  test  was  then  negative  giving 
only  a very  mild  pressor  response.  There  is 
no  other  report  in  the  literature  of  the  use  of 
this  substance  as  a test  agent. 

B.  Diagnostic  Tests  by  Using  Blocking 
Agents. 

1.  Benzodioxane  Test.  This  test  was  in- 
troduced by  Goldenberg,  Snyder,  and  Ara- 
now  in  1947.-*  It  acts  by  blocking  the  pres- 
sor effect  of  excess  amounts  of  epinephrine 
and  nor-epinephrine  in  the  blood.  It  should 
be  performed  then  on  patients  who  origi- 
nally have  an  elevated  blood  pressure.  The 
mechanism  of  the  block  and  also  why  pa- 
tients with  essential  hypertension  may  re- 
spond with  a marked  pressor  effect  is  not 
clearly  understood. 

The  procedure  of  the  test  is  as  follows: 
The  same  standards  for  recording  the  blood 
pressure  are  used  as  in  the  histamine  test. 
A five  per  cent  solution  of  glucose  in  water 
is  started  intravenously  and  after  the  blood 
pressure  is  stabilized  an  injection  of  benzo- 
dioxane of  0.25  mgm/kg.  of  body  weight  up 
to  a maximum  of  20  mgm.  total  dose  is 
slowly  injected  over  a period  of  two  minutes 
through  a three  way  stopcock.  The  blood 
pressure  must  be  checked  every  30  seconds 
during  the  injection  period  and  for  five 
minutes  thereafter  and  then  every  minute  for 
a total  of  15  minutes.  A drop  in  blood  pres- 
sure of  30/30  or  more  constitutes  a positive 
response. 

Sedatives  and  narcotics  should  be  with- 
held from  patients  for  at  least  24  hours  prior 
to  the  test  p>eriod.  Patients  with  uremia  also 
give  false  positive  results. 

Of  25  patients  with  proved  pheochromo- 
cytoma in  whom  the  test  has  been  used,-^ 
15  gave  unequivocally  positive  results,  four 
gave  equivocally  positive  results  and  three 
gave  false  negative  results.  In  the  four 
patients  with  equivocal  results  the  test  was 
performed  properly.  They  all  showed  a hy- 
potensive  response  of  26/38,  40/20, 
50/15,  and  40/0.  As  may  be  noted  there 
was  a drop  in  blood  pressure  either  in  the 
systolic  or  diastolic  phase  of  35  mm.  of  Hg. 
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or  more.  A response  like  this  should  make 
one  suspicious  although  it  is  not  definitely 
diagnostic  according  to  the  standards.  The 
three  false  negative  results  are  unexplained. 

False  positive  results  are  rare  and  when 
found  are  equivocal. 

Benzodioxane  is  apt  to  produce  side 
reactions  in  patients  with  essential  hyperten- 
sion which  include  flushing,  palpitations, 
headache,  dizziness,  numbness  in  the  ex-  i 
tremities  and  an  oppressive  feeling  in  the 
chest,  the  most  alarming  of  these  is  a rapid, 
progressive  rise  in  blood  pressure.  Hyder- 
gine®  should  be  used  as  an  antidote  if  this 
marked  pressor  effect  is  encountered.  Be- 
cause of  these  side  effects,  benzodioxane 
should  be  used  only  in  the  hospital  and 
should  not  be  used  as  an  office  procedure 

2.  Regitine®  Test.  This  test  is  performed 
in  the  same  manner  as  the  benzodioxane 
test;  however,  the  injection  should  be  made 
rapidly  and  the  dose  should  not  exceed  5 
mgm.  The  test  is  considered  positive  when 
a depressor  effect  of  35/25  or  more  occurs. 

It  has  fewer  side  effects  than  benzodioxane 
and  these  are  usually  mild.  It  can  be  used 
with  safety  as  an  office  procedure.  It  pro- 
duces a shght  depressor  effect  but  rarely 
over  35/25  in  patients  with  essential  hyper- 
tension. False  positive  results  are  commoner 
with  this  test,  especially  if  patients  have 
been  sedated,  or  are  uremic.  A positive  test 
should  be  rechecked  with  benzodioxane. 

3.  Dibenamine  Test.  Spear  and  Gris- 
wold introduced  this  substance  as  a diag- 
nostic test  for  pheochromocytoma  in  1948.^ 

Seven  cases  of  pheochromocytoma  have 
been  tested  with  this  substance  with  a 
marked  fall  in  blood  pressure,  averaging 
115/81.  It  has  been  found  also  to  cause  a 
marked  hypotensive  drop  in  patients  with 
hypertension  of  an  average  of  59/38.*  It 
is  considered  inferior  to  benzodioxane 
and  Regitine®  in  the  diagnosis  of  pheochro- 
mocytoma. It  is,  however,  of  much  value 
in  the  medical  treatment  of  the  adrenal 
sympathetic  syndrome  for  the  effect  is  much 
longer  lasting  than  that  of  the  two  previously 
mentioned  drugs. 

II.  Chemical  Analytical  Methods. 

1.  Increased  Urinary  Excretion  of  Nor- 
Epinephrine  and  Epinephrine. 

In  1951  Von  Enler,*®  reported  six  cases  of 
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pheochromocytoma  in  which  he  found  a 10 
to  50  fold  increase  in  the  urinary  excretion  of 
nor-epinephrine  and  epinephrine.  After  remov- 
al of  the  tumors  these  findings  returned  to  nor- 
mal. In  1952,  Land'll  reported  findings  similar 
to  Von  Enler's,  and  he  also  found  normal 
amounts  in  the  venous  blood  and  urine  of 
seven  patients  with  essential  hypertension. 

In  1954,  Goldenberg  et  al.,^^  expanded  the 
knowledge  in  this  subject  and  introduced  a 
much  simpler  screening  procedure  for  the 
detection  of  increased  amounts  of  these  sub- 
stances in  the  urine. 

The  chemical  method  described  by  Golden- 
berg et  al.,^^  is  given  in  detail  in  their  paper. 
In  general  it  consists  of  a preparation  of 
urinary  extracts  by  absorption  on  precipitated 
aluminum  hydroxide.  This  is  followed  by 
one  of  the  following  tests:  (1)  bio-assay,  (2) 
paper  chromatography,  (3)  photofluorometric 
evaluation,  or  (4)  absolute  quantitation  of 
epinephrine  and  nor-epinephrine.  They  per- 
formed the  test  in  16  cases  of  pheochromo- 
cytoma and  found  it  positive  in  all,  by  all  four 
methods  except  in  one  in  which  it  was  equiv- 
ocal by  bio-assay  method. 

By  using  a rapid  photofluorometric  screen- 
ing procedure  all  cases  studied  have  been  posi- 
tive. This  procedure,  however,  is  apt  to  give 
false  positive  results  as  demontrated  by  five 
positive  tests  in  46  cases  of  essential  hyper- 
tension; so  that  if  the  test  is  positive,  a more 
specific  procedure  should  then  be  used  to 
corroborate  the  diagnosis.  False  positive  re- 
sults are  not  described  by  the  use  of  the  other 
four  more  specific  chemical  determinations 
described  above. 

2.  Urinary  Corticoids  in  Pheochromo- 
cytoma. Del  Greco  et  al.,^^  because  of  recent 
reports  that  epinephrine  is  a physiologic  stimu- 
lant of  adrenocortical  secretion  by  reason  of 
a specific  effect  on  the  secretion  of  ACTH, 
reviewed  or  corroborated  the  following  previ- 
ous findings: 

( 1 ) “Adrenalin  in  large  doses  to  the  ex- 
perimental animal  provoked  increased 
cortical  secretion  by  pituitary  stimulation 
but  it  seemed  to  be  non-specific  in  human 
subjects.” 

(2)  “Functioning  pheochromocytoma  do 
not  exhibit  the  clinical  signs  of  hyper- 
corticoidism,”  with  very  few  exceptions. 

(3)  “Sprague  and  Mason,  (personal  com- 


munication) found  increased  output  of 
formaldehydogenic  corticoids  and  17 
ketosteroids  in  two  out  of  14  cases  of 
pheochromocytoma.” 

These  authors  report  three  cases  of  pheo- 
chromocytoma with  no  increase  in  the  urinary 
excretion  of  these  steroids.  They  conclude: 
“Prolonged  and  severe  adreno-medullary 
hyperfunction  does  not  as  such  elicit  increased 
activity  of  the  adreno-cortical-pituitary  axis.” 

Treatment  of  Pheochromocytoma 

1.  Definitive  Treatment. 

Definitive  treatment  of  pheochromocytoma 
consists  of  surgical  extirpation  of  the  tumor. 
X-ray  therapy  is  only  palliative.  Until  1951 
there  was  a mortality  rate  consequent  to 
surgery,  of  26.4^.  In  June  1954,  however, 
Kvale  et  al.,-^  reported  25  cases  studied  and 
treated  by  them,  during  the  past  eight  years, 
23  of  which  were  operated  upon  with  no 
operative  mortality.  Two  were  not  operated 
upon  because  the  tumors  wefe  malignant  and 
inoperable.  This  marked  improvement  is  at- 
tributed, not  only' to  better  surgical  technics, 
but  mainly  to  a better  understanding  of  the 
pathologic  physiology  of  this  condition  and  the 
availability  of  new  drugs  to  combat  episodse  of 
both  hypertensive  and  hypotensive  crises. 

It  is  not  our  intention  to  discuss  the  surgical 
aspects  and  the  specific  procedures  in  the 
treatment  of  this  condition.  These  patients 
should  be  operated  on  with  great  care  and 
under  the  supervision  of  a competent  surgical 
team,  each  member  with  a clear  understanding 
of  the  physiologic  changes  occurring  and  able 
to  treat  them  accordingly.  The  postoperative 
course  is  stormy  and  often  characterized  by 
marked  hypotension  which  may  last  for  several 
hours  or  several  days  and  should  be  treated 
continuously  by  the  administration  of 
Levophed®,  until  the  blood  pressure  is  main- 
tained at  normal  levels  without  the  necessity 
of  this  drug. 

2.  Medical  Treatment. 

Medical  treatment,  although  only  palliative, 
is  of  great  importance  for  it  keeps  the  patient 
alive  until  a definitive  surgical  procedure  is 
performed.  The  attacks  may  be  easily  con- 
trolled by  the  judicious  administration  of  ben- 
zodioxane,  Regitine®  or  dibenamine  intra- 
venously, thus  preventing  a cerebral  vascular 
accident  or  acute  congestive  heart  failure. 
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Regitine  is  now  available  in  oral  form  for  the 
prevention  of  the  attacks  by  maintaining  higher 
blood  levels  than  by  the  intravenous  or  intra- 
muscular routes  and  for  longer  periods  of  time. 

Complications,  such  as  cardiac  arrhythmias, 
congestive  heart  failure,  renal  failure,  cerebral 
vascular  accidents,  etc.,  should  be  treated  by 
the  currently  acceptable  means. 

Summary  and  Conclusions 

1.  Pheochromocytomata  are  tumors  of  the 
chromaffin  tissue,  the  symptom  complex  of 
this  condition  being  the  result  of  a hyperepi- 
nephremia  and  nor-epinephremia. 

2.  The  symptoms  and  signs  of  this  condi- 
tion are  reviewed  and  the  special  diagnostic 
procedures  are  summarized. 

3.  The  definitive  treatment  of  pheochromo- 
cytoma  is  surgical  extirpation  of  the  tumor  and 
this  should  be  performed  by  a competent 
medico-surgical  team  with  minute  to  minute 
care  of  the  patient.  By  a better  understanding 
of  the  pathologic  physiology  of  the  condition 
together  with  better  surgical  techniques  the 
operative  mortality  rate  of. this  condition  has 
been  greatly  reduced. 

4.  Being,  at  the  present  time,  the  most  com- 
mon cause  of  curable  hypertension,  it  is  the 
duty  of  practicing  physicians  to  suspect  pheo- 
chromocytoma  in  any  case  of  hypertension  and 
to  perform  diagnostic  procedures  tending  to 
rule  out  this  condition  where  indicated. 
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VIRUS  DISEASES  AND  VACCINES 

Wilfrid  C.  Gettelfinger.  M.D. 
Louisvi  lie 


WHAT  IS  A VIRUS?  At  present  an  exact 
definition  cannot  be  given.  Much  is 
known  about  the  nature  of  viruses,  but 
more  remains  to  be  learned.  Are  they  infin- 
itesimally small  living  organisms  or  inanimate 
substances  capable  of  producing  disease  in  a 
susceptible  host?  Virus  particles  show  no 
evidence  of  respiration  or  biochemical 
activity  when  freed  of  tissue  cells.  In  vitro  they 
do  not  manifest  the  usual  characteristics  of 
living  matter.  Certain  plant  viruses  have  been 
obtained  in  a crystalline  chemical  compound 
and  the  unusual  thing  is  that  these  compounds 
retain  their  infectious  properties.  However,  it 
is  generally  believed  that  they  are  the  smallest 
known  living  organisms. 

Viruses  do  not  multiply  except  within  liv- 
ing cells.  It  is  not  known  how  they  enter  or 
reproduce  within  the  cell.  The  size  of  virus 
particles  varies  from  about  10  to  300  millimi- 
crons. Those  over  200  millimicrons  can  be 
demonstrated  with  the  ordinary  microscope 
when  properly  stained.  Smaller  ones  require 
the  use  of  the  electron  microscope.  Some  have 
not  been  seen  at  all.  Those  which  have  been 
seen  vary  greatly  in  shape. 

Many  hundreds  of  virus  diseases  attack 
man,  animals,  birds,  insects,  plants  and  other 
living  things.  These  infectious  agents  have  a 
high  degree  of  specificity  for  various 
organisms  and  for  certain  cells  in  the  host.  For 
example,  the  mumps  virus  is  known  to  multiply 
only  in  man,  certain  species  of  monkeys  and 
in  the  duck  and  chick  embryos.  The  influ- 
enza virus,  which  resembles  the  one  for  mumps, 
attacks  not  only  man,  but  many  other  animals. 

Diseases  of  plants  caused  by  viruses  are 
so  numerous  that  books  have  been  written 
on  the  subject.  In  reply  to  a letter  to  the 
Department  of  Agriculture  at  the  University 
of  Kentucky,  inquiring  about  some  of  these, 
W.  D.  Valleau,  plant  pathologist,  gave  the 
following  interesting  information.  Tobacco  is 
subject  to  mosaic  (numerous  strains),  cucum- 
ber mosaic  (about  10  strains),  rin^  spot 
(many  strains),  etch  (at  least  three  strains), 
vein  banding,  plantago  mosaic,  and  streak. 
Forest  trees  are  killed  by  virus  diseases  such 
as  phloem  necrosis  affecting  elms.  Fruit  trees 


and  vegetables  have  many  such  diseases.  One 
can  appreciate  the  tremendous  economic  im- 
plications. 

In  another  personal  communication,  Robert 
F.  Behlow,  D.  V.  M.,  Department  of  Animal 
Pathology,  University  of  Kentucky,  listed  18 
virus  diseases  of  domestic  animals  for  which 
vaccines  are  available.  You  may  have  your 
dog  vaccinated  against  distemper,  rabies,  and 
infectious  hepatitis.  Chickens  can  be  vaccinated 
against  Newcastle  disease,  infectious  bron- 
chitis, fowl  pox,  and  laryngotracheitis.  There 
are  several  vaccines  for  horses,  cattle,  hogs, 
sheep,  and  cats. 

According  to  Rhodes  and  Van  Rooyen  in 
their  Textbook  of  Virology,  (Williams  and 
Wilkins,  second  edition,  1953),  man  may  have 
the  following  virus  diseases: 

Virus  Diseases  of  Man  Grouped  According  to 
Tissue  Affected  and  Clinicopathologic 
Features 

Diseases  of  the  Skin  or 
Mucous  Membranes 

Contagious  pustular  dermatitis  (of  sheep) 
Cowpox 

Foot  and  Mouth  Disease 
Herpangina 

Herpes  simplex  (herpes  febrilis) 

Herpes  zoster  (shingles,  zona) 

Molluscum  contagiosum 
Warts  (verrucae) 

Exanthemata 
Alastrim  (variola  minor) 

Chickenpox  (varicella) 

German  measles  (rubella) 

Kaposi's  varicelliform  dermatitis 
Measles  (morbilli) 

Smallpox  (variola  major) 

Respiratory  Diseases 
Common  Cold 
Epidemic  influenza 
Mumps 
Ornithosis 
Pandemic  influenza 
Pneumonitis 

Primary  atypical  pneumonia 
Psittacosis 
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Diseases  of  Genito-Urinary  System 
Herpes 

Inclusion  cervicitis  and  urethritis 
Lymphogranuloma  venereum  (LGV) 

Eye  Diseases 
Epidemic  keratoconjunctivitis 
Inclusion  conjunctivitis 
Newcastle  virus  conjunctivitis 
Trachoma 

Pyrexias  of  Virus  Origin 
Spread  by  Arthropods 
Bunyamwera  infection 
Bwamba  fever 
Colorado  tick  fever 
Dengue 

Mengo  infection 
Rift  Valley  fever 
Sandfly  fever 
Semliki  Eorest  infection 
West  Nile  infection 
Yellow  fever 

Liver  Diseases 
Infectious  hepatitis 
Serum  jaundice 

Generalized  Infections 
Coxsackie  disease 
Encephalomyocarditis  infection 

Neurotropic  Virus  Diseases 
Acute  anterior  poliomyelitis 
Acute  lymphocytic  choriomeningitis 
Australian  X disease 

Dcmyelinating  encephalitis  complicating  virus 
infections,  e.g.,  vaccinia,  measles,  mumps, 
varicella,  variola 
Encephalitis  lethargica 
Louping  ill 

North  American  equine  encephalomyelitis 

Pseudorabies 

Rabies 

Russian  spring  summer  encephalitis 
St.  Louis  encephalitis 
Venezuelan  equine  encephalomyelitis 
Virus  “B” 

In  reply  to  a letter  to  the  Kentucky  Depart- 
ment of  Health,  Catherine  V.  Lawrence,  Divi- 
sion of  Statistical  Services,  gave  the  informa- 
tion below  on  the  number  of  reported  cases 
and  deaths  attributable  to  viruses  for  the  year 
1954  in  Kentucky. 


Number  of  Deaths  and  Reported  Cases  from 
Diseases  Attributable  to  Viruses,  Kentucky,  1954 


Cause 

Disease 

Resident 

Deaths 

Reported 

Cases 

Diseases  Attributable  To  Viruses 

080 

Acute  poliomyelitis 

42 

823 

081 

Late  effects  of  acute 
poliomyelitis 

3 

* 

082 

Acute  infectious 
encephalitis 

10 

20 

083 

Late  effects  of  acute 
infectious  encephalitis 

1 

* 

084 

Smallpox 

— 

— 

085 

Measles 

26 

20,754 

086 

Rubella  (German 
measles) 

1 

1,427 

087 

Chickenpox 

1 

3,505 

088 

Herpes  zoster 

4 

089 

Mumps 

1 

4,725 

090 

Dengue 

— 

— 

091 

Yellow  fever 

— 

— 

092 

Infectious  hepatitis 

22 

1,004 

093 

Glandular  fever 

— 

21 

094 

Rabies 

— 

— 

095 

Trachoma 

— 

1 

096 

Other  diseases 
attributable  to  viruses 

6 

* 

480-483 

Influenza 

92 

4.844 

492 

Primary  atypical 
pneumonia 

50 

(151)** 

* Not  reported 

**  Includes  virus  pneumonia  and  pneumonia  other 
than  broncho  and  lobar 


There  is  no  satisfactory  treatment  for  most 
virus  diseases.  Smaller  viruses  have  not  yielded 
to  sulfonamides  and  antibiotics.  Broad  spec- 
trum antibiotics  are  effective  in  lymphogran- 
uloma venereum,  psittacosis,  trachoma,  inclu- 
sion conjunctivitis  and  the  rickettsial  diseases. 
The  latter  are  not  considered  true  viruses.  The 
former  are  the  so-called  large  viruses.  These 
antibiotics  are  not  effective  against  other  virus 
diseases. 

Immunity  to  a virus  disease  may  be  tran- 
sient (upper  respiratory  diseases)  or  perma- 
nent (measles).  Subclinical  infection  is  believ- 
ed to  produce  immunity  in  such  diseases  as 
poliomyelitis,  mumps,  yellow  fever,  infectious 
hepatitis,  and  others. 

Gamma  globulin  is  useful  in  modification 
or  prevention  of  measles  and  has  been  recom- 
mended in  the  control  of  infectious  hepatitis. 
It  seems  to  exhibit  activity  in  the  prevention  of 
mumps.  It  has  been  investigated  in  the  prophy- 
laxis of  poliomyelitis. 

The  Frei  skin  test  antigen  is  an  aid  in  the 
diagnosis  of  lymphogranuloma  venereum.  A 
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mumps  skin  test  antigen  available  is  positive 
in  persons  immune  to  this  disease. 

Vaccines  are  used  to  stimulate  resistance  or 
immunity.  Serum  antibodies  develop  on  re- 
covery from  virus  infections  and  after  the 
administration  of  virus  vaccines.  Several  meth- 
ods can  be  used  for  the  determination  of  anti- 
bodies. It  is  not  known  where  virus  antibodies 
are  produced  in  the  body. 

Public  Health  Service  Publication  Number 
50,  which  lists  all  licensed  biological  products, 
including  virus  vaccines,  was  sent  to  me  by 
W.  G.  Workman  M.D.,  of  the  National  Health 
Institute  in  reply  to  a request  for  information 
on  the  subject.  The  following  virus  vaccines 
are  listed:  Encephalitis  Vaccine  (Herpes  F 
strain).  Equine  Encephalomyelitis  Vaccine 
(Eastern  and  Western),  Influenza  Virus  Vac- 
cine, Mumps  Vaccine,  Poliomyelitis  Vaccine, 
Rabies  Vaccine,  Smallpox  Vaccine,  and  Yellow 
Fever  Vaccine. 

The  first  person  vaccinated  against  a virus 
disease  in  the  United  States  was  Daniel  Oliver 
Waterhouse,  son  of  Professor  Benjamin  Water- 
house  at  the  Harvard  Medical  School.  This 
was  in  July  1800  against  smallpox,  with  the 
cowpox  virus,  discovered  and  introduced  by 
Jenner.  No  doubt  more  people  have  been  vac- 
cinated against  smallpox  than  any  other  dis- 
ease. In  answer  to  the  question  of  how  effective 
is  smallpox  vaccination,  I will  ask,  have  you 
ever  seen  a case  of  smallpox? 

Smallpox  vaccine  is  grown  on  the  belly  of  a 
calf  and  harvested  about  five  days  after  inocu- 
lation of  the  animal.  It  is  then  processed  for 
use  by  the  medical  profession.  It  is  best  given 
intradermally  by  the  multiple  pressure  method. 
Immunity  develops  in  about  eight  days  after 
successful  vaccination  and  lasts  five  to  seven 
years  or  longer. 

In  1885  Pasteur  developed  rabies  vaccine. 
The  present  vaccine  is  a living  attenuated  sus- 
pension made  from  the  brains  of  rabbits  infect- 
ed with  attenuated  (fixed)  rabies  virus.  Treat- 
ment consists  of  giving  an  injection  subcutane- 
ously each  day  for  14  days.  Vaccination 
failures  may  occur  in  face  bites,  in  which  the 
incubation  period  may  be  as  short  as  17  days. 
A rare  but  serious  complication  may  be  treat- 
ment paralysis  which  is  thought  to  be  an  aller- 
gic demyelinizing  encephalitis  developing  dur- 
ing the  second  week  of  treatment. 

Yellow  fever  vaccine  was  first  supplied  by 


the  Rockefeller  Foundation.  During  World 
War  II  it  was  given  to  men  in  the  armed  forces. 
This  virus  was  passed  through  53  monkeys, 
18  batches  of  mouse  embryos,  58  chicken 
embryos  and  160  incubating  eggs  thereby  be- 
coming greatly  attenuated  in  virulence  and  safe 
for  human  inoculation.  It  is  grown  on  egg 
embryos.  The  vaccine  is  given  subcutaneously, 
and  should  be  repeated  every  three  years  in 
persons  exposed  to  the  danger  of  yellow  fever. 
In  the  U.  S.  Army  in  1942  there  were  more 
than  10, 000  cases  of  serum  jaundice.  This  re- 
sulted when  human  serum  containing  the  serum 
jaundice  virus  was  added  as  a diluent  to  a 
batch  of  the  chick  embryo  media. 

Influenza  virus  vaccine  is  a mixture  of  four 
strains  of  virus.  It  is  grown  on  egg  embryos  and 
is  inactivated  by  the  addition  of  formalin.  It  is 
given  subcutaneously  in  a one-cc  does  in  Sep- 
tember or  October  and  repeated  in  January 
or  February. 

Mumps  vaccine  is  prepared  from  virus 
grown  on  the  allantoic  fluid  of  egg  embryos. 
Immunization  before  adolescence  is  not  recom- 
mended because  the  immunity  may  wane  and 
permit  infection  at  an  older  age  when  there  is 
greater  danger  of  complications.  It  is  desirable 
not  to  have  mumps  after  adolescence  because 
of  the  complications.  In  susceptible  individuals 
in  this  group,  two  subcutaneous  injections  of 
one-cc  each  are  given,  five  to  10  days  apart. 
Booster  doses  should  be  given  with  waning  im- 
munity or  after  exposure  to  infection. 

Equine  encephalomyelitis  (North  .Ameri- 
can ) vaccine  is  derived  from  chick  embryos, 
made  inactive  with  formalin  and  given  sub- 
cutaneously. 

Encephalitis  vaccine  (Herpes  F strain)  is 
prepared  from  a 10  per  cent  rabbit  brain  sus- 
pension of  formalinized  virus  and  has  been 
suggested  as  an  aid  in  the  treatment  of  acute 
and  chronic  stages  of  this  type  of  encephalitis. 

The  production  of  poliomyelitis  vaccine  is 
complicated.  The  virus  is  grown  on  cultures  of 
monkey  kidney  tissue.  Three  strains  of  virus 
are  used.  They  are  grown  separately  and  mixed 
as  the  last  step  in  the  vaccine  preparation.  After 
harvesting  the  virus  is  inactivated  by  the  addi- 
tion of  formaldehyde  solution.  Strictest  of 
regulations  and  procedures  are  followed  to 
make  the  vaccine  safe,  yet  potent.  It  is  given  in 
one-cc  intramuscular  injections.  Two  doses 
are  given  at  an  interval  of  four  weeks.  A third 
booster  dose  is  given  six  or  more  months  later. 
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With  this  schedule  the  possibility  of  lifetime  im- 
munity has  been  suggested.  The  exact  duration 
is  yet  to  be  determined  but  likely  is  a matter  of 
years. 

Poliomyelitis  vaccine  was  first  used  in  Jeffer- 
son County,  Kentucky,  in  the  spring  of  1954 
in  second  grade  children.  These  children  were 
given  a “Polio  Pioneer"  button  and  card.  The 
relative  success  of  this  adventure  was  announc- 
ed with  great  fanfare  on  a nationwide  closed 
circuit  telecast  and  by  all  means  of  public  com- 
munication. States  were  given  the  opportunity 
to  get  the  vaccine  with  funds  supplied  by  the 
federal  government.  Kentucky  physicians,  over 
some  opposition,  accepted  this  proposal!  .After 
mass  vaccination  was  well  under  way  it  was 
called  to  a halt  because  a telltale  number  of 
vaccinated  children  in  some  sections  of  the 
country  had  contracted  poliomyelitis.  It  was 
later  announced  by  those  in  authority  that  some 
lots  of  vaccine  furnished  by  a certain  pharma- 
ceutical firm  contained  live  virus,  even  though 
this  firm  had  followed  the  standards  then  re- 
quired. After  further  delay  more  rigorous 
standards  were  required  for  the  production  of 
the  vaccine  and  it  was  again  released  as  safe. 
In  this  state  it  has  been  made  public  that  less 
than  one-third  of  the  vaccine  on  hand  has  been 


used.  This  seems  tragic  in  view  of  the  great  op- 
timism for  the  safety  and  effectiveness  of  the 
vaccine.  This  lethargy  on  the  part  of  the  public 
can  be  overcome  when  they  are  further  assured 
of  the  safety  of  the  vaccine;  they  are  better  in- 
formed as  to  its  availability;  a better  method  of 
distribution  is  used;  and  surely  when  the  next 
epidemic  of  poliomyelitis  occurs,  the  latter  be- 
ing a tragic  and  useless  reminder. 

Virus  work  is  likely  to  make  big  news  in 
medical  research  in  1956.  A few  viruses  have 
a special  liking  for  living  cancer  cells.  Research 
is  being  done  to  determine  whether  these  can 
be  used  to  destroy  cancer  cells.  Some  clues 
suggest  viruses  as  a cause  of  cancer.  Investiga- 
tion and  testing  is  going  on  for  vaccines  which 
promise  substantial  protection  against  some  of 
the  many  viruses  producing  common  respira- 
tory infections.  An  effective  vaccine  against 
the  common  cold  would  be  hailed  as  a Godsend 
by  the  average  man.  Possibly  a better  polio- 
myelitis vaccine  using  live  attenuated  viruses 
will  be  developed.  Work  is  continuing  on 
this.  New  viruses  and  new  virus  diseases  will 
no  doubt  be  discovered.  Many  more  virus  vac- 
cines and  improvement  in  present  ones  seems 
sure  to  be  big  news  in  1956  and  the  future. 


TREATMENT  OF  CHRONIC  VENOUS  INSUFFICIENCY* 

Bert  Seligman,  M.  D. 

Toledo,  Ohio 


Chronic  venous  insufficiency  occurs  due  to 
incompetence  of  the  valves  of  either  the 
deep,  superficial,  or  perforating  veins,  of 
all  three  systems,  or  any  combination  of  the 
three.  It  may  occur  as  a sequel  to  iliofemoral 
thrombophlebitis  or  as  a consequence  of  long 
standing  varicose  veins.  Without  a history  of 
previous  deep  venous  thrombosis  the  condition 
has  been  called  venous  stasis,  and  when  a his- 
tory indicates  it’s  thrombosis  then  the  term  em- 
ployed to  describe  the  process  is  post  phlebitic 
syndrome.  The  stasis  or  stagnation  of  venous 
blood  with  retrograde  flow  results  in  edema, 
pain,  primary  or  secondary  varicosities,  cellu- 
litis, fibrosis,  lymphangitis,  induration,  pigmen- 
tation, eczema,  dermatitis  and  ulceration. 


‘Read  before  a meeting  of  the  Kentucky  Chapter  of  the  Ameri* 
ican  Academy  of  General  Practice. 


Causes 

Thrombophlebitis  indicates  the  presence  of 
an  inflammatory  process,  which  usually  first 
manifests  itself  in  the  endothelium  of  the  vein, 
occurring  as  an  infectious  process  by  extension 
from  the  perivenous  lymphatics^  with  bacterial 
invasion  or  sensitization  to  toxins,  or  as  a ster- 
ile reaction  contingent  upon  chemical  or  trau- 
matic stimuli.  The  risk  to  life  because  of  em- 
bolization to  the  lung  is  not  nearly  so  great 
here,  though  occasionally  a proximal  coagula- 
tion type  thrombus  may  occur  which  could 
result  in  a small  embolus  of  non-lethal  type 
being  produced.  Suppurative  thrombophlebitis 
with  general  body  spread  of  septic  emboli  can 
occur  and  here  death  would  not  be  due  so 
much  to  the  emboli,  which  are  usually  very 
small,  but  rather  to  the  infectious  process 
which  could  conceivably  be  seeded  throughout 
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the  body  with  resultant  profound  toxemia.  The 
liability  here  is  not  so  much  to  life  as  to  limb 
since  varying  degrees  of  damage  to  the  veins 
and  lymphatics  produce  the  varying  shades  of 
the  post  phlebitic  syndrome. 

Phlebothrombosis  occurs  as  a bland  type  of 
venous  thrombosis,  in  which  there  is  no  pri- 
mary inflammatory  element,  but  later  second- 
ary infectious  component  may  appear.  Paterson 
and  McLachlin-  have  demonstrated  that  ven- 
ous stasis  is  the  major  factor,  with  vein  wall 
alteration  and  abnormalities  in  blood  coagula- 
tion not  so  important  in  the  etiology  of  phlebo- 
thrombosis. Here  death  may  occur  as  the  result 
of  the  massive  clot  breaking  loose  from  its 
tenuous  attachment  to  a leg  vein  and  being 
transported  to  the  pulmonary  arteries  via  the 
right  heart.  As  to  the  ultimate  fate  of  the  limb, 
less  definitiveness  and  more  conjecture  is  in 
order.  Anticoagulant  therapy,  proximal  vein 
interruptions,  and  the  occasional  conversion  of 
phlebothrombosis  into  thrombophlebitis,  after 
active  therapy  has  been  initiated,  all  tend  to 
introduce  imponderables  that  alter  the  ultimate 
physiologic  restoration. 

Varicose  veins  occur  for  many  and  varied 
reasons.  There  is  an  hereditary  tendency,  an 
association  with  pregnancy,  occupational  fac- 
tors, arteriovenous  fistulae,  obesity  and  even 
an  endocrine  relationship  postulated  for  the  ap- 
pearance of  primary  varicose  veins.  Secondary 
varicosities  manifesting  themselves  after  an 
iliofemoral  thrombophlebitis  represent  a physi- 
ologic adjustment  on  the  part  of  the  great  and 
small  saphenous  systems  to  facilitate  the  ven- 
ous return.  Normally  the  deep  venous  circula- 
tion returns  80  to  90  per  cent  of  the  blood  from 
an  extremity  to  the  pelvis.  With  the  deep  sys- 
tem blocked  out,  the  superficial  veins  must  of 
necessity  dilate  to  accommodate  the  diverted 
venous  stream.  Whether  varicose  veins  predis- 
pose to  superficial  thrombophlebitis,  or  the 
latter  produce  varicosities  by  causing  dilatation, 
tortuosity,  thinning  of  the  vein  wall  and  valvu- 
lar incompetency  and  ineflficiency,  is  still  a moot 
question.  Suffice  to  say  that  dilation  of  the 
veins  does  produce  relative  insufficiency  of  the 
valves,  and  eventually  the  valves  in  the  com- 
municating veins  suffer  as  well.  Thus,  whether 
an  iliofemoral  thrombophlebitis  leads  to  im- 
paired function  of  the  valves  of  the  comunica- 
ting  veins,  or  a long  standing  varicose  vein  con- 
dition is  the  cause  and  effect  mechanism,  the 
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resulting  chronic  venous  insufficiency  presents 
itself.  To  add  further  woe  to  the  problem  the 
injudicious  injections  of  sclerosing  solutions, 
inadequate  ligation,  ligation  with  retrograde 
injections,  and  anatomical  errors  at  surgery  all 
contribute  to  the  pathology  of  chronic  venous 
insufficiency. 

The  treatment  of  chronic  venous  insuffi- 
ciency, whether  due  to  phlebitis  or  varicose 
veins  has  fallen  into  two  main  categories.  In 
addition  to  the  use  of  a four  inch  Ace  bandage 
reinforced  with  rubber  from  the  toes  to  the 
knee  crease  or  the  thigh  as  indicated,  to  control 
the  orthostatic  edema,  the  patient  sleeps  in  a 
bed  elevated  at  the  foot  on  books,  bricks  or 
blocks  three  inches.  If  dermatitis  is  present 
olive  oil  and  zinc  ointment  is  applied  and 
ulcers  are  controlled  with  streptomycin  com- 
presses. Once  the  mixed  infection  present  in 
the  ulcer  is  reduced  to  a minimum,  boric  acid 
or  neomycin  ointment  is  applied  in  a very  thin 
layer.  The  length  of  time  necessary  to  prepare 
a patient  for  surgery  is  of  necessity  dependent 
upon  the  subsidence  of  the  edema,  the  dermati- 
tis, and  partial  or  complete  healing  of  the  ulcer. 
A complete  ligation  and  stripping  of  the  great 
and  small  saphenous  systems,  as  indicated,  is 
then  carried  out,  with  interruption  of  the  perfo- 
rating veins  previously  mapped  out.  The  ther- 
apy outlined  is  common  to  the  two  categories 
herein  reported,  with  deep  vein  interruption 
being  done  as  an  added  procedure  in  the  first 
group,  and  a “Cockett”  incision  the  added 
feature  in  the  second.  By  way  of  explanation  a 
“Cockett”  incision  is  made  posterior  to  the 
medial  malleolus  in  a line  which  corresponds 
to  the  course  of  the  posterior  tibial  vein,  ex- 
tends from  the  skin  to  the  deep  fascia,  and 
from  just  below  the  medial  malleolus  to  the 
junction  of  the  lower  and  middle  third  of  the 
leg.'*  Through  this  incision  the  perforating 
veins,  through  which  the  subcutaneous  veins 
of  this  area  drain  into  the  deep  veins  of  the 
leg,  can  be  visualized,  ligated  and  divided,  and 
reflux  prevented. 

Case  Reports 

There  were  32  patients,  17  females,  15 
males,  treated  in  group  one  with  a ligation  and 
stripping  of  the  great  and  small  saphenous 
systems,  and  a ligation  and  division  of  the 
superficial  femoral  vein  just  distal  to  the  pro- 
funda femoris  vein.  The  oldest  patient  was  72 
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years  old,  the  youngest  was  34,  with  five  in  the 
30-39  age  group,  six  in  the  40-49,  13  in  the 
50-59,  six  in  the  60-69  and  two  in  the  70-79 
group.  Twenty  patients  had  a previous  history 
of  phlebitis,  12  had  varicose  veins,  with  all  32 
having  pedal  and  leg  edema,  and  calf  pain. 
Symptoms  were  present  on  an  average  of  12.5 
years,  with  one  year  being  the  shortest  time 
interval,  and  35  years  being  the  longest. 
Twenty-four  patients  had  leg  ulcers,  with  bi- 
lateral involvement  in  two,  and  eight  patients 
did  not  have  an  ulcer.  Following  surgery  a 36 
month  follow  up  revealed  24  patients  classified 
as  good,  with  complete  healing  of  the  ulcer  (if 
one  had  been  present),  no  recurrence  of  vari- 
cosities, subsidence  of  pain,  cellulitis,  eczema, 
dermatitis  and  lymphangitis,  lessening  of  the 
fibrosis  and  induration,  and  diminution  in  the 
extent  of  the  edema.  Of  the  eight  patients  with 
a bad  result  five  had  had  ulceration  prior  to 
surgery,  and  despite  intermittent  healing  when 
seen  36  months  post  operatively  the  ulcer  was 
present  again.  Three  patients  did  not  have  an 
ulcer  prior  to  surgery,  did  not  have  an  ulcer  in 
follow  up,  but  the  leg  was  essentially  un- 
changed. All  three  sustained  a deep  venous 
thrombosis  within  seven  days  of  the  surgery  as 
manifested  by  fever,  pain  and  massive  swelling. 
This  acute  process  was  treated  with  anticoagu- 
lants, anti-biotics,  leg  elevation,  leg  compres- 
sion with  a four  inch  Ace  bandage  and  active 
ambulation  commensurate  with  the  patient’s 
general  condition. 

There  were  41  patients  in  the  second  group, 
29  females,  12  males,  with  the  great  and  small 
saphenous  systems  being  subjected  to  ligation 
and  stripping  and  a Cockett  incision.  The 
oldest  patient  was  65,  the  youngest  25,  with 
four  in  the  20-29  group,  13  in  the  30-39,12  in 
the  40-49,  eight  in  the  50-59  and  four  in  the 
60-69  group.  The  shortest  time  interval  of 
symptoms  was  one  year,  the  greatest  45  years, 
with  an  average  of  12.9  years.  There  were  13 
patients  with  a previous  phlebitis,  28  with  vari- 
cose veins,  with  21  having  leg  ulcers,  with 
bilateral  involvement  in  two,  and  20  without 
leg  ulcers.  Follow  up  studies  on  this  group 
range  from  four  to  25  months  with  all  patients’ 
response  to  surgery  classified  as  good.  All 
ulcers  have  healed,  pain  is  gone,  dermatitis, 
eczema,  cellulitis  and  lymphangitis  have  sub- 
sided, the  previous  fibrosis  and  induration  is 


lessened,  varicosities  have  not  recurred  and  the 
edema  has  decreased. 

All  results  in  this  study  are  reported  as  either 
good  or  bad.  The  terms  are  self  explanatory, 
and  euphemisms  are  not  necessary.  All  patients 
in  the  Cockett  treated  group,  when  seen  in  fol- 
low up,  were  good.  This  does  not  imply  that 
the  leg  has  been  restored  to  the  state  it  was  in 
before  chronic  venous  insufficiency  occurred. 
Restoration  of  normal  physiology  is  impossi- 
ble, but  sufficient  amelioration  of  the  patho- 
logic physiology  is  achieved  that  patients’ 
activities  in  their  day  to  day  existence  approach 
a normal  pattern.  Ulcers  have  healed,  without 
recurrence,  all  the  signs  and  symptoms  that 
stigmatize  this  condition  abate  with  one  excep- 
tion— edema.  Edema,  as  a consequence  of 
therapy,  can  be  diminished  in  amount,  but  can 
never  be  completely  nor  permanently  gotten 
rid  of.  The  most  outstanding  difference,  and 
there  are  several,  between  the  Cockett  treated 
patients,  and  those  subjected  to  superficial 
femoral  vein  division,  is  that  the  latter  group 
have  a more  intractable  type  of  edema.  In 
addition  to  this  defect  deep  venous  thrombosis 
has  occurred  in  three  patients  following  divi- 
sion of  the  superficial  femoral  vein,  thereby 
worsening  the  previously  present  edema.  In 
dissecting  the  superficial  femoral  vein  prepara- 
tory to  division  collaterals  are  sacrificed  and 
lymphatics  disturbed,  so  that  venous  return  not 
only  is  unimproved  following  this  type  of 
surgery,  but  in  some  instances  is  further  im- 
peded. The  eight  bad  results  attest  to  this. 
Activity  which  requires  immobilization  as 
washing  or  ironing  clothes,  standing  for  long 
periods  of  time  as  a bank  teller,  elevator  opera- 
tor or  a dentist  or  any  circumstance  wherein 
leg  motion  is  markedly  restricted  will  of  ne- 
cessity have  to  have  compression  to  fit  the 
occasion.  The  type  of  compression  usually  used 
is  a four  inch  Ace  bandage  reinforced  with 
rubber,  with  the  superficial  femoral  group  em- 
ploying it  more  persistently  than  the  Cockett 
group.  The  skin  in  both  groups  following 
surgery  while  not  what  it  was  before  chronic 
venous  insufficiency  occurred  does  exhibit 
changes  in  texture,  color,  mobility  and  overall 
appearance  indicative  of  a healthier  situation 
less  susceptible  to  trauma  with  the  Cockett 
group  definitely  more  improved. 

Massed  and  Kraus^  demonstrated  by  phle- 
bography that  recanalization  occurs  in  veins 
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previously  obstructed  by  a thrombophlebitic 
process  thereby  indicating  that  the  thrombotic 
obstruction  was  not  permanent.  As  a conse- 
quence varicose  veins  occurring  secondary  to  a 
deep  venous  thrombosis  could  be  extirpated 
without  sacrificing  important  collateral 
channels. 

Shumacker,  Moore  and  Campbell’’  con- 
cluded from  their  venographic  studies  that 
regurgitation  occurs  in  normal  and  abnormal 
femoral  veins  during  quiet  dependency,  and 
following  exercise  radiopaque  material  cleared 
from  these  same  veins.  Thus  the  central  move- 
ment of  blood  to  the  heart  was  facilitated  by 
veins  whose  valvular  efficiency  left  something 
to  be  desired.  Ligation  and  division  of  these 
deep  veins  is  not  only  not  indicated,  but  Boyd, 
Catchpole,  Jepson  and  Rose*’  reviewed  42 
patients  clinically,  with  venous  pressure  studies 
and  by  phlebogram  and  decided  it  was  ineffec- 
tive and  based  on  faulty  reasoning.  Venous 
pressure  determinations  by  Ochsner  and  his 
group'  indicate  a similar  conclusion  that  it  is 
injudicious  to  ligate  either  the  superficial 
femoral  or  popliteal  vein  in  the  postphlebitic 
syndrome  patient. 

Despite  the  controversial  thinking  still  ramp- 
ant as  to  what  constitutes  the  ideal  treatment 
for  chronic  venous  insufficiency,  whether  en- 
gendered by  venous  stasis  secondary  to  long 
standing  varicose  veins  or  secondary  to  an 
iliofemoral  thrombophlebitis  which  has  faded 
into  the  postphlebitic  syndrome,  major  venous 
ligation  is  no  longer  considered  the  sine  qua 
non  in  the  overall  treatment  program®.  Some 
patients  have  improved  as  a result  of  having 
the  superficial  femoral  or  popliteal  veins  li- 
gated and  divided,  together  with  an  adequate 
ligation  and  stripping  of  the  great  and  small 
saphenous  systems.  On  the  other  hand,  in 


those  patients  where  the  major  venous  ligation 
was  omitted,  and  where  the  great  and  small 
saphenous  veins  were  ligated  and  stripped  to- 
gether with  a Cockett  incision,  the  improve- 
ment was  greater,  more  sustained  and  was  the 
rule  rather  than  the  exception. 

Conclusions 

1 . Chronic  venous  insufficiency  may  occur 
secondary  to  iliofemoral  thrombophlebitis  or 
long  standing  varicose  veins. 

2.  Superficial  femoral  vein  interruption  com- 
bined with  great  and  small  saphenous  vein  li- 
gation and  stripping  yielded  24  good  and  eight 
bad  results. 

3.  Ligation  and  stripping  of  the  great  and 
small  saphenous  systems  plus  a Cockett  in- 
cision gave  41  good  and  no  bad  results. 

4.  While  improvement  was  evident  in  both 
groups,  it  was  greater,  more  sustained  and  the 
rule  rather  than  the  exception  in  the  Cockett 
group. 

5.  Ligation  of  a major  vein  hinders  the 
central  movement  of  blood,  regardless  of  valvu- 
lar insufficiency,  and  therefore  should  not  be 
done. 
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CASE  DISCUSSIONS 


A CASE  OF  CONVERSION  HYSTERIA 

THE  UNIVERSITY  OF  LOUISVILLE  HOSPITALS 
FROM  THE  LOUISVILLE  GENERAL  HOSPITAL^ 


This  14  year  old  white  female  was  trans- 
ferred to  the  psychiatric  service  of  this  hospital 
on  April  5.  1956  from  the  Children's  Hospital 
with  a chief  complaint  that  she  was  unable  to 
walk,  or  to  use  her  legs  in  any  way. 

In  August,  1954,  the  series  of  happenings 
began  which  culminated  in  her  admission  to 
this  hospital.  At  that  time,  leaving  her  father 
and  older  half  brother  in  Detroit,  her  mother 
brought  her  to  Kentucky  to  visit  her  maternal 
grandmother.  While  there,  the  patient  became 
rather  lethargic  and  showed  decreased  energy 
for  some  two  or  three  weeks.  Returning  from  a 
movie  she  had  attended  with  a group  of  girls, 
she  suddenly  complained  of  pain  in  her  right 
side  and  back.  That  night  she  became  weak  in 
her  legs  and  by  morning  was  unable  to  walk. 
Hospitalized,  x-rays  showed  what  might  have 
been  an  old  spinal  injury.  A month  of  bed  rest 
was  advised  with  a review  at  the  end  of  that 
time.  At  home,  still  unable  to  walk,  the  month 
of  bed  rest  was  ended.  The  parents  decided  to 
take  her  to  a chiropractor  rather  than  back  to 
the  hospital.  The  chiropractor  showed  the 
family  x-rays  which  he  said  showed  the  spine 
to  be  “at  least  an  inch  and  a half  off”.  He  treat- 
ed her  with  “adustments”  three  times  a week 
for  a month.  She  was  then  able  to  walk  with 
crutches,  continuing  to  use  them  and  a cane 
for  some  seven  months  until  April,  1955.  She 
then  walked,  played,  and  lived  in  a normal 
fashion  until  October,  1955,  when  at  choir 
practice  her  legs  began  to  “draw”  and  “knots 
would  rise  up  in  the  muscles  of  her  legs”. 

She  was  carried  home  by  choir  members, 
immediately  put  to  bed  and,  although  she  was 
able  to  walk,  the  family  pridefully  stated  they 
“didn’t  let  her  feet  touch  the  floor  for  six 
weeks.”  During  this  time  the^  chiropractic 
treatments  were  resumed  and  she  returned  to 
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school  in  December,  1955.  She  again  did  well 
until  February  9,  1956  when  at  school  a class- 
mate pulled  a chair  from  under  her.  She  im- 
mediately became  “paralyzed”  in  both  legs. 
When  returned  to  chiropractic  care,  results 
were  not  forthcoming.  She  was  moved  to  an- 
other hospital  where  x-ray  and  spinal  fluid 
were  found  to  be  normal  and  she  was  trans- 
ferred to  Kosair  Hospital  for  treatment.  There 
the  diagnosis  of  conversion  hysteria  was  made 
and  she  was  further  transferred  to  the  Chil- 
dren’s Hospital  for  study.  At  that  hospital, 
the  diagnosis  was  concurred  in  by  the  pedia- 
tricians, neurologists,  and  psychiatrists  and  she 
was  transferred  to  the  psychiatric  service  of  the 
Louisville  General  Hospital  on  a stretcher  on 
April  5,  1956  and  discharged,  walking,  on 
April  11,  1956  with  referral  to  the  Psychiatric 
Out-Patient  Department  for  follow-up  care. 

Family  history  shows  both  parents  to  be 
45  years  old  and  in  good  physical  health.  This 
is  the  second  marriage  of  the  father,  who  tends 
to  be  rather  strict  in  his  dealings  with  the 
patient  as  well  as  a 16  year  old  son  by  his 
former  marriage  who  has  been  involved  in 
some  delinquency.  The  mother  is  the  more  in- 
dulgent of  the  parents. 

Previous  history  shows,  in  addition  to  the 
usual  childhood  diseases,  an  acute  febrile 
episode  in  1948  with  headache  and  arthralgia, 
for  which  a spinal  puncture  was  done.  Al- 
though she  was  up  and  about  in  two  weeks  she 
complained  of  severe  constant  headache  for 
months  afterward.  In  1952  she  had  a similar 
illness  with  inability  to  move  her  legs  for  two 
weeks.  On  this  occasion,  spinal  puncture  im- 
mediately restored  the  function  to  her  legs, 
but  she  often  asked  off  from  school  as  her 
“back  hurt”  or  she  “had  a headache”.  In  1953 
she  fell  on  icy  steps  and  hurt  her  back”.  Al- 
though there  was  some  pain  at  the  time,  it  has 
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since  become  more  important  in  the  family  as 
“the  time  she  hurt  her  back”. 

She  is  described  as  an  excellent  ninth  grade 
student.  She  is  interested  in  church,  choir  and 
the  Girl  Scouts.  She  says  she  is  not  interested  in 
boys.  She  began  to  menstruate  three  months 
before  her  episode  in  1954  and  had  been  pre- 
pared for  this  by  her  mother. 

Mental  examination  showed  her  to  be  a 
sturdy,  well  developed,  adolescent  girl  of  aver- 
age intelligence  lying  quietly  in  bed,  in  fair 
spirits  and  no  distress.  She  talked  readily  of  her 
illness  with  no  distortion,  bizarreness,  con- 
fusion, or  loss  of  orientation.  She  showed 
little  warmth,  or  spontaneity,  and  was  quite 
guarded  when  talking  of  familial  interpersonal 
relationships. 

Physical  examination:  Pulse  74.  Respira- 
tion 18.  Blood  Pressure  112/76.  Temperature 
98^.  The  physical  examination  was  within  the 
normal  range  except  for  weakness  and  flaccid- 
ity  of  both  lower  extremities.  Muscle  mass  and 
tone  were  good.  All  deep  tendon  reflexes  were 
present  and  active,  with  no  pathological  re- 
flexes found. 

All  laboratory  work,  including  spinal  x-rays 
were  within  normal  limits  except  for  an  electro- 
encephalogram which  was  read  as  “moderately 
dysrhythmic  with  an  irritative  focus  in  the  right 
temporal  region”.  A spinal  puncture  was  not 
done. 

Hospital  Course:  Upon  arrival  in  this  hos- 
pital and  until  studies  could  be  completed  the 
patient  was  ensconced  in  bed  by  her  parents 
and  surrounded  by  books,  magazines,  fruits, 
and  candies.  The  next  day,  after  a discussion 
with  the  resident  psychiatrist  as  to  her  ability 
to  walk,  she  was  transferred  to  an  air  condi- 
tioned, quiet  room  furnished  only  with  a bed. 
Here  she  was  quite  unhappy,  screamed,  and 
cursed  for  about  an  hour.  She  then  got  on  to 
the  floor  and  continued  to  express  her  dis- 
pleasure at  the  house  staff  and  nurses.  At  the 
end  of  three  hours,  she  grasped  the  opportunity 
to  walk  out  to  the  recreation  area.  Although 
she  did  require  help  this  very  first  time,  she 
was  able  to  walk  alone  throughout  the  rest  of 
her  hospital  stay  and  there  was  continued  im- 
provement in  her  walking  ability.  At  discharge, 
six  days  later,  she  was  referred  to  the  psychi- 
atric out-patient  department  for  treatment  of 
the  underlying  problems,  to  prevent  a recur- 
rence of  the  crippling  symptoms. 


Comments 

S.  Spafford  Ackerly,  M.  D.:  This  case  is 
presented  not  for  its  unusualness,  nor  as  a 
diagnostic  problem,  for  by  the  time  it  came  to 
the  attention  of  the  psychiatrists  the  diagnosis 
had  been  made.  Our  particular  interest  is  in 
the  treatment,  but  before  we  go  into  that  we 
would  appreciate  hearing  from  Dr.  Roseman 
concerning  the  neurological  aspects. 

E.  Roseman,  M.  D. : 1 first  saw  this  patient 
at  the  Kosair  Hospital  on  March  10,  1956. 
Several  hours  were  spent  in  attempting  to  ob- 
tain a chronologic  history  from  the  patient  as  to 
the  onset  of  her  present  difficulties  as  well  as 
her  own  and  family  background.  Her  story 
was  given  literally  in  the  form  of  an  “old  wives' 
tale”.  1 was  particularly  impressed  by  her  “la 
belle  indifference”. 

The  patient  was  an  adult  appearing  mature 
looking  young  girl  who  at  first  glance  appeared 
to  be  enjoying  her  illness  as  long  as  she  was  sur- 
rounded by  her  friends,  family,  books,  candies, 
etc.,  but  who  when  faced  with  the  “chips  being 
down”  so  to  speak,  such  as  by  specific  ques- 
tioning, became  somewhat  irritated  at  the 
examiner. 

From  a neurophysiological,  neuroanatomical 
standpoint  the  absence  in  the  history  of  any 
sphincter  difficulties  or  any  sensory  distur- 
bances in  an  individual  with  several  attacks  of 
paraplegia,  some  of  which  were  relatively  long 
standing,  tend  to  point  away  from  the  possi- 
bility of  organic  factors  being  present  in  her 
illness.  This  was  reinforced  further  on  physical 
examination  by  absence  of  any  evidence  of  any 
atrophic  changes  of  her  lower  extremities  or 
sensory  disturbances  and  the  absence  of  any 
fixed  neurologic  signs,  such  as  the  sign  of 
Babinski,  would  tend  to  point  against  any  or- 
ganic factors  being  present  as  an  etiologic  basis 
of  her  illness.  1 felt  this  was  a hysterieal  conver- 
sion reaction  and  for  this  reason  suggested  that 
the  patient  be  removed  from  a predominantly 
“organie  surgically  oriented  hospital”  to  a 
general  hospital.  It  was  hoped  that  there  eare- 
ful  psychiatric  interview  both  with  the  patient 
and  her  kinfolks  might  be  carried  out  with  the 
view  in  mind  not  only  of  caring  for  the  present 
episode  but  from  the  standpoint  of  prophy- 
laxis of  further  episodes. 

QUESTION:  What  other  type  of  diagnosis 
of  organic  disease  should  one  consider  in  this 
patient? 

(Continued  on  Page  546) 
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State  Hospital  and  Discharge  Procedures 

H.  L.  McPheeters,  M.  D. 


HE  KENTUCKY  DEPARTMENT  of 
Mental  Health  recently  mailed  to  every 
practicing  physician  in  Kentucky  a table 
showing  the  five  admission  procedures  by  which 
a patient  may  be  admitted  to  one  of  the  four 
State  hospitals.  This  table  is  reproduced  here. 

There  has  been  some  question  by  the  private 
physicians  concerning  hospital  release  pro- 
cedures. They  are  as  follows: 

1.  Temporary  Visit 

The  patient  goes  home  for  a short  visit 
(up  to  7 days)  with  every  expectation 
that  he  will  return  to  the  hospital  at 
some  specified  time. 

2.  Trial  Visit 

The  patient  leaves  the  hospital  with  every 
expectation  that  he  will  make  a satis- 
factory adjustment  and  remain  at  home 


indefinitely.  This  ordinarily  lasts  for  one 
year  after  which  the  patient  is  regularly 
discharged. 

3.  Discharge 

The  patient  is  discharged  completely 
with  no  administrative  ties  to  the  hospital 
whatever.  This  is  used  when  the  patient 
is  found  to  be  free  of  mental  disorder 
or  is  considered  to  be  so  satisfactorily 
recovered  that  no  follow-up  is  needed. 

It  must  be  remembered  that  any  patient  who 
was  admitted  on  a regular  court  commitment, 
must  return  to  the  court  and  petition  for  res- 
toration of  his  civil  rights  after  discharge. 
Otherwise,  marriages,  divorces,  property  trans- 
actions, etc.,  will  be  illegal. 

(Continued  on  Page  547) 
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TYPES  OF  ADMISSION 

ADVANTAGES 

DISADVANTAGES 

A VOLUNTARY  ADMISSION  (Green  Form) 

Patient  signs  a request  for  admission  stating  that 
he  believes  he  is  in  need  of  psychiatric  hospitali- 
zation. parents  of  patients  under  21  may  sign 
voluntary  requests  for  minors. 

1.  Fast  and  simple 

2i  No  court  procedures  needed. 

3.  May  go  on  trial  visit  or  be  discharged 
at  any  time. 

4.  No  loss  of  civil  rights. 

1.  patient  may  sign  out  after  5 days  notice. 

2.  Patient  may  not  have  insight  enough  to 
realize  he  is  ill. 

B MEDICAL  CERTIUCATION  (Blue  Form) 

Family  or  friends  complete  and  sign  application, 
and  two  physicians  examine  patient  and  complete 
certification,  stating  need  for  hospital  care. 

1.  Relatively  fast  and  simple. 

2.  No  court  procedures  needed. 

3.  No  loss  of  civil  rights. 

4.  May  go  on  trial  visit  or  be  discharged 

at  any  time 

1.  Patient  may  be  signed  out  after  5 days 
notice,  before  treatment  is  completed. 

C HEALTH  OFFICER  ADMISSION  (Pmk  Form) 

A licensed  Health  Officer  (M.  D.  ) signs  form, 
requesting  immediate  hospitalization  for  15  days. 

1.  Fast  in  emergencies  when  patient  is 
very  disturbed. 

2.  No  court  procedure  needed. 

3.  Solves  problem  when  there  is  no 
petitioner  available. 

4.  No  loss  of  civil  rights. 

1.  After  15  days  patient  is  discharged  or 
regularly  committed. 

2.  Time  is  too  short  for  most  treatment 
procedures. 

3.  No  trial  or  temporary  visit  is  given. 

D 35  DAY  OBSERVATION  ORDER 

After  petition  for  a regular  committment  has  been 
filed,  two  physicians  sign  the  form,  stating  the 
need  for  immediate  hospitalization  or  that  further 
observation  is  needed  for  diagnosis.  Then  the 
Circuit  or  County  Judge  orders  the  patient  to  a 
hospital  for  35  days  only. 

1.  Relatively  fast  and  simple. 

2.  No  loss  of  civil  rights.  • 

3.  When  presence  of  illness  is  in  con- 
siderable doubt,  more  study  by  the 
hospital  is  allowed. 

1.  After  35  days  patient  is  either  discharged 
or  regularly  committed. 

2.  Somiewhat  complicated  court  action. 

3.  Time  is  too  short  for  many  treatment 
procedures. 

4.  No  trial  or  temporary  visit  is  given. 

E REGULAR  COURT  COMMITMENT 

After  petition  by  a relative  or  friend  two  court 
appointed  physicians  examine  the  patient  and 
testify  before  the  jury  as  to  whether  the  patient 
IS  mentally  ill.  If  patient  is  found  to  be  mentally 
ill.  the  judge  commits  him  to  a hospital. 

1.  Provides  method  of  compulsory  hospital- 
ization. 

2.  Committee  may  be  appointed. 

3.  Offers  protection  of  court  order  if  patient 
or  family  is  inclined  to  resist  hospital- 
ization. 

4.  Trial  or  temporary  visits  are  possible. 

1.  Cum.bersome  and  lengthy. 

2.  Patient  loses  all  civil  rights. 

3.  Restoration  proceedings  must  be  held  in 
court  after  discharge. 

4.  Court  proceedings  may  be  harmful  to  a 
sick  patient. 
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EDITORIALS 


What  Do  Americans  Think  of  the  Medical  Profession? 


Careful  diagnosis  is  as  important  in  achiev- 
ing good  public  relations  as  it  is  in 
curing  a disease. 

If  the  diagnosis  in  either  case  is  wrong,  the 
treatment  may  be  wasted.  This  is  true  whether 
it  is  made  solely  through  general  observations 
by  experienced  practitioners  or  with  the  aid  of 
laboratory  procedures. 

In  1955  the  American  Medical  Association 
employed  a research  firm  to  conduct  a survey 
of  the  public’s  opinion  of  the  medical  pro- 
fession. The  survey  is  an  application  of  PR 
diagnostic  methods  comparable  to  laboratory 
analyses.  The  recent  release  of  its  findings 
should  be  most  welcome  to  all  medical  so- 
cieties and  physicians. 

The  study,  employing  standard  sampling 
techniques,  was  based  on  interviews  with  3,000 
persons  in  all  parts  of  the  nation.  Its  purpose 
was  to  get  facts.  While  interpretations  of  some 
of  the  results  may  vary,  the  report  provides 
definite  leads  for  future  public  relations  efforts 
by  the  profession. 

Persons  active  in  medical  public  relations 
have  recognized  for  some  time  that  most 
people  have  a high  regard  for  their  own  physi- 
cians, but  that  many  are  highly  critical  of 
“other  doctors’’  and  the  profession  as  a whole. 
This  was  definitely  confirmed  by  the  AMA 
study.  The  extent  to  which  the  public  differen- 
tiates between  its  own  doctor  and  the  pro- 
fession is  shown  by  summaries  of  replies  to 
some  of  the  questions. 

Sixteen  per  cent  of  the  people  said  that  it  is 
true  or  probably  true  that  their  own  doctor 
charges  too  much.  Forty-three  per  cent  thought 
that  most  doctors  charge  too  much. 

Eighteen  per  cent  expressed  the  opinion  that 
their  own  doctor  doesn’t  give  them  as  much 
time  as  they  like  contrasted  with  60  per  cent 
who  made  this  complaint  about  most  doctors. 

Nineteen  per  cent  said  it  is  true  or  probably 
true  that  their  own  doctor  is  hard  to  reach  for 


emergency  calls.  Fifty-one  per  cent  thought  so 
with  regard  to  most  doctors. 

Five  per  cent  thought  their  own  doctor 
might  be  too  quick  to  recommend  an  opera- 
tion. Thirty-one  per  cent  felt  this  might  be  true 
of  most  doctors. 

Fifteen  per  cent  believed  their  own  doctor 
was  not  frank  enough  in  talking  to  patients 
about  their  illness.  Forty-six  per  cent  made  this 
criticism  of  most  doctors. 

Fifteen  per  cent  said  it  was  true  or  probably 
true  that  their  own  doctor  keeps  people  with 
appointments  waiting  too  long.  Forty-one  per 
cent  said  most  doctors  do. 

Thirteen  per  cent  said  their  own  doctor 
makes  too  much  money  compared  to  his 
patients;  38  per  cent  levied  the  charge  against 
most  doctors. 

There  may  be  some  difference  of  opinion  as 
to  whether  it  is  bad  or  good  that  16  per  cent  of 
the  people  think  their  own  doctor  charges  too 
much,  that  18  per  cent  feel  he  doesn’t  give 
them  enough  time,  that  19  per  cent  believe  he 
is  hard  to  reach  for  emergency  calls,  and  that 
1 5 per  cent  are  of  the  opinion  he  keeps  patients 
waiting  too  long. 

Some  will  claim  these  results  show  most 
people  to  be  reasonably  well  satisfied.  Others 
will  feel  that  such  large  percentages  are 
grounds  for  serious  concern.  Others  will  point 
out  that  since  the  specific  criticisms  were  not 
all  made  by  the  same  people,  the  actual  per- 
centage of  complainants  is  much  higher  than 
any  single  percentage  would  indicate. 

Be  that  as  it  may,  an  unhealthy  PR  situation 
is  shown  by  the  fact  that  on  these  same  points, 
43  per  cent,  60  per  cent,  51  per  cent,  and  41 
per  cent  of  the  public,  respectively,  were  criti- 
cal of  the  profession  as  a whole.  It  should  be 
of  concern  to  every  physician. 

What  is  the  significance  of  the  sharp  dis- 
tinction the  public  mind  makes  between  its  own 
physician  and  the  profession? 
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Apparently  a large  part  of  the  people  think 
their  own  doctor  is  an  exception.  Since  almost 
every  physician  is  so  designated  by  some 
people,  the  public  is  obviously  mistaken.  A 
mistaken  view,  however,  is  just  as  powerful  as 
a correct  one. 

As  some  one  once  said,  “the  public  may  be 
wrong,  but  if  it  thinks  it's  right,  it's  as  good  as 
right." 

If  this  discrepancy  between  the  individual 
parts  and  the  whole  shows  anything,  it  demon- 
strates that  140,000  doctors  of  medicine  can 
not  bring  favorable  public  relations  to  the  pro- 
fession by  pursuing  a course  solely  intended  to 
create  good  will  for  themselves  as  individuals. 

The  statement  has  often  been  made  that  if 
every  doctor  would  engage  in  good  public  re- 
lations practices,  the  profession’s  problem 
would  be  solved.  Because  it  ignores  the  impor- 
tant role  of  organized  activities  in  fields  where 
the  individual  cannot  perform  alone,  this  view 
is  an  oversimplification.  For  the  most  part, 
however,  it  is  probably  true. 

Oral  Treatment  of 

e are  now  in  the  age  of  “miracle  drugs." 
During  the  past  10  years  many  new 
drugs  have  been  introduced  with  fan- 
fare in  the  lay  press  as  miracle  cures.  Patients 
proudly  announce  that  they  are  taking  “that 
new  drug"  for  their  pet  ailment  and  doctors  are 
constantly  reading  non-medical  magazines  to 
keep  ahead  of  their  patients'  request  for  new 
miracle  cures. 

Such  a situation  is  the  setting  for  many  dis- 
appointments in  therapy  and  uncounted  serious 
side  reactions.  The  drug  manufacturers  are 
anxious  to  get  the  new  product  on  the  market 
before  their  competitors.  The  doctor  hastens 
to  prescribe  before  adequate  information  is 
available,  or  before  he  has  time  to  acquaint 
himself  with  the  information  that  is  available. 
The  practitioner,  who  cannot  recall  incidents 
in  his  practice  when  untoward  results  followed 
a hasty  prescription,  is  fortunate  indeed. 

The  November  6,  1955  JAMA  contained 
abstracts  of  two  reports  from  Germany  about 
the  use  of  a new  orally  effective  anti-diabetic 
drug,  BZ  55.  In  the  January-February  1956 
issue  of  “Diabetes”  an  excellent  editorial  by 


If  it  is  true,  how  do  we  account  for  the  dif- 
ference in  attitude  people  have  toward  their 
doctor  and  the  profession? 

It  would  seem  the  AMA  survey  shows  the 
doctors  to  be  doing  a good  PR  job  for  them- 
selves and  a poor  one  for  medicine.  Since  all 
doctors  stand  to  gain  or  lose  by  the  profession's 
total  standing,  it  is  obvious  that  to  the  extent 
this  is  true  we  have  been  short-changing  our- 
selves. 

The  facts  indicate  the  profession  has  a job 
on  its  hands.  One  that  will  require  painstaking 
thought  and  self-examination  by  each  of  us  if 
it  is  to  be  done.  Certainly  it  seems  clear  that  in- 
dividual physicians  must  give  more  attention  to 
identification  of  ourselves  with  all  ethical 
doctors. 

Perhaps  we  should  start  by  selling  our 
patients  on  the  idea  that  we  are  not  exceptions 
within  the  profession;  by  exercising  care  that 
chance  remarks  do  not  lower  public  opinion  of 
other  men  and  women  in  medicine;  by  con- 
sciously selling  not  only  ourselves  but  the  total 
profession. 

Diabetes  Mellitus 

Arthur  R.  Colwell  appeared.  A form  letter 
from  one  of  the  American  manufacturers  of 
the  drug  has  already  been  circulated  among  us, 
with  the  announced  purpose:  “To  place  the 
facts  in  the  hands  of  the  medical  profession 
since  it  will  be  impossible  to  keep  such  infor- 
mation from  the  lay  press  much  longer.”  Last 
week  another  drug  company  detail  man  an- 
nounced to  the  profession  in  Kentucky  that  his 
company  was  making  BZ  55. 

It  is  not  the  purpose  of  this  editorial  to  dis- 
cuss the  scientific  data  which  has  been  well 
presented  in  the  references  quoted.  Like  Will 
Rogers,  “I  only  know  what  I read  in  the 
papers.”  However,  I would  like  to  inject  a 
note  of  caution. 

There  is  little  doubt  that  the  drug  will  be 
beneficial  in  some  cases,  but  best  results  are 
reported  in  cases  which  respond  to  dietary 
control.  BZ  55  has  not  controlled  acidosis  in 
any  case,  nor  has  it  shown  great  promise  in 
reducing  insulin  requirement  or  tendency  to- 
ward hypo-glycemia  in  the  so  called  “brittle 
diabetes." 

(Continued  on  Page  547) 
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Drs.  Bordley,  Stephen,  Dodd 
to  Speak  at  Annual  Meeting 

The  names  of  three  additional  nationally  known 
guest  speakers  for  the  1956  KSMA  Annual  Meeting 
were  recently  announced  by  Gant  Gaither,  M.  D., 
Hopkinsville,  KSMA  President  and  chairman  of  the 
Committee  on  Scientific  Assembly.  The  physicians 
are:  John  Bordley  of  Johns  Hopkins  Hospital;  C.  R. 
Stephen  of  Duke  University  School  of  Medicine  and 
Katharine  Dodd  of  the  University  of  Arkansas  Medi- 
cal School. 


Dr.  Bordley,  a graduate  of  Johns  Hopkins  Uni- 


versity School  of  Medi- 
cine, interned  at  Union 
Memorial  Hospital  in 
Baltimore  and  served 
residencies  in  otolaryn- 
gology at  Johns  Hopkins. 
Since  1952  he  has  been 
otolaryngologist  in  charge 
at  Johns  Hopkins  Hos- 
pital. He  is  professor  and 
director  of  the  depart- 
ment of  laryngology  and 
otology  at  the  JH  School 
of  Medicine. 


Dr.  Stephen  received  hi; 


^ I 

Dr.  C.  R.  Stephen 


Dr.  John  Bordley 


medical  degree  from  Mc- 
Gill University  in  1940. 
He  is  consultant  in  an- 
esthesia at  the  Veterans 
Administration  Hospital 
in  Durham,  North  Car- 
olina. Since  1950  he  has 
been  professor  of  anes- 
thesia at  Duke  University 
and  University  School  of 
Medicine. 


Dr.  Dodd  is  a 1921  graduate  of  the  Johns  Hopkins 
University  School  of 
Medicine.  In  1925  she 
became  assistant  and 
later  associate  professot 
of  pediatrics  at  Vander- 
bilt. She  joined  the  facul- 
ty of  the  University  of 
Arkansas  School  of  Medi- 
cine in  1952  and  is  now 
professor  and  Head  of 
the  Department  of  Pedi- 

^**^'^*‘  Dr.  Katharine  Dodd 


Annual  Meeting  Program 
Released  by  Committee 

The  1956  KSMA  Annual  Meeting  honoring  J.  A. 
Hodge,  M.  D.,  KSMA  President  in  1876,  will  be  held 
September  18-20  at  the  Columbia  Auditorium  in 
Louisville.  A tentative  program  for  that  meeting  fol- 
lows. 


Tuesday,  September  18 


8:00 — 10:00 

10:00 — 10:30 
10.30 — 10:45 
10:45 — 11:15 


11:15 — 1 1:45 


1 1:45 — 12:00 
2:00 — 2:30 


2:30  — 3:00 


3:00  — 3:30 
3:30  — 4:00 


4:00  — 4:30 


Wednesday, 
8:00 — 10:00 
10:00 — 10:30 
10:30 — 1 1:00 


Refresher  Courses — Scientific 

Movies 

Visit  Exhibits 

Formal  Opening  Ceremonies 
Subject  to  be  announced 

I.  Frank  Tulles,  M.D. 

Head,  Department  of  Medicine 
University  of  Tennessee 
“Salicylate  Poisoning" 

Katherine  Dodd,  M.D. 

Head,  Department  of  Pediatrics 
University  of  Arkansas 
President’s  Address 
Luncheon 

“Physiological,  Psychological  and 
Social  Determinants  in  the  Etiology 
of  Duodenal  Ulcer" 

1.  Arthur  Mirsky,  M.D. 
Department  of  Clinical  Science 
University  of  Pittsburgh 
“The  Prosthetic  Management  of 
Palatal  Deficiencies,  Congenital  and 
Acquired" 

Joseph  Bustetter,  D.D.S. 

Kentucky  State  Dental  Association 
Louisville,  Kentucky 

Visit  Exhibits 

“Carcinoma  of  the  Colon  and  Its 
Early  Detection” 

Wendell  G.  Scott,  M.D. 

St.  Louis,  Missouri 

“Present  Status  of  Chemotherapy 
for  Tuberculosis" 

Paul  T.  Chapman,  M.D. 

Detroit,  Michigan 

September  19 

Refresher  Course — Scientific  Movies 
Visit  Exhibits 

“Clinical  Evaluation  of  the  Rhin- 
otomy  Operation” 

John  E.  Bordley,  M.D. 

Johns  Hopkins  Hospital 
Baltimore,  Maryland 


ledical  Association  • June  1956 


533 


1 1:00 — 1 1:30 


“Treatment  of  Fractures  in  Chil- 
dren” 

J.  Otto  Lottes,  M.D. 

St.  Louis,  Missouri 

12:00 — 1:30  President's  Luncheon 

2:00  — 4:30  Specialty  Group  Meetings 

Thursday,  September  20 

8:00 — 10:00  Refresher  Course — Scientific  Movies 

10:00 — 10:30  Visit  Exhibits 

10:30 — 11:00  Speaker  and  subject  to  be  an- 

nounced, Kentucky  Academy  of 
General  Practice 


1 1:00 — 1 1:30 


1 1:30 — 12:00 
2:00 — 2:30 


2:30  — 3:00 


3:00  — 3:30 


“Early  Diagnosis  of  Carcinoma  of 
the  Cervix” 

Frank  L.  McPhail,  M.D. 

Great  Falls,  Montana 

Award  Presentations  — Inaugural 
Ceremony,  Luncheon 
Subject  to  be  announced 

Edgar  Burns,  M.D. 

Ochsner  Clinic 

New  Orleans,  Louisiana 

“Pitfalls  of  Pediatric  Anesthesia” 

C.  R.  Stephen,  M.D. 

Duke  University  School  of  Medicine 
Durham,  North  Carolina 

Visit  Exhibits 


3:30 — 5:00  Panel 


AMA’s  Outstanding  MD  of  ’53/ 
Dr.  Greenwell,  Dies  May  8 

Joseph  1.  Greenwell,  M.D.,  New  Haven,  American 
Medical  Association’s  General  Practitioner  of  the 
Year  in  1953,  died  at  a Glasgow  Hospital  May  8 
after  suffering  a heart  attack.  He  was  82. 

Dr.  Greenwell  was  graduated  from  the  Louis- 
ville Hospital  College  of  Medicine  in  1900.  He  began 
his  practice  in  New  Haven  after  graduation  and 
continued  that  practice  for  55  years.  In  1953  he 
was  named  the  KSMA  outstanding  general  practi- 
tioner of  the  year,  and  later  became  the  only  Ken- 
tucky physician  to  receive  the  coveted  AMA  award. 
He  was  KSMA  counselor  for  30  years. 

An  active  civic  leader.  Dr.  Greenwell  was  mayor 
of  New  Haven  for  14  years  and  on  the  town’s  Board 
of  Trustees  for  25  years.  He  was  vice-president  of  the 
Bank  of  New  Haven. 

■A  member  of  St.  Catherine’s  Catholic  Church, 
Dr.  Greenwell  was  a past  grand  knight  of  the  New 
Haven  Knights  of  Columbus.  He  had  served  as 
Nelson  County  Health  Officer  and  as  president  of  the 
medical  staff  at  Flaget  Memorial  Hospital  and  the 
Nelson  County  and  Muldraugh  Hill  medical  societies. 


Dr.  Norvell  Speaks  in  Kansas 

Wyatt  Norvell,  M.D.,  New  Castle,  chairman  of  the 
KSMA  Committee  on  Rural  Health,  spoke  at  the 
1956  meeting  of  the  Kansas  State  Medical  Society. 
His  talk  was  entitled  “The  Art  of  the  Practice  of 
Medicine." 


Joseph  I.  Greenwell,  M.  D.,  New  Haven,  left, 
shown  here  receiving  the  1953  AMA  “Outstanding 
General  Practitioner  of  the  Year”  Award  from  AMA 
President  E.  J.  McCormick,  M.  D.,  died  May  9 at  a 
Glasgow  hospital.  Dr.  Greenwell,  only  Kentucky 
physician  ever  to  be  so  honored  by  the  AMA,  was  82. 


Dr.  Toomey  Announces  Meeting 
of  Sixth  District,  June  27 

The  Sixth  Councilor  District  of  the  Kentucky  State 
Medical  Association  will  meet  June  27  at  the  State 
Tuberculosis  Hospital  in  Glasgow,  according  to  L.  O. 
Toomey,  M.  D.,  Bowling  Green,  Sixth  District 
councilor. 

Registration,  fellowship  gatherings  and  tours  of  the 
hospital  will  begin  at  4:00  P.M.  Russell  Starr,  M.  D., 
Glasgow  is  president  of  the  district  and  Harold  Keen, 
M.  D.,  Bowling  Green,  is  secretary. 

C.  C.  Howard,  M.  D.,  chairman  of  the  State  Tuber- 
culosis Hospital  Commission,  will  speak  at  6:15  p.m. 
on  “Our  Service  to  the  Community.”  Russell  Teague, 
M.  D.,  Louisville,  Kentucky  Health  Commissioner, 
will  make  a short  talk  after  Dr.  Howard. 

The  after-dinner  session  will  feature  a panel  dis- 
cussion on  “Chest  Diseases.”  Dr.  Starr  will  act  as 
moderator.  Panel  members  will  be  Oren  Beatty, 
M.  D.,  Louisville;  Dr.  Toomey;  W.  S.  Burton,  M.  D., 
Glasgow,  medical  director  and  superintendent  of  the 
Tuberculosis  Hospital;  Nathan  Lavene.  M.  D.,  Louis- 
ville and  Eugen  Puess,  M.  D.,  Glasgow. 

13  MDs  Attend  AGP  Meeting 

Thirteen  Kentucky  physicians  attended  the  thirty- 
seventh  annual  session  of  the  American  College  of 
Physicians  at  Los  Angeles,  California,  April  16-20. 

John  P.  Bell,  M.D.,  and  Grover  B.  Sanders,  M.D., 
both  of  Louisville,  were  named  junior  members  of 
the  ACP,  according  to  H.  R.  Yarp,  news  editor  of 
the  ACP  Journal.  The  Kentucky  physicians  who  at- 
tended the  meeting  were:  George  N.  Burger,  Coving- 
ton; Lt.  Col.  David  L.  Deutsch,  Port  Knox;  John 
Harvey,  and  Franklin  D.  Moosnick,  Lexington;  and 
J.  Murray  Kinsman,  Martin  H.  Boldt,  Harold  C. 
Morris,  Sam  Overstreet,  Rebecca  Hechter,  John  S. 
Llewellyn,  Maurice  M.  Best,  Jr.,  Arthur  McCarty, 
Sr.,  and  Louis  Foltz  all  of  Louisville. 
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KSMA  12th— 15th  Districts  Plan 
Joint  Meeting  on  June  28 

A joint  meeting  of  the  12th  and  15th  KSMA 
councilor  districts  will  be  held  June  28  at  Cumber- 
' land  Falls.  The  meeting  will  begin  at  4 PM  (EST). 

Garnett  Sweeney,  M.  D.,  Liberty,  councilor  from 
the  12th  district  will  preside  during  the  afternoon 
' session  and  Charles  Stacy,  M.  D.,  Pineville,  15th 
district  councilor  will  act  as  presiding  officer  during 
the  dinner  session. 

Gant  Gaither,  M.  D.,  Hopkinsville,  KSMA  presi- 
dent, will  be  guest  speaker.  His  talk  is  entitled  “1 
j Dreamed  That  Greece  Might  Still  Be  Free”.  Four 
I physicians  who  will  present  scientific  papers  have 
not  yet  been  named.  Wives  of  physicians  are  invited 
to  attend  the  meeting. 

Third  Annual  Kenlake  Seminar 
Is  Scheduled  for  July  12 

All  KSMA  members  and  wives  are  invited  to  at- 
tend the  annual  Kenlake  Seminar  at  Kentucky  Lake, 
July  12.  The  seminar  is  sponsored  by  the  Kentucky 
Academy  of  General  Practice  and  the  Tennessee 
Academy  of  General  Practice. 

The  program  for  the  meeting,  according  to  Daryl 
P.  Harvey,  M.  D.,  Glasgow,  is  as  follows: 


12:00  — 2:00 
2:00  — 3:00 


3:00  — 4:00 


4:00  — 5:00 


Registration 

“Rheumatoid  Arthritis  and  the 
Present  Status  of  the  Steroid 
Therapy” 

F.  Tremaine  Billings,  Jr.,  M.D. 
Vanderbilt  University,  Nashville, 
Tennessee 
“Tidy  Obstetrics” 

Henry  Turner,  M.D., 

University  of  Tennessee,  Memphis, 

Tennessee 

“Low  Back  Pain” 

E.  G.  Grantham,  M.D. 

University  of  Louisville 


6:00  — 7:00  Dinner 

Fount  Richardson,  M.D.,  President 
of  the  Arkansas  Medical  Society, 
Fayetteville,  Arkansas,  speaker. 

7:00  — 8:00  “Diagnosis  of  the  Acute  Abdomen” 
Allen  McAfee,  M.D.  St.  Louis  City 
Hospital,  St.  Louis,  Missouri 


Physicians  wishing  to  make  reservations  for  hotel 
rooms  should  contact  Joseph  R.  Miller,  M.  D.,  Ben- 
ton, Kentucky. 


The  Fourth  International  Congress  on  Diseases  of 

the  Chest  of  the  American  College  of  Chest  Phy- 
sicians will  be  held  in  Cologne,  Germany,  ,'kugust 
19-23.  The  congress,  under  the  patronage  of  the  Fed- 
eral Chancellor,  Dr.  Konrad  Adenauer  will  be  at- 
tended by  representatives  from  86  countries.  For 
more  information  write:  Secretary  of  the  Congress; 
Fourth  International  Congress  of  the  American  Col- 
lege of  Chest  Physicians,  Koln-Deutz,  Germany, 
Messeplatz. 


240  Attend  Annual  Meeting 
of  Fayette  Medical  Society 

Approximately  240  persons  from  Central  and 
Eastern  Kentucky  attended  the  annual  dinner  meet- 
ing of  the  Fayette  County  Medical  Society  on  Tues- 
day, May  15  at  the  Lafayette  Hotel  in  Lexington. 

Robert  Berson,  M.  D.,  dean  of  the  Medical  School 
of  the  University  of  Alabama  at  Birmingham  was  the 
guest  speaker  for  the  evening.  Dr.  Berson’s  talk  was 
entitled  “Obesity  and  Arteriosclerosis.” 

John  S.  Sprague,  M.  D.,  Lexington,  president  of  the 
Fayette  County  Medical  Society,  was  the  presiding 
officer. 

80  Attend  UMW  Conference 
At  Charleston,  May  6 

Carl  Fortune,  M.D.,  Lexington,  chairman  of  the 
KSMA’s  Advisory  Committee  on  UMW  Welfare  and 
Retirement  Fund,  made  the  report  for  the  Kentucky 
delegation  at  the  fourth  Conference  on  Medical  Care 
in  the  Bituminous  Coal  Mine  Area  at  the  Daniel 
Boone  Hotel  in  Charleston,  West  Virginia  on  May  6. 
Approximately  80  attended  the  conference  which  is 
sponsored  by  the  Committee  on  Medical  Care  for 
Industrial  Workers  of  the  councils  on  Medical  Service 
and  Industrial  Health  of  the  AMA. 

The  objective  of  the  meeting,  according  to  Dr. 
Fortune,  is  to  develop  better  liaison  between  state 
medical  associations  and  fund  administrators  for  the 
resolution  of  mutual  problems  concerning  the  im- 
provement of  medical  care  in  the  bituminous  coal 
mine  area. 

Kentucky  physicians  representing  KSMA  were: 
George  Archer,  Prestonsburg;  Clark  Bailey,  Harlan; 
G.  F.  Brockman,  Greenville;  Gant  Gaither,  Hopkins- 
ville; Charles  Stacy,  Pineville;  Richard  Slucher,  Louis- 
ville; C.  C.  Sparks,  Ashland;  Loman  Trover,  Madison- 
ville  and  Dr.  Fortune. 

Asa  Barnes,  M.D.,  Louisville  reported  for  the 
Kentucky  area  medical  administrators.  Howe  Eller, 
M.D.,  Louisville  is  also  an  area  medical  administrator. 

Physicians  from  the  Fund  from  Kentucky  were: 
David  Greeley,  Harlan;  Gordon  Meade,  Williamson, 
and  J.  Houston  Westover,  Whitesburg.  Dr.  Greenly 
is  chief  of  clinical  services  at  the  Harlan  Memorial 
Hospital  and  Dr.  Meade  is  clinical  services  chief  at 
the  Williamson  hospital. 

SMA  to  Meet  in  Washington 

The  Southern  Medical  Association  will  hold  its 
Golden  Anniversary  Meeting  in  Washington,  D.C., 
November  12-15. 

Some  of  the  highlights  of  the  meeting  will  be  a 
geriatrics  symposium,  scientific  and  technical  exhibits 
and  more  than  20  alumni  and  fraternity  reunions. 
Reservations  should  be  sent  to  Housing  Bureau, 
Southern  Medical  Association,  1616  K Street,  N.  W., 
Washington,  D.C. 
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Dr.  Massie  Named  President 
of  Ky.  Surgical  Society 

Francis  Massie,  M.  D.,  Lexington,  secretary  of  the 
Kentucky  Surgical  Society  since  it  was  founded,  was 
elected  president  of  the  organization  at  its  seventh 
annual  meeting  May  19  at  French  Lick,  Indiana.  Dr. 
Massie  succeeds  W.  H.  Pennington,  M.  D.,  Lexing- 
ton, who  was  named  to  the  council. 

Other  officers  elected  were:  Herman  Martin, 

M.  D.,  Ashland,  vice-president  and  C.  Melvin  Bern- 
hard,  M.  D.,  Louisville,  secretary  and  treasurer. 

Seven  physicians  were  elected  to  membership  in  the 
organization,  making  a total  of  125  members  in  the 
society — a full  membership.  They  are:  Ballard  Cas- 
sady,  Pikeville;  Robert  English,  Henderson;  John 
Hemmer,  Louisville;  Charles  Kissinger,  Henderson; 
Herman  R.  Moore,  Jr.,  Anchorage;  Richard  C. 
Spear,  Louisville  and  Walter  Turner,  Paducah. 

Ralph  Bowers,  M.  D.,  chief  of  the  Surgical  Service 
at  the  Veterans  Administration  Medical  Teaching 
Group  Hospital  in  Memphis,  Tennessee,  was  the 
guest  speaker.  The  following  Kentucky  physicians 
presented  papers  at  the  meeting:  Eugene  Todd,  Jr., 
Lexington;  W.  Burford  Davis,  George  B.  Sanders, 
Condict  Moore,  D.  P.  Hall,  Houston  W.  Shaw, 
George  A.  Sehlinger,  Alvin  Ortner,  and  Everett  G. 
Grantham,  all  of  Louisville. 

The  society  will  hold  its  eighth  annual  meeting  at 
the  Campbell  House  in  Lexington  May  17-18,  1957. 

The  Industrial  Medical  Association  presented  its 

annual  award  “for  health  achievement  in  industry” 
to  the  Pennsylvania  Railroad.  The  railroad  improved 
and  expanded  its  medical  department  during  the  past 
year.  The  staff  now  includes  67  full  time  physicians, 
more  than  400  part  time  surgeons  and  41  registered 
graduate  nurses. 


Kentucky  Chapter,  ACS  Elects 
Dr.  Griswold  President 

R.  Arnold  Griswold,  M.  D.,  Louisville,  was  elected 
to  succeed  W.  Vinson  Pierce,  M.  D.,  Covington,  as 
president  of  the  Kentucky  Chapter  of  the  American 
College  of  Surgeons  at  the  May  18  meeting  at  French 
Lick,  Indiana. 

J.  Farra  Van  Meter,  M.  D.,  Lexington  was  named 
vice-president  and  E.  C.  Strode,  M.  D.,  Lexington, 
secretary-treasurer.  Charles  Rutledge,  M.  D.,  Hazard, 
succeeds  C.  C.  Sparks,  M.  D.,  Ashland  as  counci- 
lor. Other  members  of  the  council  are  Henry  Asman, 
M.  D.,  Louisville  and  R.  W.  Robertson,  M.  D., 
Paducah. 

Pour  physicians  presented  papers  at  the  morning 
session  of  the  meeting.  They  were:  Charles  Higgins, 
Cleveland,  Ohio;  Kenneth  Johnson,  Chicago,  Illinois; 
Douglas  Atherton,  Louisville  and  Eugene  M.  Bricker, 
M.  D.,  St.  Louis,  Missouri. 

The  afternoon  session,  a symposium  on  “Surgical 
Gastroenterology,”  featured  these  speakers:  Lester 
Dragstedt,  M.  D.,  Chicago;  Ralph  Bowers,  M.  D., 
Memphis  and  O.  H.  Beahrs,  M.  D.,  Rochester, 
Minnesota. 

R.  J.  Noer,  M.  D.,  Louisville,  moderated  a panel 
discussion  at  the  afternoon  session.  The  afternoon 
speakers  served  as  panelists. 

Legal  Counsel  Attends  Meeting 

Mr.  E.  Gaines  Davis,  Frankfort,  KSMA  legal 
counsel,  attended  an  AMA  sponsored  meeting  for 
attorneys  representing  medical  societies,  April  19-20 
in  Chicago. 

The  meeting,  the  first  of  its  kind,  was  an  effort 
to  bring  the  attorneys  together  to  consider  mutual 
problems,  views  and  experiences. 


Gant  Gaither.  M.  D.,  Hopkinsville.  KSMA  President,  was  the  guest  speaker  at  the  joint  meeting  of  the  Camp- 
bell-Kenton  medical  society  and  the  Eighth  Councilor  District  May  3.  At  the  speaker’s  table  were:  R.  C.  Smith, 
president-elect  of  the  Campbell-Kenton  society;  Ed  Mersh,  M.  D.,  Eighth  District  councilor;  Dr.  Gaither;  John 
Cassidy,  president  of  Campbell-Kenton  society;  Morris  Garrett,  secretary  of  the  society  and  Marc  Reardon,  vice- 
president  of  the  society. 
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KSMA  Ninth  Councilor  District 
Sponsors  Maysville  Seminar 

Four  Louisville  physicians  presented  papers  at  the 
combination  Ninth  Councilor  District  meeting  and 
Regional  Post-Graduate  Seminar  May  10  at  the 
Maysville  Country  Club,  according  to  J.  M.  Steven- 
I son,  M.  D.,  Brooksville,  KSMA  Councilor  from  the 
Ninth  District.  The  Mason  County  Society  was  the 
' host. 

! Gant  Gaither,  M.  D.,  Hopkinsville,  KSMA  Presi- 
I dent,  was  the  dinner  speaker.  His  talk  was  entitled 
“Only  the  Masters  Shall  Praise  Us.” 

The  meeting  which  was  co-sponsored  by  the  Uni- 
versity of  Louisville  School  of  Medicine  and  the  Ken- 
tucky Academy  of  General  Practice  featured  the  fol- 
lowing speakers:  Arthur  M.  Schoen,  M.  D.,  William 
j A.  Brodsky,  M.  D.,  Frank  M.  Gaines,  M.  D.,  and 
Ephraim  Roseman,  M.  D.,  all  professors  at  the  Uni- 
versity of  Louisville  Medical  School. 

Dr.  Stevenson  described  the  program  as  “excel- 
lent.” 

Four  KSMA  Councilor  Districts 
Have  Meetings  During  April 

Four  KSMA  councilor  districts  held  annual  meet- 
ings during  April.  They  were:  first  at  Paducah;  second 
at  Owensboro;  13th  at  Ashland  and  the  14th  at 
Paintsville. 

50  Attend  First  District  Meet 

Approximately  50  physicians  attended  the  April 
25  meeting  of  the  first  councilor  district  at  the  Ritz 
Hotel  in  Paducah,  according  to  J.  Vernon  Pace, 
M.  D.,  KSMA  councilor  for  the  First  District.  Mc- 
Cracken County  was  the  host. 

Gant  Gaither,  M.  D.,  Hopkinsville,  KSMA  presi- 
dent, and  J.  P.  Sanford,  Louisville,  executive  secretary 
of  the  KSMA,  were  the  guest  speakers  for  the  eve- 
ning. Dr.  Gaither’s  talk  was  entitled  “Lochiel,”  and 
Mr.  Sanford  spoke  on  “Your  Headquarters  Office  and 
You.” 

Dr.  Greene  Speaks  at  Second 

George  Green,  M.  D.,  Lexington,  was  the  scientific 
speaker  at  the  second  councilor  district  meeting  April 
24  at  Gabe’s  Restaurant  in  Owensboro.  He  spoke  on 
“Toxemia  in  Pregnancy.”  Davis  county  was  the  host 
society. 

Gant  Gaither,  M.  D.,  Hopkinsville,  president  of  the 
KSMA,  gave  a talk  entitled  “Hans,  the  Blue  Eyed 
Dane.”  Walter  L.  O’Nan,  M.  D.,  Henderson,  is  coun- 
cilor from  the  district. 

13th  Meets  on  April  5 

The  13th  councilor  district  meeting  held  in  con- 
junction with  the  State  Tuberculosis  Hospital  at  Ash- 
land, April  5 featured  a morning  program  on  diseases 
of  the  chest.  According  to  Charles  Johnson,  M.  D., 
Russell,  councilor  from  the  district  the  speakers  were: 
Oren  Beatty,  M.  D.,  Louisville;  Albert  Dickey,  M.  D., 
Madisonville  and  M.  L.  White,  Jr.,  M.  D.,  Hunting- 
ton,  West  Virginia. 

Other  physicians  who  participated  in  the  day  long 
program  were  Gant  Gaither,  Hopkinsville,  KSMA, 
President;  Alvin  Ortner,  Laman  Gray  and  Walter  S. 
Coe,  all  of  Louisville. 


Johnson  County  is  14th  Host 

The  Johnson  County  Medical  Society  was  the  host 
society  at  the  14th  councilor  district  meeting  at  the 
Paintsville  Country  Club  April  19,  according  to  John 
Archer,  M.  D.,  14th  district  councilor. 

Physicians  who  presented  papers  at  the  meeting 
were;  William  Kappes,  Louisville;  J.  M.  Emmett, 
Clifton  Forge,  Virginia  and  William  Engel,  Cleve- 
land, Ohio.  Gant  Gaither,  M.  D.,  Hopkinsville, 
KSMA  president,  spoke  on  “Orvell  1984”. 

75  Hear  Gant  Gaither,  M.D., 
at  Eighth  District  Meeting 

Approximately  75  physicians  attended  the  joint 
meeting  of  the  KSMA  Eighth  Councilor  District  and 
the  Campbell-Kenton  County  Medical  Society,  May 
3.  The  latter  group  acted  as  host. 

Gant  Gaither,  M.  D.,  Hopkinsville,  President  of  the 
KSMA,  was  the  guest  speaker  for  the  meeting.  His 
talk  was  entitled  “Hearts  of  Controversy — Major  and 
Minor.” 

Dr.  Gaither  urged  the  doctors  to  accept  their  per- 
sonal responsibility  for  economic  and  political  mat- 
ters. He  asked  that  they  keep  in  close  contact  with 
their  senators  and  representatives. 

New  KSMA  Members 

The  following  physicians  were  recently  added  to 
the  KSMA  membership  roster; 

Robert  I,.  Davis,  M.D.,  Lexington 
William  Hall.  M.D..  Middlesboro 
Paul  Kappes,  M.D.,  Bellevue 
J.  S.  Krakauer,  M.D.,  Middlesboro 
William  N.  Nash,  M.D.,  Louisville 
John  W.  Pate.  M.D..  Madisonville 
Ralph  R.  Robinson,  M.D.,  Middlesboro 
James  E.  Shaw,  M.  D„  Shepherdsville 
Presley  Smith,  M.D..  Hawesville 
Thomas  Weldon,  M.D.,  Covington 
Edgar  Wipperman,  M.D.,  Covington 

Blue  Cross  Enrollment  Soars 

The  Blue  Cross  recorded  its  largest  enrollment 
growth  since  1950  during  1955,  according  to  a recent 
Blue  Cross  news  release. 

During  1955,  3,726,899  people  were  enrolled  in 
the  hospital  prepayment  program.  The  fourth  quarter 
enrollment  of  1,150,696  was  the  second  largest  in 
Blue  Cross  history.  Nearly  one  out  of  every  three 
persons  in  the  United  States  today  is  enrolled  in  Blue 
Cross. 

E.  J.  Murray,  M.D.,  Resigns 

Edward  J.  Murray,  M.D.,  Lexington,  superinten- 
dent of  Julius  Marks  Sanatorium  since  May  1918, 
recently  announced  his  resignation  because  of  ill 
health. 

Dr.  Murray,  who  has  been  superintendent  of  the 
sanatorium  since  less  than  a year  after  it  was 
opened  will,  according  to  published  reports,  be  suc- 
ceeded by  James  T.  Gilboy,  M.D.,  of  the  VA  Hospital 
at  Dayton,  Ohio. 
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Advisory  Committees  Named 
By  TB  Hospital  Commission 

The  State  Tuberculosis  Hospital  Commission  re- 
cently appointed  advisory  committees  for  the  six 
district  hospitals. 

Committee  members  are: 

District  1,  Madisonville — M.  E.  Arnold,  M.D.,  and 
Mrs.  Robert  Donaldson,  both  of  Madisonville. 

District  2,  Louisville — P.  J.  Murphy,  M.  D., 
Lebanon  Junction  and  Mrs.  Kittie  Baird,  Versailles. 

District  3,  Paris — Mitchell  Denham,  M.D.,  Mays- 
ville,  and  Mrs.  Jack  Brennan  and  Gault  Robertson, 
M.D.,  both  of  Paris. 

District  4,  Ashland — C.  Wayne  Franz,  M.D.,  Ash- 
land and  Miss  Lois  Leslie,  Greenup. 

District  5,  London — Carl  Norfleet,  M.D.,  Somer- 
set and  Mrs.  Bryant  Oliver. 

District  6,  Glasgow — Elgin  Dunham,  M.D.,  Ed- 
monton and  Mrs.  Vivian  Rousseau,  Glasgow. 

Members  of  the  TB  Commission  are:  C.  C. 

Howard,  M.D.,  Glasgow,  Chairman;  V.  A.  Jackson, 
M.D.,  Clinton;  Alec  Spencer,  M.D.,  West  Liberty; 
Fred  T.  Moffett,  M.D.,  Frankfort  and  Russell 
Teague,  M.D.,  Louisville,  ex  officio. 

WA  Sponsors  TB  Program 

Five  thousand,  two  hundred  Pike  County  school 
children  were  tested  for  TB  this  year  as  part  of  an 
annual  program  sponsored  by  the  Woman’s  Auxiliary 
to  the  Pike  County  Medical  Society.  The  program, 
according  to  Mrs.  F.  H.  Hodges,  president,  is  an 
effort  “to  break  the  chain  which  has  kept  TB  active 
and  alive  in  Pike  County.” 

“This  program  aimed  at  teaching  parents  and  pos- 
sible contacts  of  children  who  are  not  being  reached 
by  radio,  newspapers,  mobile  units,  and  the  like 
is  to  be  highly  praised”,  said  Woodford  B.  Troutman, 
M.D.,  KSMA  Secretary-Editor  pro  tern.  “Such  pro- 
grams will  play  a big  part  in  eventually  combatting 
this  disease.” 

Dr.  Dyer  Speaks  at  MT  Meeting 

Robert  Dyer,  M.  D.,  Louisville,  spoke  at  the  an- 
nual dinner  meeting  of  the  State  Society  of  Medical 
Technologists  which  was  held  in  Louisville  at  the 
Brown  Hotel,  April  27-28. 

Dr.  Dyer  spoke  on  the  need  for  a closer  coopera- 
tion and  understanding  between  the  medical  profes- 
sion and  medical  technologists. 

Law-MD  Group  Elects  Officers 

R.  Arnold  Griswold,  M.D.,  was  re-elected  chair- 
man of  the  board  of  the  Louisville  Law-Science 
Foundation  on  May  3.  David  Cox,  M.D.,  was  re- 
elected treasurer;  Mr.  Theodore  Wurmser,  secretary; 
and  Mr.  Robert  Sloss,  vice-chairman.  Appointed  to 
three  year  terms  as  directors  were  Sam  Clark,  M.D., 
and  G.  David  McClure,  M.D.,  and  Mr.  A.  Scott 
Hamilton  and  Mr.  William  Loraine  Mix. 


Two  Retired  Louisville  MDs 
Receive  Achievement  Awards 

Two  retired  Louisville  physicians  received  the 
achievement  award  of  the  Alumnae  Association  of 
the  Woman’s  College  in  Philadelphia  on  June  6. 
Annie  Veech,  M.  D.,  and  Alice  Pickett,  M.  D.,  both 
1909  graduates  of  the  college,  were  honored  for 
“outstanding  medical  and  scientific  achievement.” 

Dr.  Pickett,  77,  who  retired  in  1952  was  head  of 
the  obstetrics  department  at  the  University  of  Louis- 
ville School  of  Medicine  for  25  years.  A native  of 
Shelby  County,  Dr.  Pickett  went  overseas  in  1917 
and  served  as  a civilian  doctor  with  the  Red  Cross 
during  World  War  I. 

Dr.  Veech,  85,  organized  and  headed  Kentucky’s 
first  maternal  and  child-health  program.  In  1937  she 
joined  the  City  Health  Department  which  later  be- 
came the  City-County  Board  of  Health.  She  resigned 
in  1949. 

Matching  Funds  Established 

The  announcement  of  the  establishment  of  a 
$10,000,000  program  of  matching  grants  to  the 
National  Fund  for  Medical  Education  was  made 
April  15  by  H.  Rowan  Gaither,  Jr.,  president  of  the 
Ford  Foundation.  The  national  Fund  for  Medical 
Education  is  the  organization  which  distributes  to 
medical  schools  funds  raised  by  the  American  Medi- 
cal Education  Foundation  and  by  contributions  from 
industry  and  the  general  public. 

The  Ford  Foundation  grants,  according  to  Mr. 
Gaither,  will  be  made  on  a matching  basis  over  a 
five  to  10  year  period  with  a maximum  grant  in 
any  one  year  limited  to  $2,000,000.  This  appropria- 
tion is  distinct  from  the  Ford  $90,000,000  endowment 
announced  in  December. 

19th  Edition,  AMA  Directory 
Released  to  Subscribers 

The  first  copies  of  the  19th  edition  of  the  Ameri- 
can Medical  Directory  were  mailed  to  subscribers 
the  last  of  May. 

The  new  edition,  which  lists  information  on  260,- 
638  physicians  in  the  United  States,  its  dependencies 
and  Canada,  contains  3,122  pages.  Since  the  18th 
edition  in  1950  more  than  250,000  changes  of  ad- 
dresses have  been  recorded,  46,348  names  have  been 
added  and  24,225  have  been  deleted  because  of 
death. 

The  directory  costs  $30  a copy.  Orders  can  be 
made  to  Philip  Mohr,  Editor  of  the  Directory,  AMA, 
535  N.  Dearborn  Street,  Chicago,  Illinois. 

MD  Speaks  at  P-T  Meeting 

Frank  Falkner,  M.D.,  assistant  professor  of  child 
health  at  the  University  of  Louisville  School  of 
Medicine,  spoke  at  the  36th  Annual  Kentucky  Con- 
gress of  Parents  and  Teachers  in  Cincinnati,  May  1. 
He  said  children  can  be  made  happier  if  their 
mental  and  physical  growths  are  normal. 
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IMPORTANT  RESEARCH  CONTRIBUTION 


Searle  Introduces: 

A Practical  New  Steroid 
for  Protein  Anabolism 


Nilevar* 

(BRAND  OF  NORETHANDROLONE) 

PROTEOGENIC  EFFECTIVENESS  • The  newest  Searle  Research 
development,  Nilevar,  exerts  a potent  force  in  protein  anabo- 
lism. Yet  it  is  without  appreciable  androgenic  effect  (approxi- 
mately one-sixteen#i  of  that  exerted  by  the  androgens). 

Investigations  with  Nilevar  show  that  nitrogen,  potassium 
and  phosphorus  are  retained  in  ratios  indicating  protein  anab- 
olism. Nilevar  is  thus  the  first  steroid  which  is  primarily  ana- 
bolic and  which  provides  a practical  means  of  meeting  the 
numerous  demands  for  protein  synthesis. 

NILEVAR  IS  ORALLY  EFFECTIVE  • Clinical  response  to  Nilevar 
is  characterized  not  only  by  protein  anabolism  but  also  by  an 
increase  in  appetite  and  an  improved  sense  of  well-being. 

SAFETY  AND  PRECAUTIONS  • Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fall  to  show  toxic  effects  after 
six  months  of  continuous  administration  of  high  dosages. 
Nilevar  should  not  be  administered  to  patients  with  prostatic 
carcinoma.  Nausea  or  edema  may  be  encountered  infrequently. 

DOSAGE  • The  daily  adult  dose  is  three  to  five  Nilevar  tablets 
(30  to  50  mg.)  but  up  to  100  mg.  may  be  administered.  For 
children  the  daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight.  Individual  dosages  depend  on  need  and  response  to 
therapy.  Nilevar  is  available  in  10  mg.  tablets.  G.  D.  Searle  & 
Co.,  Research  in  the  Service  of  Medicine. 


INDICATIONS: 

Nilevar  is  indicated  in  the  vast 
area  of  surgical,  traumatic  and 
disease  states  in  which  protein 
anabolism  is  desirable  for  has- 
tening recovery.  The  specific 
indications  are: 

1.  Preparation  for  elective  sur- 
gery. 

2.  Recovery  from  surgery. 

3.  Recovery  from  illness:  pneu- 
monia, poliomyelitis  and  the 
like. 

4.  Recovery  from  severe 
trauma  or  burns. 

5.  Nutritional  care  in  wasting 
diseases  such  as  carcinoma- 
tosis and  tuberculosis. 

6.  Domiciliary  care  of  decubi- 
tus ulcers. 

7.  Care  of  premature  infants. 

^Trademark  of  G.  D.  Searle  & Co. 
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Dr.  Gragg  Is  Hospital  Head 

Logan  Gragg,  Jr.,  M.  D.,  Lexington,  has  begun 
duties  as  superintendent  of  Eastern  State  Hospital.  He 
replaces  Charles  Feuss,  Jr.,  M.  D.,  who  resigned  to 
become  medical  director  of  the  Milwaukee  Hospital 
for  Mental  Diseases  and  chief  of  psychiatric  services 
at  Milwaukee  General  Hospital. 

Dr.  Gragg  was  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1941.  He  has  been 
clinical  director  at  Eastern  State  for  three  years. 

Future  MDs  Hear  Lecturer 

Lt.  Col.  Eddy  D.  Palmer,  gastroenterologist  at 
Walter  Reed  Army  Hospital  in  Washington,  D.  C., 
spoke  at  the  recent  meeting  of  the  University  of 
Louisville  chapter  of  the  Student  American  Medical 
Association  at  General  Hospital. 

William  Vonderhaar,  president  of  the  student 
chapter,  presented  a plaque  to  Dr.  Palmer,  who  was 
the  second  annual  lecturer. 

Health  Officer  Gets  State  Job 

Frederick  Eberson,  M.  D.,  former  health  officer 
for  Henderson,  Webster  and  Union  counties,  became 
director  of  preventive  medicine  at  the  State  Health 
Department  May  15.  The  position,  vacated  by  U. 
Pentti  Kokko,  M.D.,  was  filled  temporarily  by  Paul 
M.  Crawford,  M.D.,  director  of  tuberculosis  control. 


MDs  to  Participate  on  Panel 

Clyde  C.  Sparks,  M.  D.,  Ashland,  immediate  past 
president  of  the  Kentucky  State  Medical  Association, 
moderated  a panel  discussion  at  the  June  5 meet- 
ing of  the  Kentucky  Federation  of  Women’s  Clubs  in 
Louisville.  Panel  members  were:  Clark  Bailey,  M.  D., 
Harlan;  Garnett  Sweeney,  M.  D.,  Liberty;  Duffy  Han- 
cock, M.  D.,  Louisville;  and  Vinson  Pierce,  M.  D., 
Covington. 

The  panel,  carrying  out  the  theme  of  the  three  day 
convention,  “Things  We  Do  That  Keep  Us  Free,” 
discussed  the  contribution  the  medical  profession 
makes  to  freedom. 

Four  MDs  Are  APP  Members 

Four  Kentucky  physicians  were  elected  to  mem- 
bership in  the  American  Academy  of  Pediatrics  on 
April  12,  according  to  W.  J.  Becker,  business  man- 
ager of  the  academy. 

The  physicians  were:  Earl  James  Farrell,  Jr.,  New- 
port; Doane  Fischer,  Harlan;  Walter  Arnold  Kirch- 
ner,  Louisville  and  Hugh  Bailey  Lynn,  Louisville. 

Cosmetics  Symposium  Held 

The  Committee  on  Cosmetics  sponsored  a sym- 
posium at  the  105th  AM  A Annual  Meeting  in  Chi- 
cago, June  11-15.  According  to  Miss  Veronica  L. 
Conley,  secretary  of  the  Committee,  the  symposium 
was  held  at  3 PM  Wednesday,  June  13  in  the  ball- 
room of  the  Knickerbocker  Hotel. 


the  most  complete 
optical  scRvice 
in  kentucky 


.540 


June  1956  • The  Journal  of  the  Kent 


Trasentine-Phenobamitai 


I 


C I B A 

Sitmmit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbitaL 


2J2SteK 


10  UMW  Hospitals  Dedicated 

Seven  UMW  hospitals  in  Kentucky  were  among 
the  10  dedicated  by  John  L.  Lewis,  UMW  President, 
at  the  Beckley  Memorial  Hospital,  Beckley,  West 
Virginia  on  June  2. 

The  seven  Kentucky  hospitals  are  located  in  Har- 
lan, Hazard,  Pikeville,  McDowell,  Whitesburg, 
Middlesboro  and  South  Williamson.  The  other  three' 
are  located  at  Man,  West  Virginia;  Wise,  Virginia  and 
Bef'kUv. 

Muldraugh  MDs  Meet  April  12 

The  Muldraugh  Hill  Medical  Society  held  a meet- 
ing Thursday  April  12  at  the  Hardin  Memorial 
Hospital- 

According  to  Joseph  C.  Ray,  M.  D.,  Louisville, 
secretary,  the  following  physicians  presented  papers 
at  the  meeting:  Lt.  Col.  Walter  Lumpkens,  M.  C., 
Fort  Knox;  Willard  Litzenberger,  M.  D.,  Elizabeth- 
town; Capt.  Rudolph  Wilhelm,  M.  C.,  Fort  Knox; 
Rudy  Vogt,  M.  D.,  Louisville;  Israel  Muss,  M.  D., 
Louisville  and  Col.  Oswald  Jensen,  M.  C-,  Fort  Knox. 

Stumbo  Hospital  is  Closed 

The  Stumbo  Memorial  hospital  near  Lackey  was 
closed  April  15,  according  to  C.  L.  Roach,  M.  D., 
formerly  of  Lackey. 

The  hospital  had  been  used  by  Dr.  Roach,  for 
clinic  purposes  since  March  15.  No  bed  patients  were 
admitted  after  this  date.  Dr.  Roach  recently  began  a 
practice  in  Seviersville,  Tennessee. 


JCMS  Announces  New  Plans 

The  Board  of  Governors  of  the  Jefferson  County 
Medical  Society  recently  took  steps  to  omit  names  of 
pharmacists  from  prescription  blanks  and  to  have  no 
more  than  two  listings  of  physicians  in  the  yellow 
pages  of  the  phone  book. 

The  Louisville  Retail  Druggists  Association  agreed 
with  the  physicians  that  the  printed  blanks  constituted 
unfair  advertising.  On  the  phone  book  listing  issue — 
the  society  decided  physicians  will  be  listed  only 
under  (1)  “Physicians  and  Surgeons  (MD)”  and  (2) 
a society  approved  specialty  or  group. 

Dr.  Flexner  Receives  Award 

Dr.  Abraham  Flexner,  89,  formerly  of  Louisville, 
was  recently  awarded  the  Frank  H.  Lahey  Memorial 
Award  at  a dinner  marking  the  beginning  of  Medical 
Education  Week. 

Dr.  Flexner,  not  a doctor  of  medicine,  first  gained 
recognition  in  1908  with  his  study  of  medical 
schools.  In  1917  Flexner  became  secretary  of  the 
General  Education  Board  of  the  Rockefeller  Eounda- 
tion.  Since  1939,  when  he  retired  as  director  of  the 
Institute  for  Advanced  Studies  at  Princeton,  N.  J., 
he  has  devoted  his  time  to  writing  books,  chiefly  on 
educational  and  medical  subjects. 

Townsend  is  SB  of  H Member 

Ered  S.  Townsend,  PhG,  London,  was  named 
pharmacy  member  of  the  State  Board  of  Health, 
March  23  by  Governor  A.  B.  Chandler.  He  succeeds 
Clarence  Davis,  PhG  of  Louisville. 
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Scholarship  Fund  to  Forgive 
Loans  Under  New  Set-up 

The  Board  of  Trustees  of  the  Rural  Kentucky 
Medical  Scholarship  Fund  recently  approved  a plan 
whereby  medical  students  will  not  have  to  pay  back 
loans  if  they  practice  five  years  in  any  of  10  critical 
Kentucky  counties. 

The  program  was  made  possible  by  a $50,000 
appropriation  approved  by  the  General  Assembly, 
according  to  C.  C.  Howard,  M.D.,  Glasgow,  chair- 
man of  the  Fund. 

Students  not  wanting  to  practice  in  any  of  the  10 
critical  counties  can  still  get  assistance  by  the 
standard  policy.  They  must  practice  in  an  approved 
area  for  the  number  of  years  they  received  assistance 
and  pay  the  amount  borrowed  back  plus  two  per 
cent  interest. 

The  critical  counties  are;  Powell,  Martin,  Knott, 
Rockcastle,  Magoffin,  Elliott,  Knox,  Cumberland, 
Leslie  and  Breathitt. 

WA  Head  Speaks  at  Meeting 

Mrs.  R.  Ward  Bushart,  Fulton,  president  of  the 
Woman’s  Auxiliary  to  the  Kentucky  State  Medical 
Association,  was  the  guest  speaker  at  a recent  dinner 
meeting  of  Harlan  County  physicians  and  their  wives. 
Mrs.  C.  Stacey,  Pineville,  President-elect  of  the  WA 
to  the  KSMA  was  a guest  at  the  dinner  dedicated  to 
the  observance  of  Doctor's  Day.  Mrs.  Clark  Bailey 
is  president  of  the  Harlan  County  WA. 

Compulsory  Insurance  Backed 

Nelson  Cruikshank,  head  of  the  AFL-CIO  de- 
partment of  social  security,  testifying  before  the 
House  Ways  and  Means  Committee  on  HR  9120. 
reiterated  the  organization’s  support  for  a program 
of  compulsory  health  insurance. 

HR  9120  provides  an  extra  $3.00  per  month  of 
federal  money  for  the  care  of  each  adult  and  $1.50 
for  each  child. 

Pa.  MD  Speaks  in  Louisville 

Henry  L.  Bockus,  M.D.,  chairman  of  the  depart- 
ment of  medicine  at  the  University  of  Pennsylvania 
Graduate  School  of  Medicine  recently  spoke  before 
some  200  Louisville  doctors  and  University  of  Louis- 
ville medical  students.  His  talk  was  the  annual  lecture 
sponsored  by  Alpha  Omega  Alpha,  medical  fraternity. 
The  lecture  was  given  in  Rankin  Amphitheater  at 
General  Hospital. 

Aero  MDs  Meet  in  Chicago 

The  Aero  Medical  Association  held  its  annual  con- 
vention at  the  Drake  Hotel  in  Chicago,  April  16 — 18. 
Among  the  speakers  was  Frank  B.  Berry,  M.  D.,  As- 
sistant Secretary  of  Defense,  Health  and  Medicine. 

Three  hundred  eighty  physicians  will  be  drafted 

into  the  Navy  during  July — so  said  a report  from  the 
Defense  Department,  May  16.  This  will  fill  armed 
forces  needs  through  October. 


MD  TV  Show  Begins  Sept.  9 

Live  reports  on  current  developments  in  medical 
progress  will  be  featured  on  “Medical  Horizons” 
television  series  when  it  begins  its  new  39  week  run 
on  September  9 over  85  American  Broadcasting 
Company  stations. 

The  show,  sponsored  by  Ciba  Pharmaceutical 
Products  and  the  American  Medical  Association  will 
keep  the  same  show  format  but  will  be  seen  at  4:30 
p.m.  (EDT)  each  Sunday. 

Ne'ws  Items 

Eugene  Parr,  M.D.,  a physician  in  Berea  since  1953, 
is  taking  a fellowship  in  surgery  at  Mayo  Clinic  in 
Rochester,  Minnesoto.  Dr.  Parr,  a ’52  graduate  of 
the  University  of  Louisville  School  of  Medicine,  in- 
terned at  the  Baroness  Erlanger  Hospital  in  Chat- 
tanooga, Tennessee. 

Etta  Wright  Best.  M.D.,  a pathologist,  has  become 
associated  with  the  Good  Samaritan  Hospital  in  Lex- 
ington. Dr.  Best  received  her  medical  degree  from 
the  University  of  Louisville  School  of  Medicine  in 
1949.  She  interned  at  Queen’s  Hospital  in  Honolulu, 
Hawaii. 

Benjamin  Todd,  M.D.,  a ’51  graduate  of  the  Medical 
College  of  South  Carolina,  has  become  associated 
with  the  Graves  Gilbert  Clinic  in  Bowling  Green. 
Dr.  Todd  interned  and  served  a residency  at  the 
Philadelphia  General  Hospital. 

Richard  J.  Snyder,  M.D.,  has  joined  the  Staff  of 
the  UMW  Hospital  in  Hazard.  A 1954  graduate  of 
the  Wayne  University  College  of  Medicine 
(Michigan),  he  interned  at  the  USPH  Hospital  on 
Statten  Island,  New  York.  He  also  was  associated 
with  the  USPH  Hospital  at  Manhattan  Beach  in 
Brooklyn. 

Eugene  Carter,  Jr.,  M.D.,  has  joined  the  staff  of 
the  UMW  hospital  in  Hazard.  Dr.  Carter  was 
graduated  from  the  University  of  Virginia  Depart- 
ment of  Medicine  in  1940  and  interned  at  the  Univer- 
sity of  Virginia  hospital.  He  had  his  hospital  training 
at  Lahey  Hospital  and  ^Johns  Hopkins  Hospital. 

Leo  Kirch,  M.D.,  a 1939  graduate  of  the  Indiana 
University  School  of  Medicine,  has  been  appointed 
on  the  staff  of  the  UMW  Hospital  at  Harlan.  A na- 
tive of  Indiana,  Dr.  Kirch  interned  at  the  Indianapolis 
General  Hospital. 

Clifford  Best,  M.D.,  has  become  associated  with 
the  Hazard  Memorial  Hospital.  A 1925  graduate  of 
the  University  of  Iowa  Medical  School,  Dr.  Best  had 
his  hospital  training  at  Letterman  General  Hosiptal, 
Mayo  Clinic  and  the  Unversity  of  Michigan. 
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Charles  Reach,  M.D.,  a physician  in  Lackey  since 
1954,  has  started  a practice  in  Seviersville,  Tennessee. 
Dr.  Roach  was  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1951  and  served 
an  internship  at  the  St.  Joseph’s  Hospital  in  Lexing- 
ton. 

Samuel  Oscar  Hodges,  M.D.,  recently  began  a 
practice  of  medicine  in  Berea.  A 1954  graduate  of 
the  University  of  Louisville  School  of  Medicine,  Dr. 
Hodges  interned  at  the  St.  Elizabeth  Hospital  in 
Dayton,  Ohio. 

James  Freedman,  M.D.,  who  recently  was  associated 
with  the  Graves  Gilbert  Clinic  in  Bowling  Green, 
has  begun  a practice  in  Lexington.  Dr.  Freedman 
was  graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1945. 


A.  L.  Beckett,  M.D.,  a physician  at  Eastern  State 
Hospital  in  Lexington,  recently  announced  his 
retirement.  He  was  graduated  from  the  Hospital 
College  of  Medicine  in  1907. 

Dexter  Meyer,  M.D.,  who  recently  returned  from 
the  service,  has  begun  a practice  in  Covington.  Dr. 
Meyer,  a ’44  graduate  of  the  University  of  Louisville 
School  of  Medicine,  served  an  internship  at  the 
US  Naval  Hospital  in  Bethesda,  Maryland. 
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FRANK  O’BRIEN,  M.D. 

New  York 
1891-1956 

Dr.  O’Brien,  65,  former  director  of  the  Louisville 
Mental  Hygiene  Clinic,  died  March  13  at  his 
home  in  New  York. 

Dr.  O’Brien  was  head  of  the  clinic  from  1921 
to  1931.  During  that  time  he  was  a member  of  the 
faculty  of  the  University  of  Louisville  School  of 
Medicine  and  on  the  staff  of  the  Norton  Memorial 
Infirmary  and  the  Kosair  Crippled  Children  Hospital. 

In  1931  he  joined  the  New  York  Board  of  Edu- 
cation. He  became  associate  superintendent  of  New 
York  schools  in  1941. 

N.  M.  GARRETT,  M.D. 

Brodhead 

1870-1956 

Dr.  Garrett,  85,  died  of  a heart  attack  at  his  home 
March  2. 

A practicing  physician  for  58  years.  Dr.  Garrett 
had  practiced  medicine  in  Brodhead  for  29  years. 
He  was  graduated  from  the  Louisville  Medical 
College  in  1897. 

Dr.  Garrett  was  a deacon  in  the  Brodhead  Baptist 
Church. 
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Case  Discussion 

(Continued  from  Page  529) 

Joseph  A.  Little,  M.  D.:  Although  at  the 
time  of  admission  it  was  rather  obvious  from 
our  observation  of  this  patient  that  we  were 
dealing  with  hysteria,  certain  organic  lesions 
might  be  considered.  The  admitting  diagnosis 
of  the  resident  on  pediatrics  was  hysteria.  The 
possibility  of  infantile  poliomyelitis  might  be 
raised.  This  would  affect  the  muscular  activ- 
ity without  any  sensory  disturbances.  However, 
it  was  difficult  to  consider  a muscular  paraly- 
sis without  any  evidence  of  muscular  atrophy. 
Spastic  diplegia  of  unknown  etiology  was  also 
considered.  However,  we  could  not  elicit  any 
other  evidence  of  a motor  neuron  disease  be- 
sides paralysis.  Particularly  there  was  no  clonus  ! 
and  the  response  to  plantar  stimulation  was  i 
essentially  negative.  There  was  some  evidence  | 
of  equal  hyperactive  tendon  reflexes  in  the 
lower  extremities.  However,  without  sustained 
clonus  this  was  difficult  to  be  interpreted  on  an 
organic  basis- 

The  urinalysis  was  negative  for  porphyrins. 

QUESTION:  In  what  way  did  psychiatry 
help  her  any  more  than  the  chiropractor? 

Arthur  M.  Kasey,  M.  D.:  The  only  differ- 
ence up  to  now  has  been  the  time  element. 
Under  the  chiropractor  she  was  getting  lots  of 
attention  and  sympathy.  The  secondary  gains  i 
from  illness  were  quite  obvious  and  she  re- 
covered in  three  months.  When  she  came  into  L 
the  psychiatric  service  and  was  treated  with  li 
“judicial  neglect,”  that  is,  alone  in  an  air  con- 
ditioned quiet  room,  the  secondary  gains  of 
attention,  pity,  and  sympathy  were  immediately 
dispersed.  She  recovered  in  three  hours.  She 
recovered  from  the  symptoms,  but  not  the 
underlying  personality  disorder.  Here  is  the 
real  problem  in  this  girl.  To  get  to  the  basis  of 
her  conflict  will  take  time  and  effort  but  it  is 
probably  not  too  profound  and  by  its  discovery 
we  should  be  able  to  prevent  recurrence  of  her 
symptoms. 

QUESTION:  What  is  being  done  about  it 
now? 

Donald  M.  Hayes,  M.  D.:  She  is  currently 
under  treatment  by  one  therapist  in  the  Psy- 
chiatric Out-Patient  Department,  her  parents 
by  another.  They  are  all  working  to  improve 
their  relationships  with  each  other. 

QUESTION:  What  about  her  prognosis? 
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Dr.  Ackerly:  That  will,  of  course,  depend  on 
the  efficiency  of  the  treatment.  Conversion 
reactions  or  hysteria  are  well  known  to  all  of 
you-  The  symptoms,  in  general,  mask  the  real 
problem,  the  conflict  which  the  patient  cannot 
solve  by  direct  means  so  he  “converts”  this 
problem  to  some  disability  which  now  demands 
all  his  attention  and  divests  him  of  his  worry 
over  the  original  problem.  So,  if  we  simply 
remove  the  symptom,  as  has  been  done  in  this 
case  in  several  different  ways,  we  do  not  re- 
solve the  conflict.  Unless  this  eventually  is 
accomplished,  the  same  or  different  symptoms 
will  continue  to  appear,  and  the  patient  will 
not  remain  “well”. 


Special  Article 

(Continued  from  Page  532) 

Any  physician  in  the  State  may  visit  a 
State  mental  hospital  at  any  time.  You  will 
be  welcome  to  look  in  on  any  patient  you  may 
have  sent  to  a hospital  for  treatment. 

Also,  any  doctor  who  wishes  an  abstract  of 
a patient’s  record  in  the  hospital  to  help  him 
with  follow-up  visits,  may  obtain  the  abstract 
by  directing  a request  to  the  superintendent  of 
the  hospital  where  the  patient  was  hospitalized. 


Editorial 

(Continued  from  Page  530) 

No  evidence  has  been  submitted  that  the 
drug  corrects  any  error  in  metabolism.  It  only 
further  alters  an  already  faulty  metabolism  by 
adding  more  variables. 

Almost  every  new  patient  asks,  “Isn't  there 
something  I can  take  instead  of  shots?”  The 
temptation  will  be  great  to  yield  to  the  patient’s 
wishes  and  begin  with  the  new  tool  when  it  be- 
comes available  for  general  use. 

Few  of  us  can  look  back  to  the  pre-insulin 
era,  but  all  of  us  realize  the  great  change  that 
insulin  has  brought  about.  Truly  insulin  is  a 
“miracle  drug.”  Let  us  not  be  too  hasty  in  dis- 
carding an  old  friend  for  the  new  without  first 
carefully  studying  all  available  information. 
Above  all,  let  us  not  encounter  the  pitfall  of 
substituting  “miracle  drugs”  for  careful  analy- 
sis of  each  individual  and  patterning  the  treat- 
ment to  fit  each  individual’s  needs. 

Lewis  Dickinson,  M.  D. 
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Young  Miss  Maass 
bet  her  life 


Even  at  6:00  A.M.,  it  is  warm  in  Havana. 

Blit  young  Miss  Clara  Louise  Maass 
felt  chilly.  Her  head  ached.  Worse,  she  knew 
nothing  would  help. 

The  illness  starts  like  any  other  febrile 
attack.  But  soon  the  face  is  flushed.  There  is 
high  fever.  After  two  or  three  days,  the 
pulse  becomes  feeble,  the  skin  cold  and  of 
a lemon-yellow  tint.  Chances  of  recovery 
hardly  approximate  50%. 

In  seven  pain-wracked  days,  yellow  fever 
killed  Clara  Louise.  And  it  was  her  own 
doing. 

At  Las  Animas  Hospital,  Cuba,  in  1901, 
volunteers  were  needed  for  the  famous  U.  S. 
,\rmy  yellow  fever  experiments. 

And  she,  who  had  fearlessly  nursed  the 
worst  fever  cases,  thought  undergoing  the 
disease,  herself  would  make  her  a better 
nurse.  She  asked  to  he  bitten  by  an  infected 
mosquito.  “I  tried  to  dissuade  her.”  said  the 
medical  director.  “But  she  insisted.” 

So,  in  what  would  soon  he  America’s  vic- 
torious battle  against  yellow  fever,  Clara 
Louise  Maass  bravely  died  as  she  had  lived 
—for  others. 

Yet  the  steel  of  her  quiet,  devoted  cour- 
age still  gleams  in  the  strength  of  today’s 
Americans.  For  it  is  still  American  courage 
and  character  that  make  our  country  secure 
—ami  that  actually  hack  our  nation’s  Sav- 
ings Bonds. 

That’s  why  U.S.  Savings  Bonds  are  among 
the  world’s  finest  investments.  That’s  why 
you’re  wise  to  buy  them  regularly,  and  hold 
on  to  them.  Start  today! 


It’s  actually  easy  to  save  money— when  you  buy 
Series  E Savings  Bonds  through  the  automatic 
Payroll  Savings  Plan  where  you  work!  You  Just 
sign  an  application  at  your  pay  office;  after  that 
your  saving  is  done  for  you.  The  Bonds  you  re- 
ceive will  pay  you  interest  at  the  rate  of  3%  per 
year,  compounded  semiannually,  when  held  to 
maturity.  .And  after  maturity  they  go  on  earning 
10  years  more.  Join  the  Plan  today.  Or  invest  in 
Bonds  regularly  where  you  bank. 

Safe  as  /America  — 

U.S.  Savings  Bonds 


The  U.S.  Government  does  not  pay  for  this  advertisement. 
It  is  donated  by  this  publication  in  cooperation  with  the 
Advertising  Council  and  the  Magazine  Publishers  of  America, 
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Comparison  of  the  effect  of  Raudixin  (tranquilizer)  and  a 
barbiturate  (sedative)  on  the  cortical  electroencep>halogram 

No  drug. 

After  Raudixin.  E.  E.  G.  not  altered. 


After  barbiturate.  Typical  spindling  effect 


Because  barbiturates  and  other  sedatives  depress  the  cerebral  cor- 
tex, the  sedation  achieved  is  accompanied  by  a reduction  in  mental 
alertness. 

Raudixin  acts  in  the  area  of  the  midbrain  and  diencephalon,  and 
does  not  depress  the  cerebral  cortex.  Consequently,  the  tranquiliz- 
ing  (ataractic)  effect  achieved  is  generally  free  of  loss  of  alertness- 


RAUDIXIN 

Squibb  Whole  Root  Rauwolfia  Serpentina 


DOSAGE:  100  mg.  b.i.d.  initially;  may  be  adjusted  within  a range  of  50 
mg.  to  500  mg.  daily.  Most  patients  can  be  adequately  maintained  on 
100  mg.  to  200  mg.  per  day. 


Squibb 


SUPPLY;  50  mg.  and  100  mg.  tablets;  bottles  of  100,  1000  and  5000. 


Squibb  Quality— the  Priceless  Ingredient  -RAUDixm  © a squ.bb  traoemark 
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^..WHEN  CONTINUOUS 
DIURESIS  IS  MANDATORY  TO 
CONTROL  HEART  FAILURE, 
NEOHYDRIN 

BECOMES  THE  SUPERIOR 
[ORAL]  AGENT,  SINCE  THIS 
COMPOUND  CONTINUES  TO 
PRODUCE  DIURESIS  WHEN 
ADMINISTERED  DAILY''* 

*Moyer,  J.  H.,  and  Hughes,  W.  M.: 

J.  Chron.  Dis.  2:678,  1955. 


NEW  CASTLE  SANITARIUM 

Telephone  3621 
NEW  CASTLE,  KY. 

For  the  core  of 

CHRONIC,  CONVALESCENT  AND  GERIATRIC 
PATIENTS 

Member  of  the  American  Hospital  Association 
Member  of  the  American  Assn,  of  Nursing  Homes 
Licensed  and  Approved  by  the  Stote  of  Kentucky 

SPECIAL  DIETS  PREPARED — ELECTRO-THERAPY 
TREATMENTS  AVAILABLE 

PRIVATE  PHYSICIAN  AVAILABLE  AT  ALL  HOURS 
24-HOUR  EFFICIENT  AND  CHEERFUL  NURSING  CARE 

REASONABLE  RATES  ’ 

New  Selectemp  Modulated  Steam  Heat  With  Filtered  Air 
For  Maximum  Comfort  and  Safety 
Protected  Throughout  With  Automatic  Fire  Detection 
and  Alarm  System 

IRA  O.  WALLACE,  Administrator 


OCULISTS’  PRESCRIPTIONS  EXCLUSIVELY 

MUTH  OPTICAL  COMPANY 


Prescription  Opticians 

665  S.  4th  Brown  Hotel  Building  Loursville  2 


THE 

K E E L E Y 

Treating  alcoholism  and  other  problems  of  addiction. 

INSTITUTE 

• 

REGISTERED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION - 
MEMBER  AMERICAN  HOSPITAL  ASSOCIATION. 

DWIOHT.  IL.L.INOIS 

QleciA.iM&W' 

On  The  Kratzville  Road 


TELEPHONE  5-6181 

A PRIVATE  HOSPITAL  FOR  THE  TREAT- 
MENT OF  PATIENTS  SUFFERING  FROM 
MENTAL  ILLNESS,  ALCOHOLISM  AND 
DRUG  ADDICTION. 


SEPARATE  BUILDINGS  FOR  DISTURBED  AND 
EVANSVILLE,  IND.  CONVALESCENT  PATIENTS. 


Equipped  for  Surgery 

ELECTROENCEPHALOGRAPH  — CLINICAL  LABORA- 
TORY—EKG  AND  BMR  EQUIPMENT— STEREOSCOPIC 
X-RAY  — HYDROTHERAPY. 

ALBERT  J.  CREVELLO,  M.D. 

Diploraate,  American  Board  of  Psychiatry 
& Neurology.  Inc. 

MEDICAL  DIRECTOR 
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Announcing 
Revision  of 
N.N.R.  Monograph  for 


yy 

L.YN 

dihydroxy  aluminum  aminoacetate 


On  the  basis  of  considerable  in  vitro 
evidence  accumulated  over  a period  of 
seven  years,  the  Council  on  Pharmacy 
and  Chemistry  has  revised  the  original 
Alglyn  monograph  acknowledging  that 


this  most  recent  form  of  aluminum  ant- 
acid therapy  is  as  active — In  Tablet 
Form — as  the  various  aluminum  hydrox- 
ide preparations  are  in  Liquid  form: 


“Dihydroxy  aluminum  aminoacetate  . . . shares  the  properties  of  the  alumi- 
num hydroxide  gel  preparations.  In  vitro  studies  indicate  that  the  buffering 
action  of  dihydroxy  aluminum  aminoacetate  in  tablet  form  is  comparable  to 
that  of  the  liquid  preparations  of  aluminum  hydroxide  gel  when  compared 
on  the  basis  of  equivalent  aluminum  content.” 


Alglyn  Tablets,  0.5  Cm.  dihydroxy 
aluminum  aminoacetate,  are  supplied  in 
bottles  of  100  (white).  Your  patients  will 
welcome  the  change  from  liquid  antacid 
preparations  to  easy-to-take  convenient, 
lightly-flavored  Alglyn  TabletsL 

Also  supplied  in  combination  with 
spasmolytic  and  sedative  therapy  as 


Malglyn  Compound,  each  tablet 
contains  dihydroxy  aluminum  aminoace- 
tate, 0.5  Cm.,  belladonna  alkaloids,  0.162 
mg.,  phenoharhital,  16.2  mg.,  per  tablet, 
bottles  of  100  (pink);  and  as  Belglyn, 
dihvdroxy  aluminum  aminoacetate,  0.5 
Cm.,  belladonna  alkaloids,  0.162  mg.,  per 
tablet,  bottles  of  100  (yellow). 


Reprint  of  recent 
in  vivo  studies  avail* 
able  on  request 


1.  Rossett,  N.E.  and  Rice,  M.L.,  Jr.:  Gastroenterology,  26:490,  1954. 

^ ^ f^ising,  L.W.;  J.  Am.  Pharm.  Assoc.,  Scientific  Edition, 

vO.ooOp  lyqy. 


ien  PH 


A R M A C E U T I C A L COMPANY 

CHATTANOOGA  9,  TENNESSEE 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a'compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modem  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 

Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia  — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 


WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia — Phone  Salem  4761 


Copyr/gfif  7955  H.N.  Alford,  Atlanta,  Ga, 
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Each  tablet  contains: 

Reserpine  0.15  mg.  for  hypothalamic  action 
Mebaral  30  mg.  for  cortical  action 


innmecnate  and  Sustained 


TRANQUILLITY 


0 m 

^ TABLETS 


ANXIETY  AND  TENSION  STATES 
PREMENSTRUAL  TENSION 
MENOPAUSAL  SYNDROME 
ESSENTIAL  HYPERTENSION  ^ " 
ANGINA  PECTORIS 


CORONARY  OCCLUSION.  ^ " 


DOSE:  1 tablet  3 times  daily.*  SUPPLIED:  Bottles  of  100  tablets 


LABORATORIES 


NEW  YORK  18,  N.  Y 


Mebaral  (brand  of  mephobarbital),  trademark  reg.  U.  S.  Pat.  Off.  , " ^ 

— --  - - ^ ' ytf 


dical  Association  • June  1956 


553 


For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 
AMERtCAX  Gfanamid  coMPAxr  Pearl  River,  New  York 


PATENTED  WEDGE 
GIVES  SUPPORT 
TO  CENTER  LINE 
OF  BODY 
WEIGHTS 


Insole  extension  and 
heel  where  support  is 

* The  patented  arch  support  construction  is  guaran^ 
teed  not  to  break  down. 

* Innersoles  guaranteed  not  to  crack  or  collapse. 

9 Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

^ Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

* We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

* We  make  more  shoes  for  polio,  club  feet  and  di&> 
abled  feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  **rbe  Preservation  of  the  Function  of  the 
Foot  Boloncing  and  Synchronizing  the  Shoe  with  the  Foot.** 

Write  for  details  or  contact  yovr  local  FOOT>SO«PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 
^ - 


PLEASE  NOTICE 

Advertising  space  in  the  Kentucky  Medical  Journal 
is  worth  just  whot  you  make  it.  When  you  buy 
from  firms  advertising  in  the  Kentucky  Medical 
Journal,  you  protect  yourself  against  questionable 
products  and  you  increase  the  value  of  this,  your 
own  Journal,  to  its  advertisers.  If  a product  is  not 
advertised  in  the  Kentucky  Medical  Journal,  it  may 
have  been  declined  in  order  to  protect  you.  Re- 
member this,  and  use  these  pages  as  your  buying 
guide. 


WAYSIDE  HOSPITAL 

168  North  Broadway 
Lexington,  Kentucky 

A private  psychiatric  hospital  for  men,  offering  modern  diagnostic  and  treat- 
ment procedures,  a luxurious  cluh-like  atmosphere,  and  a cordial  hospitality. 

Approved  By  American  Medical  Association 
Staff 

H.  Halbert  Leet,  M.D,  John  H.  Rompf,  M.D. 

Carl  ^ iesel,  M.D.  Irving  A.  Gail,  M.D. 

Edward  L.  Houchin,  Admi.nistrator 

Phone:  2-2050 


SECLUSION 


Write  for  Information 

MRS.  HELEN  AMOS 
4911  East  27th  St. 
Kansas  City,  Mo. 
Phone:  WA.  3-3577 


MATERNITY 

FAIRMOUNT 

HOSPITAL 

FOR 

UNMARRIED 
GIRLS 
Est.  1909 


Private  sanitarium 
with  certified  obstet- 
rician in  charge.  Fold- 
er fully  describing 
services  FREE  on  re- 
quest. Early  entrance 
advised. 

Rates  reasonable.  In 
certain  cases  work  giv- 
en to  reduce  expenses. 
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".,.THE  MERCURIALS 


HAVE  PROLONGED 


THE  WORKING  PERIOD 


AND  LIFE  SPAN  OF 


COUNTLESS  SUFFERERS 


FROM  CONGESTIVE 


TSBXjj 

EPRTjWStnraH  feapTAMA^ 


I 


in  successfully  fighting 
malpractice  charges 


I 


PROFESSIONAL  PROTECTION 
EXCLUSIVELY 
SINCE  1899 


HEART  FAILURE.,/ 


NEOHYDRIN 


^'Fishberg,  A.  M.:  Hypertension 
and  Nephritis,  ed.  5,  Philadelphia, 
Lea  & Febiger,  1954,  pp.  177-178. 


LOUISVILLE  Office 
Calvin  Bimer,  Representative 
3119  Hewitt  Ave. 

Tel.  Glendale  8-3060 
If  no  answer,  call  Clay  3636 


-J 


MEDICAL-DENTAL  BUSINESS  BUREAU,  INC. 
227  HEYBURN  BUILDING  — P.  0.  BOX  1465 

WAbash  6725 

334  W.  BROADWAY 
LOUISVILLE,  KENTUCKY 

Gentlemen,  I am  interested  in  talking  with  you  about  the  subjects  checked  below. 

See  me  at  (address) on  (date) 

at  (hour) 

Doctor 

( ) Practice  Survey  and  Recommendations 

( 

) Centralized  Bookkeeping 

( ) Financial  Records  and  Reports 

(Statements  to  Patients) 

( ) Professional  Management  Service 

( 

) Pre-Collection  Program 

( ) Long-Term  Financial  Planning 

( 

) Partnership  Formation 

( ) Tax  Returns 

( 

) Sale  of  Practice 

( ) Other: 

( 

) Collections 

THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

{The  Pioneer  Postgraduate  Medical  Institution  in  America  i 

EYE,  EAR,  NOSE  AND  THROAT 

PRACTICAL  ELECTROCARDIOGRAPHY 

A nine  months  combined  full  time  refresher  course  consisting 

A two  weeks  part  time  elementary  course  for  the  proctitioner 

of  attendance  at  clinics,  witnessing  operations,  lectures,  dem- 

based  upon  an  understonding  of  electrophyslologic  principles. 

onstratlon  of  cases  and  cadaver  demonstrations;  operative  eye. 

Standard,  unipolar  and  precordial  electrocardiography  of  the 

ear,  nose  and  throat  on  the  cadaver;  clinical  and  cadaver  dem- 

normal  heart.  Bundle  branch  block,  ventricular  hypertrophy. 

onstratlons  In  bronchoscopy;  laryngeal  surgery  and  surgery  for 

and  myocardial  infarction  considered  from  clinical  as  well  as 

facial  palsy;  refraction;  radiology;  pathology,  bacteriology  and 

electrocardiographic  viewpoints.  Diagnosis  of  arrhythmias  of 

embryology;  physiology;  neuro-anesthesia;  physical  medicine; 

clinical  significonce  will  be  emphosized.  Attendance  at,  and 

oilergy;  examination  of  patients  preoperatively  and  follow-up 

participation  In,  sessions  of  actual  reading  of  routine  hospital 

post-operotively  In  the  wards  and  clinics. 

electrocardiograms. 

For  Information  about  these  and  incaw 

other  courses  Address:  UtAIN, 

345  WEST  50th  St.,  New  York  19,  N.  Y. 
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results  are  obtained 
with  Steraxe'  — 3 to  5 
times  more  active  than 
hydrocortisone  or  cortisone. 


capacity  is  greatly  enhanced. 
“Relief  of  symptoms  is  more 
complete  and  maintained  for 
longer  periods  with  relatively 
small  doses. 


! 

I 


of  minerals  and  fluids  usually 
remains  undisturbed.  This 
proves  “especially  advan- 
tageous in  those  patients  with 
cardiac  failure  requiring 
therapy . . 


in 


brand  of  prednisolone 


S , : White,  5 mg.  oral  tablets, 

bottles  of  20  and  100.  Pink,  1 mg. 
oral  tablets,  bottles  of  100. 

Both  deep-scored. 

I.  Johnston,  T.  G.,  and  Cazort,  A.  G.: 

J.  Allergy  27 :90, 1956.  2.  Schwartz,  E. : 

New  York  J.  Med.  56:570, 1956. 

3.  Schiller,  I.  W.,  et  al. : J.  Allergy 
27:96,  1956. 


p p I ' 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 
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save  the  cigarette  for  later...  ^ Time  was  you  had  to  wait  for  a 
local  anesthetic  to  take  hold  —you  waited,  patient  waited,  nurse 

waited.  Now,  rapid  anesthesia....  Blockain*  works  so  fast  that  clinicians  had  to 
describe  it  as  “immediate”  and  “almost  instantaneous.”  It’s  practically  an  under- 
statement to  call  its  action  “rapid.”  Longer  anesthetic  duration....  Besides  being 
able  to  go  to  work  sooner,  you  can  work  at  an  easier  pace.  Blockain  lasts  long  enough 
so  you  can  proceed  from  incision  to  closure  on  one  injection.  You  finish  up  with  a 
neat  suture  line  undistorted  by  repeated  instillations.  The  patient  leaves  uncom- 
plaining and  comfortable,  A busy  clinician*s  exverience  with  Blockain  in 

fourteen  cases  of  Colies’  fracture:  A single  2-5  cc.  injection  of  Blockain  into  the 
hematoma  produced  anesthesia  in  an  average  of  3 minutes  15  seconds.  The  average 
duration  of  these  operations,  closed  reductions,  was  25  minutes.  Anesthesia  persisted 
beyond  the  time  required  for  reduction  permitting  splints  to  be  applied,  postreduction 
X-rays  to  be  taken  and  the  patients  sent  home  feeling  comfortable.  BLOCKAIN, 
30  cc.,  0.5%  (5  mg/cc.).  Your  office-ideal  local  anesthetic.  For  additional  information 
write  GEORGE  a.  Breon  & company,  1450  Broadway,  New  York  18,  N.  Y 

^BLOCKAIN®  BRAND  OF  PROPOXYCAINC  HYDROCHLORIDE  BRCOM, 
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a great  new  fortified  aqueous  vitamin  formula 


new.  . provides 

growth-promoting  vitamin  B12 

lipotropic  choline,  betaine,  inositol 
to  aid  carbohydrate  and  fat  metabolism 

anti  convulsant  vitamin  Be 
. . . other  essential  B-complex  factors 

vitamin  E for  muscle  tone 

100%  natural  vitamins  A and  D 
—water  soluble,  better  utilized 

deliciously  flavored 

no  burp,  no  fish  oil  taste 
or  odor  — allergens  removed 


VITAMIN 

DROPS 

fortified  • 

flavored 

D>  aqueous 

1 U.  S.  VITAMIN  CORPORATION 

1 (Aritngton-Funk  LalxMoites,  dNisidn)  1 

1 New  iofk,  N.  Y. 

Each  0 6 cc.  provides: 

Vitamin  A-  (natural)  5000  U.S  P,  Units 

Vitamin  0*  (natural)  1000  U.S.P.  Units 

Ascorbic  Acid  (C)  . 

. . 50  mg. 

Vitamin  Biz*  • • 

. . 2 meg. 

Choline*  .... 

. . 12  5 mg. 

Betaine*  .... 

. . 12  5 mg. 

Inositol  .... 

. . 15  mg. 

Thiamine  HCI  (Bt)  . 

1 mg. 

Riboflavin  (Bz)*  . 

. . 0 6mg- 

Niacinamide  . . . 

. . 10  mg. 

Pyridoxme  HCI  (Be) 

1 mg. 

Panthenol  . . . 

3 mg. 

Vitamin  E**  . • • 

. 1 Int.  Unit 

vi-syneral  vitamin  drops 

fortified  (flavored) 
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THORAZINE*  can  help  your 

patients  to  endure  the  sujjering  caused  by 


severe  pain 


Thorazine’s  unique  tranquilizing  action  can  reduce  the  suffering 
caused  by  the  pain  of  severe  burns.  ‘Thorazine’  acts,  not  by  elimi- 
nating the  pain,  but  by  altering  the  patient’s  reaction— enabling  him 
to  view  his  pain  with  what  has  been  described  as  “serene  detach- 
ment.” Karp  et  al.,^  reporting  on  the  use  of  ‘Thorazine’  in  patients 
with  severe  pain,  observed  that  ‘Thorazine’  produced  “a  quiet, 
phlegmatic  acceptance  of  pain.” 

‘Thorazine’  should  be  administered  discriminately  and,  before  prescribing,  the 
physician  should  be  fully  conversant  with  the  available  literature. 

‘Thorazine’  is  available  in  ampuls,  tablets  and  syrup  (as  the  hydrochloride),  and 
in  suppositories  (as  the  base). 

Smith,  Kline  & French  Laboratories,  Philadelphia 

*T.  M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 

1.  Karp,  M.,  et  al.:  Ain.  J.  Obst.  & Gynec.  65>:780  (April)  1955. 


this 

The  Disability  Fi  ^eeze 
Surgical  T reatment  of  Lymphedema 
The  Importance  of  Leukoplakia  in 
Oral  Cancer  ^ 

See  Table  of  Contents  Page  564 


NUMBER  7 


the  logical  drug 
to  use  first^ 

for  petit  mal  epilepsy 

MILONTIN' 

(phensuximide,  Parke-Davis) 

KAPSEALS®  and  SUSPENSION 


five  years  of  study  confirm® 

• effective  in  the  petit  mal  triad 

• one  of  the  least  toxic  of  all  anti- epileptic  drugs 

• well  tolerated 


In  patients  with  mixed  grand  mal— petit  mal  epilepsy, 

drug  compatibility  permits  use  of  MILONTIN 

with  Dilantin®  Sodium  (diphenylhydantoin  sodium,  Parke-Davis) 

or  with  Dilantin  Sodium  with  Phenobarbital. 


MILONTIN  Kapseals,  0.5  Gm.,  bottles  of  100  and  1,000;  also  available 
as  MILONTIN  Suspension  (250  mg.  per  4 cc.)  in  16-ounce  bottles. 

Detailed  information  upon  request,  or  from  your  Parke-Davis  representative. 

1.  Davidson,  D.  T,  Jr.;  Lombroso,  C.,  & Markham,  C.  H.:  New  England  J.  Med.  253:173,  1955, 

2.  Zimmerman,  E T:  New  York  J.  Med.  55:2338, 1955. 
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Today’s  resistant  pathogens  are  the  tough  survivors  of 
a dozen  widely  used  antibiotics.  Certain  organisms, 
notably  Staphylococcus  aureus^  and  susceptible  strains  of 
Proteus  vulgaris  produce  infections  which  have  been  re- 
sistant to  all  clinically  useful  antibiotics. 

To  augment  your  armamentarium  against  these  resistant 
infections,  ‘Cathomycin’  (Novobiocin,  Merck),  derived 
from  an  organism  recently  discovered  and  isolated  in  the 
Merck  Sharp  & Dohme  Research  Laboratories^,  is  now 
available. 

SPECTRUM — ‘Cathomycin’  i- 2. 3.5. 6 shown 

to  be  active  against  other  organisms  including — D.  pyjeu- 
moniae,  N.  intracellularis,  S.  pyogenes,  S.  viridans  and  H. 
pertussis,  but  clinical  evidence  must  be  further  evaluated 
before  ‘Cathomycin’  can  be  recommended  for  these  patho- 
gens. 

ACTION — ‘Cathomycin’  in  optimum  concentration  is  bac- 
tericidal. Cross-resistance  with  other  antibiotics  has  not 
been  observed.^ 

TOLERANCE — ‘Cathomycin’  is  generally  well  tolerated  by 
patients. 


CATHOMYCIN 


(Crystalline  Sodium  Novobiocin,  Merck) 


SOJDIUM 


ABSORPTION — ‘Cathomycin’  is  readily  absorbed®-®®  and 
oral  dosage  produces  significant  blood  and  tissue  levels 
which  persist  tor  at  least  12  hours. ^ 

INDICATIONS:  Clinically  ‘Cathomycin’  has  proved  effective 
for  cellulitis,  carbuncles,  skin  abscesses,  wounds,  felons, 
paronychiae,  varicose  ulcer,  pyogenic  dermatoses,  septi- 
cemia, bacteremia,  pneumonia  and  enteritis  due  to  Staphy- 
lococcus and  infections  caused  by  susceptible  strains  of 
Proteus  Also,  it  is  of  particular 

value  as  an  adjunct  in  surgery  since  staphylococcic  infec- 
tions seem  prone  to  complicate  post-operative  courses. 
SUPPLIED:  ‘Cathomycin’  Sodium  (Crystalline  Sodium 
Novobiocin,  Merck)  in  capsules  of  250  mg.,  bottles  of  16. 
‘CATHOMYCIN’  is  a trademark  of  Merck  C?  Co.,  Inc. 


REFERENCES:  1.  WalUck,  H.,  Harris,  D.A.,  Reagan,  M.A.,  Ruger,  M.,  and  Woodruff,  H.B., 

Antibiotics  Annual^  1955-1956,  New  York,  Medical  Encyclopedia,  Inc.,  1956, 
pg.  W9. 

2.  irost,  B.M.,  Valiant,  M.E.,  McClelland,  L.,  Solotorovsky,  M.,  and  Cuckler, 
A.C.,  Antibiotics  Annual.,  1955-1956,  pg.  918. 

3.  Verwey,  W.F.,  Miller,  A.K.,  and  West,  M.K.,  Antibiotics  Annual,  1955-1956, 
pg.  924. 

4.  Kempe,  C.H.,  Calif.  Med.,  84:242,  April  1956. 

5.  Simon,  H.I.,  McCiine,  R.M.,  Uineen,  R.A.P.,  Rogers,  D.E.,  Antib.  Med., 
2:205,  April  1956. 

6.  Liibash,  G.,  Van  Der  Meulen,  J.,  Berntsen,  C.,  Jr.,  Tompsett,  R.,  Antib.  Med., 
2:233,  April  1956. 

7.  Lm.  K.-K.,  Conell,  L.L.,  Antib.  Med.,  2:268,  April  1956. 

8.  Limson,  B.M.,  Romansky,  N.J.,  Antib.  Med.,  2:277,  April  1956. 

9.  Morton,  R.F.,  Prigot,  A.,  Maynard,  A.  de  L.,  Antib.  Med.,  2:282,  April  1956. 

10.  Nichols,  R.L.,  Finland,  M.,  Antib.  Med.,  2:241,  April  1956. 

11.  Mullins,  J.F.,  Wilson,  C.J.,  Antib.  Med.,  2:201,  April  1956. 

12.  David,  N..A.,  Burgner,  P.R.,  Antib.  Med.,  2:219,  April  1956. 

13.  Marton,  W.J.,  Heilman,  F.R.,  Nichols,  D.R.,  Wellman,  W.E.,  and  Geraci, 
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Man  dies  too  soon,  beside  his  works  half-planned. 

His  days  are  counted  and  reprieve  is  vain: 

Who  shall  entreat  with  Death  to  stay  his  hand; 

Or  cloke  the  shameful  nakedness  of  pain? 

Send  here  the  hold,  the  seekers  of  the  way — 

The  passionless,  the  unshakeable  of  soul. 

Who  serve  the  inmost  mysteries  of  man’s  clay. 

And  ask  no  more  than  leave  to  make  them  whole. 


Incomparable  stanzas  from  the  gifted  pen  of  Kipling!  They  epitomize 
his  feeling  toward  our  profession,  as  he  knew  it  in  England  and  Amer- 
ica. This  was  the  period  when  Moynihan,  Osier,  Murphy,  Halstead  and 
the  Mayos  were  the  scintillant  stars  unfolding  for  us  the  now  present. 

May  we  not  with  humility  pause  a moment  in  salute  to  the  great  body 
of  unnamed  physicians  who,  in  that  era,  could  arouse  these  noble  senti- 
ments in  the  soul  of  the  English  bard? 

From  them  bourgeons  the  love  and  esteem  with  which  we  are  held. 
We  must  hold  fast,  cherish  this  heritage.  To  do  this,  we  must  both  earn 
and  deserve  it,  no  easy  task  in  the  modem  maelstrom  in  which  we  live. 

To  be  ‘the  bold  seeker  of  the  way’,  is  wearisome,  meticulous — requir- 
ing hours  of  thought  and  study,  at  times  fruitless,  fretful  and  discour- 
aging. 

To  be  ‘passionless  and  unshakeable  of  soul’ — what  a towering  person 
to  be — the  true  megalopsuchos — for  us  petty  men  a goal  for  striving. 

To  ‘ask  no  more  than  leave  to  make  them  whole’ — 'tis  the  healing 
apostrophe  of  all  the  ages,  come  to  us  who  now  hopefully  guide  the 
destinies  of  ailing  mankind  through  the  turbulent  seas  of  sickness. 

With  Kipling,  let  us  say: 

“Lord  God  of  Hosts,  be  with  us  yet. 

Lest  we  forget,  lest  we  forget.” 


Doctors  bv  Rudvard  Kipling 
(1923) 


Gant  Gaither,  M.  D. 
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peach-colored,  newest 
liquid  form  of  the 
established  broad- 
spectrum  antibiotic . • . 
Terramycin®! 

125  mg.  per  5 cc. 
teaspoonful; 
specially  homogenized 
for  rapid  absorption; 
bottles  of  2 fl.  oz. 
and  1 pint,  packaged 
ready  to  use. 


delightful  peach  taste  in 
broad-spectrum  therapy 

TEKKABON 


BRAND  OF  OXYTETRACYCLINE 


HOMOGENIZED  MIXTURE 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 

tBrand  of  oxytetracycline 
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DOCTORS  EVERYWHERE  NOW  KNOW  WHY 


Professional  men  who  have  studied  the 
microscopic  analysis  of  the  Viceroy  filter 
now  know  why  the  Viceroy  taste  is 
smoother— never  rough.  Only  Viceroy  has 
20,000  tiny  filters  in  every  tip— twice  as 


many  filters  as  the  other  two  largest-selling 
filter  brands.  That  is  why  Viceroys  are 
smoother  by  far— never,  never  rough.  That 
is  why  so  many  doctors  now  smoke  and 
recommend  Viceroys. 


Yes,  smoother  taste  because  there  are 

TWICE  AS  MANY  FILTERS 
IN  EVERY  VICEROY  TIP 

as  the  other  two  largest-selling  filter  brands! 


Viceroy’s  exclusive  filter  is  made  from 
pure  cellulose— soft,  snow-white,  natural! 


Viceroy 

filter  ^ip 

CIGARETTES 

KING-SIZE 
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plateau  therapy... 

for  hay  fever  and  other  allergies 


''  'f ' f 


CHLOR- 

TRIMETON 

REPETABS 


CH LOR -TRIM ETON 
REPETABS,  8 and  12  mg. 


’Because  they  quickly  attain  and  maintain  a prolonged,  therapeutic 
plateau,  Chlor-Trimeton  Repetabs  avoid  the  wave-like  levels 
which  may  be  produced  by  multiple-release  granules  or  t.i.d.  medication 

...affording  optimal  patient  comfort. 


ChloR'Trimbton®  Maleaie,  brand  of  chlorprophenpyridamine  maleate. 

Rspetabs,®  Repeat  Action  Tablets. 


CT.I-7S9 


IN  THE  BOOKS 


u 


HENRY  FORD  HOSPITAL,  INTERNATIONAL  SYMPOSIUM 
ON  CARDIOVASCULAR  SURGERY:  Edited  by  Conrad  R. 

Lam,  M.D.;  543  pages:  illustrated;  published  September 
1955;  $12.75;  VV.  B.  Saunders  Company,  Philadelphia. 

This  hook  is  probably  one  of  the  most  important 
single  contributions  yet  written  concerning  the  devel- 
oping field  of  cardiovascular  surgery.  The  sympo- 
sium was  organized  by  Conrad  R.  Lam,  M.  D.,  at 
the  Ford  Hospital.  The  papers  presented  represent 
the  thought  on  cardiovascular  surgery  at  the  present 
time  of  this  country  and  of  Western  Europe,  as  well 
as.  South  .America. 

Diagnostic  techniques  were  covered  by  papers  on 
cardiac  catheterization,  the  electrocardiogram  is  con- 
genital vascular  disease  and  recent  developments  in 
angiocardiography. 

Symposia  were  given  on  pulmonic  stenosis  ad- 
justments between  the  systemic  and  pulmonary  cir- 
culation, evaluation  of  transposition  operations, 
mitral  stenosis  and  mitral  insufficiency,  aortic  stenosis 
and  aortic  insufficiency,  septal  defects,  cardiac  arrest, 
hypothermia,  and  aneurysms  and  occlusive  diseases 
of  the  aorta. 

The  various  papers  and  symposia  were  discussed 
by  many  authors,  all  of  which  is  recorded  very  thor- 
oughly in  the  book.  The  book  is  an  excellent  review 
of  a developing  field,  the  very  nature  of  which  can- 
not be  didactic  at  this  time.  The  Ford  Hospital  is  to 
be  congratulated  for  organizing  the  symposium  and 
underwriting  the  expenses  of  the  meeting  by  bringing 
various  authors  from  abroad  who  could  not  have 
been  present  otherwise.  The  book  is  highly  recom- 
mended for  everyone  interested  in  the  field  of  car- 
diovascular surgery. 

John  S.  Harter,  M.  D. 

DEMONSTRATIONS  OF  PHYSICAL  SIGNS  IN  CLINICAL 
SURGERY:  Editor — Hamilton  Bailey,  assisted  by  Allan 

Clain;  Twelfth  Edition;  456  Pages;  $8.00;  Williams  and 
Wilkins  Company, 

The  twelfth  edition  of  Physical  Signs  in  Clinical 
Surgery  by  Hamilton  Bailey,  M.  D.,  is  probably  one 
of  the  most  unique  and  valuable  medical  textbooks 
that  has  appeared  in  the  English  language.  The 
present  edition  has  been  largely  rewritten  and  many 
new  illustrations  have  been  added.  The  book  contains 
456  pages  with  681  excellent  illustrations  which 
uphold  the  standards  of  other  English  textbooks  in 
surgery. 

The  book  not  only  illustrates  many  signs  that  are 
not  found  in  the  average  textbook  on  surgery  but 
illustrates  them  well,  so  that  the  reader  is  not  lost  in 
a maze  of  verbiage.  Dr.  Bailey  is  one  of  the  out- 
standing surgeons  in  London  and  his  vast  experience 
has  been  accumulated  and  presented  from  his  long 
teaching  experience. 

It  would  seem  that  the  book  should  be  a daily 
companion  of  the  intern,  resident  and  practicing  sur- 
geon, not  only  for  basic  material  but  also  for  ready 
reference. 

One  of  the  interesting  features  of  this  work  is  that 
in  a footnote  on  each  page  one  finds  identification  of 
any  surgeon’s  name  who  is  mentioned  in  the  body 
of  the  text  which  of  course  is  of  immense  value  to 
the  reader. 


Since  Physical  Signs  in  Clinical  Surgery  has  now 
reached  the  twelfth  edition,  it  would  seem  that  this 
is  ample  recommendation  for  the  book  and  I am 
sure  that  it  will  be  welcomed  as  one  of  the  most 
thorough  books  to  come  off  the  press  in  the  last  year. 
It  should  be  on  every  surgeons  must  list. 

D.  P.  Hall,  M.  D. 

HANDBOOK  OF  TOXICOLOGY:  Vol.  1,  Edited  by  William 
S'  Specfor;  408  pages;  $7.00:  W.  B.  Saunders  Co.,  Phila- 
delphia, 1956. 

The  editor  and  contributors  have  compiled  an  ex- 
haustive listing  of  the  lethal  toxicity  of  various 
chemical  substances  for  laboratory  animals.  Table  1 
presents  the  lethal  dose  of  2120  solid  and  liquid 
chemical  compounds.  Table  11  denotes  the  lethal 
concentrations  of  243  gases,  vapors  and  fumes  in 
respired  air.  The  information  is  presented  as  tabular 
data  on  the  acute  toxicity  of  the  various  substances 
for  laboratory  animals. 

The  listings  are  in  general  by  chemical  nomen- 
clature although  a few  trade  names  are  used.  A 
cross  index  is  provided  to  facilitate  location  in  the 
latter  instances. 

The  specific  animal  used,  the  route  of  administra- 
tion, and  the  lethal  dose  are  listed  for  each  item. 
The  specific  reference  with  the  principle  author  is  indi- 
cated for  each  substance. 

This  volume  is  of  particular  value  to  the  individual 
performing  animal  experimentation. 

William  Curtis  Adams,  M.  D. 

The  Narcotic  Educational  Foundation  of  America  has 

announced  the  availability  of  a motion  picture  “Drug 
Addiction — A Medical  Hazard”.  The  film,  available 
only  to  local  medical  associations,  nurses  organiza- 
tions and  medical  schools,  is  30  minutes  long  and 
taken  from  actual  case  records.  For  more  information 
about  the  free  movie  write  Linus  H.  Bittner,  M.D., 
Suite  5,  1645  North  La  Brea  Avenue,  Los  Angeles, 
California. 

The  fifth  annual  Symposium  for  General  Practitioners 

on  Tuberculosis  and  other  Chronic  Pulmonary  Dis- 
ease will  be  held  at  Saranac  Lake,  New  York,  July 
9-13.  The  course  is  approved  for  26  hours  of  formal 
credit  for  members  of  the  American  Academy  of 
General  Practice.  The  registration  fee  is  $40.00.  For 
more  complete  information  write  Edward  N.  Packard, 
M.D.,  General  Chairman,  Symposium  for  General 
Practitioners,  P.  O.  Box  262,  Saranac  Lake,  N.  Y. 

Qualified  physicians  and  other  professional  health 

personnel  engaged  in  public  health  practice  and  pre- 
ventive medicine  were  encouraged  recently  by  Leon- 
ard Scheele,  M.  D.,  Surgeon  General  of  the  USPHS, 
to  apply  for  commission  in  the  Service’s  Commis- 
sioned Reserve.  Eor  more  complete  information 
write:  Surgeon  General,  Public  Health  Service  (DP), 
Washington  25,  D.  C. 
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A tranquilizer  well  suited  for  prolonged  therapy 

NO  ORGANIC 
CONTRAINDICATIONS 

reported  to  date 


• well  tolerated,  non-addictive,  essentially  non-toxic 

• no  blood  dyscrasias,  liver  toxicity,  Parkinson -like  syndrome  or  nasal  stuffiness 

• chemically  unrelated  to  chlorpromazine  or  reserpine 

• does  not  produce  significant  depression 

• orally  effective  within  30  minutes  for  a period  of  6 hours 
Indications:  anxiety  and  tension  states,  muscle  spasm. 


Milt  own 

the  original  meprobamate — 2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate — U S.  Patent  2,724,720 
SUPPLIED:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 

DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J.. 

Literature  and  Samples  Available  on  Request 
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Plan  Now 


Doctor  Disabled 

OFFICE  EXPENSE  CONTINUES 

At  last,  here  is  the  practical  solution  to  this 
prohlem  - - - an  insurance  policy  to  pay  your 
ex[)enses,  with  the  premiuni  eligible  as  a 
Tax  Deduction. 

Latest  Tax  rulin':  provides  that  premiums  on 
Health  and  Accident  insurance  are  not  de- 
ductible unless  the  policy  states  that  it  is  for 
the  express  purpose  of  meeting  business  over- 
head expenses. 

Ask  your  Accountant  or  Lawyer  about  this 
question  and  then  ask  us  to  explain  this 
coverage. 


W.  R.  LONG  & ASSOCIATES 
1534  Bardstown  Road — Louisville,  Ky. 

Without  obligation  to  me  I would  like  to  have 
more  information  on  your  office  expense  | 
policy.  I am  in  good  health  and  was  I 

born 

Month  Day  Year 

Name 

Address  


to  attend  the 

1 9 5 6 KSMA 
ANNUAL 
MEETING 

Columbia  Auditorium 
Louisville 

Sept.  18-19-20 

• 12  nationally  known  guest  speakers 

• three  six  hour  refresher  courses 

• carefully  selected  scientific  movies 

• outstanding  scientific  exhibits 

• 64  technical  exhibits 

• other  top  features 
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Announcing 
Revision  of 
N.  N.  R.  Monograph  for 


LYN 

dihydroxy  aluminum  aminoacetate 


On  the  basis  of  considerable  in  vitro 
evidence  accumulated  over  a period  of 
seven  years,  the  Council  on  Pharmacy 
and  Chemistry  has  revised  the  original 
Alglyn  monograph  acknowledging  that 


this  most  recent  form  of  aluminum  ant- 
acid therapy  is  as  active — In  Tai}LET 
Form — as  the  various  aluminum  hydrox- 
ide preparations  are  in  Liquid  form: 


“Dihydroxy  aluminum  aminoacetate  . . . shares  the  properties  of  the  alumi- 
num hydroxide  gel  preparations.  In  vitro  studies  indicate  that  the  buffering 
action  of  dihydroxy  aluminum  aminoacetate  in  tablet  form  is  comparable  to 
that  of  the  liquid  preparations  of  aluminum  hydroxide  gel  when  compared 
on  the  basis  of  equivalent  aluminum  content.” 


Alglyn  Tablets,  0.5  Cm.  dihydroxy 
aluminum  aminoacetate,  are  supplied  in 
bottles  of  100  (white).  Your  patients  will 
welcome  the  change  from  liquid  antacid 
preparations  to  easy-to-take  convenient, 
lightly-flavored  Alglyn  TahletsL 

Also  supplied  in  combination  with 
spasmolytic  and  sedative  therapy  as 


Malglyn  Compound,  each  tablet 
contains  dihydroxy  aluminum  aminoace- 
tate, 0.5  Cm.,  belladonna  alkaloids,  0.162 
mg.,  phenoharhital,  16.2  mg.,  per  tablet, 
bottles  of  100  (pink);  and  as  Belglyn, 
dihydroxy  aluminum  aminoacetate,  0.5 
Cm.,  belladonna  alkaloids,  0.162  mg.,  per 
tablet,  bottles  of  100  (yellow). 


Reprint  of  recent 
in  vivo  studies  ovoH* 
obte  on  request 


1.  Rossetf,  N.E.  and  Rice,  M.L.,  Jr.:  Gastroenterology,  26:490, 1954. 

^ L-W.:  J.  Am.  Pharm.  Assoc.,  Scientific  Edition, 

Jo;dod,  1949. 


PHARMACEUTICAL  COMPANY 

CHATTANOOGA  9,  TENNESSEE 
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ROUTINE 

CO-ADMINISTRATION 

MEANS 


I — 

in  respiratory  allergies 


Multiple 

Compressed 

Tablets 


CoMItra 

(Buffered  Prednisolone) 


Clinical  evidence^' 2. 3 indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  prednisolone, 
antacidsshould  be  roMiinelz/  co-admin- 
istered  to  minimize  gastric  distress. 


2.5  mg.  or  5 mg.  prednisone  or  prednisolone  with 
50  mg.  magnesium  trisilicate 
and  300  mg.  aluminum  hydroxide  gel. 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co..  Inc; 


References:  1.  Boland.  E.  W.,  J .A.^f .A.  160:613. 

February  25.  1956.  2.  MargolLs.  H.  M..  et  at. 

J.A.M.A.  158:454.  June  11.  1955.  3.  Bollet.  A.  J.. 
el  at.  J.A.M.A.  158:459.  June  11.  1955. 

•CO-DELTRA’  and  ‘CO-HYDELTRA’  are  the  trademarks  of  Merck  4 Co..  INC. 


ALL  THE  BENEFITS  OF  THE  “PREDNI-STEROIDS"  PLUS  POSITIVE  ANTACID  ACTION  TO  MINIMIZE  GASTRIC  DISTRESS 


July  1956  e The  Journal  of  the 


How  +o  wir^ ‘friends  ... 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
2bi  Bottle  of  48  tablets  (IM  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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Washington,  D.  C. — Before  the  end  of  the  year 
hundreds  of  thousands  of  dependents  of  military  per- 
sonnel, living  in  all  parts  of  the  country,  should  be 
receiving  their  medical  care  from  private  physicians 
and  ip  private  hospitals  under  the  new  program  au- 
thorized this  year  by  Congress.  While  Defense  De- 
partment has  not  yet  completed  regulations  to  im- 
plement the  act,  the  law  itself  lays  down  the  basic 
principles  governing  the  program. 

The  House  Armed  Services  Committee  first  at- 
tempted to  decide  on  a system  or  systems  for  fur- 
nishing private  care,  through  Blue  Cross,  Blue  Shield, 
arrangements  with  state  medical  societies,  commer- 
cial insurance  or  “home  town  care,”  such  as  Veterans 
Administration  successfully  employs.  But  the  com- 
mittee gave  up  on  the  problem,  and  Congress  finally 
tossed  it  to  the  Secretary  of  Defense  by  stating  in  the 
bill  that  he  shall  “.  . . after  consultation  with  the 
Secretary  of  Health,  Education,  and  Welfare  . . . con- 
tract for  medical  care  for  such  persons  . . . under 
such  insurance,  medical  service  or  health  plan  or 
plans  as  he  deems  appropriate.”  A Defense  Depart- 
ment task  force  now  is  attempting  to  decide  how  to 
work  out  the  contracts. 

Although  several  groups  of  dependents  will  be 
entitled  to  medical  care,  only  wives  (or  husbands) 
and  children  of  men  on  active  duty  will  be  certified 
for  civilian  care.  The  others  will  be  admitted  to 
military  medical  facilities  on  “availability  of  space” 
basis.  While  generally  spouses  and  children  of  active 
duty  personnel  will  have  a choice  of  private  or  mili- 
tary care,  there  is  this  limitation:  The  Secretary  of 
Defense  may  designate  certain  areas  where  private 
care  will  not  be  authorized,  if  in  his  opinion  those 
areas  have  military  facilities  adequate  to  care  for  the 
service  families. 

Dependents  will  be  required  to  pay  the  following 
charges:  For  care  in  military  facilities,  subsistence 
and  “in-hospital”  charges  (set  by  Secretary  of  De- 
fense and  currently  $1.75  per  day);  for  private  care, 
the  same  fees  or  the  first  $25,  whichever  is  the  larger. 

The  time  limit  on  private  care  is  12  months,  but 
if  hospitalization  still  is  required  after  this  period  the 
dependent  will  be  protected.  In  this  case  the  Defense 
Department  will  transfer  the  dependent  to  a military 
facility  or  will  make  direct  payment  to  a private 
hospital. 

Although  regulations  will  spell  out  limitations  and 
authorizations  in  more  detail,  the  law  makes  the 
following  provisions: 


Care  in  military  facilities  to  include'.  1.  Diagnosis, 
treatment  of  acute  medical  and  surgical  conditions, 
treatment  of  “contagious  diseases,”  immunization  and 
maternity  and  infant  care.  2.  Hospitalization  for 
nervous  and  mental  disorders,  chronic  diseases  or 
elective  medical  and  surgical  treatments  but  only  in 
“special  and  unusual  cases”  and  for  not  more  than 
12  months.  This  would  be  provided  at  the  discretion 
of  the  Secretary  of  Defense.  Dental  care  not  au- 
thorized except  in  unusual  cases,  while  abroad  or  at 
remote  stations  in  the  U.  S. 

Private  care  will  include:  1.  Hospitalization  in 

semi-private  accommodations  up  to  one  year  for  each 
admission,  including  all  necessary  services  and  sup- 
plies furnished  by  hospital.  2.  Medical  and  surgical 
care  incident  to  hospitalization.  3.  Complete  ob- 
stetrical and  maternity  service,  including  prenatal  and 
postnatal  care.  4.  Physician  or  surgeon’s  services 
prior  to  and  following  hospitalization  for  bodily  in- 
jury or  surgery. 

Under  the  private  care  program,  some  services 
may  be  furnished  outside  the  hospital,  such  as  surgery 
in  a doctor’s  office.  X-rays  or  laboratory  tests,  “but 
not  what  is  normally  conceived  to  be  out-patient 
care.”  If  experience  shows  they  can  be  afforded,  ad- 
ditional services  may  be  authorized,  but  whatever 
the  scope  of  private  care,  it  cannot  exceed  that  fur- 
nished in  military  facilities.  Out-patient  care  will  be 
furnished  by  military  facilities,  but  “uniform  mini- 
mal” charges  may  be  imposed  as  a restraint  on  ex- 
cessive demands. 

NOTES: 

Federal  appropriations  for  medical  research  are  at 
an  all-time  record,  explained  in  part  by  Senate  ap- 
proval of  a 48  per  cent  increase  over  last  year’s  funds. 

Lowell  T.  Coggeshall,  M.D.,  special  assistant  to 
HEW  Secretary  Folsom,  believes  some  “wise  changes” 
should  be  made  in  medical  economics  to  facilitate 
payment  for  the  “spectacular”  new  medical  services. 
He  expressed  his  views  in  addressing  a group  at  the 
University  of  Pennsylvania  Medical  School. 

Russia  and  eight  satellites,  out  of  active  participa- 
tion in  World  Health  Organization  for  more  than  six 
years,  now  are  back  in;  they  agreed  to  pay  five  per 
cent  of  past-due  assessments  over  a 10-year  period. 

The  highway  program  contains  a provision  for  a 
one-year  study  of  traffic  safety,  a problem  in  which 
the  American  Medical  Association  has  been  actively 
interested  for  years. 
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results  are  obtained 
with  Sterane’  — 3 to  5 
times  more  active  than 
hydrocortisone  or  cortisone. 


capacity  is  greatly  enhanced. 
“Relief  of  symptoms  is  more 
complete  and  maintained  for 
longer  periods  with  relatively 
small  doses. 


I 

I 


I 


of  minerals  and  fluids  usually 
remains  undisturbed.  This 
proves  “especially  advan- 
tageous in  those  patients  with 
cardiac  failure  requiring 
therapy . . 


brand  of  prednisolone 


'^ur’^hed  • White,  5 mg.  oral  tablets, 
bottles  of  20  and  100.  Pink,  1 mg. 
oral  tablets,  bottles  of  100. 

Both  deep-scored. 

I.  Johnston,  T.  G.,  and  Cazort,  A.  G. : 

J.  Allergy  27 :90, 1956.  2.  Schwartz,  E.: 

New  York  J.  Med.  56:570, 1956. 

3.  Schiller,  I.  W., et  ah:  J.  Allergy 
27:96,  1956. 

PFIZER  LABO*^.  TORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 
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Drand 


POLYMYXIN  B-BACITRACIN  OINTMENT 


to  kdcod  hjm^-/9beetm(c  ’UMdjb^ 


For  topical  use:  in  'A  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/s  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  n.  Y. 


a pause  for  reflection  . . . Operation  finished.  You  sit  back  and 

relax.  Blockain*  anesthesia  lasted  long  enough  with  one  smal)  injeCb.oii  so  that  you 
were  easily  able  to  proceed  from  incision  to  closure  without  pause  for  reinjection. 
Longer  anesthetic  duration  . . . You  did  that  accurate  reapproximation  of  skin 
edges  without  distortion  from  freshly  introduced  anesthetic.  And  more,  Blockain 
persisted  post  op.— you  had  no  complaints  of  uncomfortable  splints,  dressings  or 
tender  tissues.  Rapid  onset,  too . , . You  recall  that  the  pre-incision  wait  was 
avoided.  A case  to  remember:  A 78-year-old  patient,  arteriosclerotic,  poor  liver 
function  with  a transcervical  fracture  of  left  femur,  underwent  a one-hour-and-20- 
minute  o})eration,  involving  internal  fixation  of  the  fracture  and  the  placement  of  a 
Smith-Petersen  nail,  with  one  injection  of  Blockain.  Effect  of  anesthetic:  “excel- 
lent.” Onset  of  anesthesia:  “rapid.”  Only  60  cc.  of  Blockain  was  used.  A whiff  of 
nitrous  oxide  was  given  at  the  time  of  actual  hammering,  to  spare  the  patient  emo- 
tional trauma.  There  were  no  side  effects.  BLOCKAIN,  30  cc.,  0.5%  (5  mg./cc.). 
Write  GEORGE  A.  Breon  & co.,  1450  Broadway,  N.  Y.  18  for  additional  information. 


i»-PROPOXY  UtRIVATIVe  OF  2- OlCTHYUAM  i NOETHYU  4- 


IINOBCN^’OATE. 


eLOCt'AIN*^  dPANO  OF  PROPOXYCAINE  M YOPOCH  LOR  I D£  BREON. 


Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Cross  Hospital  is  under  the  direction  of  a’compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modern  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Salem,  Va.  Hospital 


Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia — conducive  to  rest,  comfort  and  rehabilitation. 

For  information  phone  or  write  for  booklet 
Rates  Reasonable 

WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia  — Phone  Salem  4761 

Copyn’g/»f  7 955  H.N.  Alford,  Allanfa,  Co, 
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Only  Meat 
...  is  Meat 

Suppose  we  suddenly  found  ourselves  in  a 
"Brave  New  World,”  in  which  all  the  rich  protein,  the  B 
vitamins  (including  the  important  B12),  the  minerals,  and 
all  the  other  nutrients  of  a juicy  steak  or  a succulent  pork 
chop  could  be  compressed  into  a capsule.  Suppose  we  were 
to  take  one  or  two  such  capsules  each  day.  What  would 
happen? 

Would  we  be  just  as  healthy?  Would  we 

be  as  happy? 

There  is  something  about  man’s  wish  for 
meat  that  cannot  be  satisfied  by  chemical  or  mathematicad 
analyses.  The  feeling  of  satisfaction,  the  downright  enjoy- 
ment of  biting  into  and  chewing,  the  pleasurable  effect  of 
having  eaten  well ...  all  these  make  meat  more  than  just 
an  impressive  fist  of  essential  nutrients.  Long  before  man 
knew  anything  about  the  science  of  nutrition  he  knew  meat 
was  part  and  parcel  of  his  health  and  his  joy  of  eating  and 
of  hving. 

Other  foods  may  be  fortified  and  enriched, 

but  none  can  ever  take  the  place  of  meat. 

Only  meat  is  meat. 

The  nutritional  statements  made  in  this  advertisement 
( have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago . . . Members  Throughout  the  United  States 
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highly  successful  . 


• faster  relief  of  pain, 

photophobia 

better  control  of  inflammation, 

edema,  allergy 

• effective  against  common  eye 

pathogens 

• extremely  well  tolerated 


now  available 


for  inflammatory,  allergic,  infectious  or  traumatic 
eye  conditions  amenable  to  topical  therapy  — rapid 
potent,  topical  Meti-steroid  and  anti-infective  actior 

supplied:  Metimyd  Ophthalmic  Suspension-Sterile:  prednisolone  acetat 
(Meticortelone  Acetate)  5 mg.  per  cc.  (0.5%)  suspended  in  an  isotoni( 
buffered  and  preserved  solution  of  sulfacetamide  sodium  100  mg.  per  cc 
(10%),  5 cc.  dropper  bottle.  Metimyd  Ointment  with  Neomycin:  each  gran 
contains  5 mg.  prednisolone  acetate  (Meticortelone  Acetate),  100  mg 
sulfacetamide  sodium  and  2.5  mg.  neomycin  sulfate  (equivalent  to  1.75  mg 
neomycin  base);  Vs  oz.  tube,  boxes  of  1 and  12. 


Metimyd,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 
Meticortelone,®  brand  of  prednisolone. 

•t.m. 
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^fUSTlMYD 


(prednisolone  acetate  and  sulfacetamide  sodiums 


Ophthalmic  Suspension- Sterile 


Metimyd 


i' 

(prednisolone  acetate  and  sulfacetamide  sodium  with  neomycin  sulfate)  . 


Ointment  with  Neomycin 

• antibacterial  • antiallergic  • anti-inflammatory 


1^, 


fastest  and  shortest- acting  oral  barbiturate 


'Seconal  Sodium’ 

(secobarbital  sodium,  LILLY) 


The  secret  of  sleep  in  a capsule 


When  simple  insomnia  is  the  presenting  complaint,  a bedtime  dose  of  'Seconal 
Sodium’  is  often  indicated.  Its  effect  is  prompt — within  fifteen  to  thirty 
minutes;  relaxation  and  sleep  follow  quickly.  Your  patient  awakens  refreshed 
and  well  rested. 


622011 


Available  in  1/2,  3/4,  and  1 1/2-grain  pulvules  at  pharmacies  everywhere. 
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CHLORPROMAZINE  IN  A STATE  HOSPITAL* 

Logan  Gragg,  M.D. 

Lexington 


\ 

\ 

[ T discuss  some  of  the  experiences 

I we  have  had  at  Eastern  State  Hospital 
with  the  use  of  chlorpromazine.  We  have 
to  date  used,  in  addition  to  chlorpromazine, 
reserpine,  Frenquel®,  Miltown®,  Meratran®, 
and  other  “psychiatric  drugs,”  but  our  exper- 
; ience  is  greatest  with  chlorpromazine,  and 
rather  than  generalize  on  this  entire  group  of 
drugs,  it  seems  best  to  restrict  my  statements  to 
material  dealing  with  chlorpromazine. 

At  Eastern  State  Hospital  we  have  been  im- 
pressed, not  by  the  reports  we  read,  but  by 
the  results  we  have  seen  in  our  own  hospital. 
Chlorpromazine  is  an  effective  drug  in  the 
treatment  of  the  mentally  ill,  however,  it  is 
not  a “cure-all.”  The  mere  passing  out  of 
large  numbers  of  pills  or  injections  is  not  good 
; psychiatry,  and  it  still  requires  the  same  thera- 
peutic team  approach  to  obtain  the  proper 
maximum  effect  upon  the  mentally  ill  patient. 
Our  first  use  of  chlorpromazine  was  organized 
upon  this  basic  concept  which  has  been 
strengthened  by  our  experience. 

General  Statement 

I do  not  intend  to  attempt  any  statistical 
report,  since  over  200  such  reports  are  already 
in  American  medical  literature  and  the  world 
medical  literature  lists  some  3000  such  reports. 
Instead,  I wish  to  make  some  general  state- 
ments about  chlorpromazine,  it’s  usefulness, 
and  paradoxically  the  problems  it  has  created 
for  us  in  the  State  Hospital. 

We  treated  our  first  patient  with  chlorproma- 
zine in  June  1954,  and  since  that  time  we  have 
administered  this  drug  to  some  450  patients,  of 
whom  285  are  currently  being  treated.  The 
present  number  is  by  far  the  largest  to  be 
under  treatment  at  any  one  time,  and  this  is 

*Presented  at  the  1955  KSMA  Annual  Meeting  in 

Louisville,  Sept.  28-30. 


possible  only  because  through  Dr.  Gaines’ 
efforts,  the  Governor,  for  this  fiscal  year,  made 
emergency  fund  money  available  to  the  State 
Hospitals  for  the  purchase  of  the  ataractic 
drugs.  This  was  necessary  because  our  budget 
for  this  current  year  was  fixed  two  years  ago 
which  was  about  one  year  before  these  drugs 
were  brought  into  general  clinical  use.  We, 
therefore,  had  no  funds  allocated  for  their 
purchase,  and  from  June  1954  until  July  1955, 
the  patients  we  treated  were  not  numerous. 
However,  combining  the  small  purchases 
which  we  were  able  to  make  with  the  supply 
furnished  us  by  the  manufacturer  for  clinical 
investigation,  we  did  manage  to  keep  under 
treatment  an  active  group  of  patients. 

Beginning  in  July  1955  our  program  of 
treatment  has  expanded  rapidly,  and  now  is 
near  the  maximum  we  feel  can  be  properly 
supervised  during  treatment.  Although  our  ex- 
perience has  been  somewhat  restricted,  we 
have  some  very  definite  ideas  about  chlor- 
promazine based  on  clinical  observations. 

We  have  seen  the  results  reported  by  others; 
such  as  astounding  tranquilizing  effects  upon 
the  acutely  violent  patient  newly  admitted  to 
the  hospital,  with  definite  shortening  of  hos- 
pital stay.  We  have  also  seen  chronically  dis- 
turbed psychiatric  patients,  with  a variety  of 
diagnoses,  becoming  much  better  hospital 
patients,  and  even  becoming  eligible  for  home 
visits.  In  patients  in  whom  agitation,  anxiety 
and  irritability  are  not  prominent  symptoms, 
results  are  not  so  consistent. 

Observed  Benefits 

Although  we  have  done  no  minutely  con- 
trolled research,  our  experience  with  the  active- 
ly disturbed  State  Hospital  patient  has 
proved  to  us,  beyond  any  doubt,  that  this  drug 
produces  an  unique  and  extremely  beneficial 
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effect  upon  the  great  majority  of  such  patients. 
The  answers  to  the  exact  how  and  where  of 
chlorpromazine’s  action  will  be  provided  by 
research  investigation. 

We  find  definite  indications  for  this  drug  in 
certain  symptomatic  categories  of  patients, 
without  much  regard  to  diagnoses. 

First,  as  I have  mentioned,  the  hyperactive, 
agitated  patient,  either  newly  admitted,  or  long 
term,  should  receive  the  drug,  and  benefit  is 
almost  certain,  at  least  to  the  point  of  dimin- 
ishing activity  and  agitation.  The  patient  is 
then  a better  hospital  patient,  if  continued 
hospitalization  is  necessary. 

We  find  that  many  of  our  geriatric  patients 
respond  very  well  to  relatively  small  doses  of 
this  drug,  and  so  we  feel  that  many  old  people 
may  be  saved  from  hospitalization  if  proper 
use  of  chlorpromazine  can  be  made  by  their 
own  doctors  at  home. 

The  other  large  category  of  patients  to  whom 
the  drug  is  being  given,  is  the  “long  term  psy- 
chotic.” These  patients  have  hallucinations  and 
delusions,  and  are  described  as  regressed  or 
deteriorated.  The  results,  percentage-wise,  are 
not  so  good  with  these  patients  but  when  they 
do  respond,  the  result  is  dramatic. 

We  have  made  no  effort  to  replace  electric 
shock,  or  any  other  form  of  therapy,  by  the  use 
of  chlorpromazine.  We  have  made  it  an  addi- 
tional item  in  our  therapeutic  program.  There 
has  been  a very  definite  reduction  in  the  need 
for  maintenance  electric  shock  treatment  in 
the  chronic  patients.  There  has  also  been  a 
very  marked  reduction  in  seclusion  hours  dur- 
ing the  past  six  months.  Our  hospital  has  also 
experienced  a small  drop  in  census  during 
1955,  despite  an  increase  in  admissions,  indi- 
cating that  our  present  program  including 
chlorpromazine,  along  with  every  other  thera- 
peutic medium  we  can  employ,  is  increasing 
our  therapeutic  effectiveness. 

We  feel  that  some  of  the  more  spectacular 
results  reported  from  the  use  of  this  drug  must 
be  examined  rather  closely.  We  cannot  dupli- 
cate all  of  the  remarkable  feats  reported  by 
other  hospitals  about  the  country.  A New  York 
hospital  reported  that  mattress  destruction  was 
reduced  from  about  24  per  day  to  none.  Other 
hospitals  reported  a mass  exodus  of  patients 
suddenly  able  to  resume  their  place  in  society. 
At  our  hospital  an  intensive  electric  shock 
treatment  program  among  the  disturbed  pati- 


ents during  the  past  three  years,  had  long  ago 
eliminated  such  things  as  mattress  destruction. 
We  feel  that  when  introduction  of  chlorpro- 
mazine enables  a great  number  of  patients  to 
be  released  within  a very  short  time,  this  in- 
dicates that  prior  to  the  use  of  chlorpromazine, 
no  active  treatment  program  had  been  in  effect 
with  those  patients.  We  are  releasing  patients 
as  a direct  result  of  chlorpromazine  treatment, 
but  we  find  it  a much  more  gradual  procedure. 

New  Problems  Created 

The  following  comments,  I feel,  cover  an 
aspect  of  the  use  of  this  drug  that  has  been 
neglected,  and  which  should  be  pointed  out 
for  clear  understanding  of  just  what  effect  this 
drug  really  is  having  on  State  Hospital  psychia- 
try. 

Progress  always  produces  new  situations  and 
new  problems  in  whatever  field  it  may  occur. 
This  is  true  for  us  as  a result  of  the  beneficial 
effects  of  chlorpromazine.  Because  of  its  dem- 
onstrated ability  to  affect  favorably  the  psy- 
chotic patient,  the  hospital  administration  has 
had  to  meet  the  problem  of  the  improved  vio- 
lent ward  patient,  both  individually  and  as  a 
group.  We  have  to  admit  that  in  our  disturbed 
wards,  one  male  and  one  female,  with  about 
175  patients,  there  was  little  in  the  way  of  a real 
intensive  treatment  program.  Electric  shock 
treatment  was  used  intensively,  and  while  this 
greatly  reduced  the  destruction  and  need  for 
seclusion,  the  patients  were  too  irritable  and 
unpredictable  for  us,  with  minimal  personnel, 
to  set  up  activity  programs,  except  on  a very 
minor  scale.  With  chlorpromazine  the  most 
disturbed  patients  on  these  wards  show  im- 
provement and  the  entire  ward  picture  is  al- 
tered. The  improved  ward  behavior  makes  it 
necessary  for  us  to  find  ways  to  extend  occu- 
pational therapy  and  recreational  programs  to 
these  wards.  For  departments  already  too 
heavily  loaded,  this  has  been  difficult  to  do, 
but  it  has  been  done.  There  is  also  necessary  a 
re-orientation  of  ward  personnel’s  outlook  in 
the  change  of  the  ward  situation,  from  a place 
of  turmoil,  to  one  where  purposeful  activity 
can  be  followed  by  patients. 

In  addition  to  the  increased  need  for  ancil- 
lary services  on  our  acutely  disturbed  wards, 
the  same  type  of  problem  arises  for  the  hospital 
in  general.  There  are  patients  on  all  wards  who 
have  not  been  on  an  activity  program,  and  who, 
with  improvement  as  a result  of  chlorproma- 
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zine,  must  not  be  denied  these  additional  thera- 
peutic efforts.  Chlorpromazine  thus  increases 
our  need  for  all  of  the  ancillary  services. 

This,  I think,  is  the  real  heart  of  our  prob- 
lem here.  We  have  seen  some  dramatic  results 
with  chronic,  severely  ill  patients  in  our  dis- 
turbed groups.  Improvement  to  a remarkable 
degree  may  occur  purely  with  the  administra- 
tion of  a few  pills  a day.  There  comes  a time, 
in  most  cases,  however,  when  we  have  a better 
hospital  patient,  and  that  is  all.  That  is  when 
our  ancillary  services  become  essential.  It 
takes  all  the  “personal  touch”  we  can  apply  to 
an  individual  of  this  type,  if  we  are  to  bring 
him  to  the  state  in  which  home  going  really 
will  be  indicated. 

I am  afraid  that  some  hospitals  are  sending 
“quietly  psychotic”  patients  home,  establishing 
enviable  statistical  records  for  themselves,  but 
actually  not  doing  the  best  psychiatry  because 
they  are  not  fully  utilizing  all  the  other  thera- 
peutic tools  available.  To  do  this  adequately 
requires  more  trained  personnel,  and  in  set- 
tings like  ours,  more  time  and  effort  from  our 
personnel,  who  are  already  carrying  too  heavy 
a load. 

With  the  use  of  chlorpromazine  a certain 
number  of  long  term  patients  subject  to  con- 
stant, or  frequent  episodes  of  disturbed  be- 
havior are  so  benefitted  that  hospital  super- 
vision is  no  longer  necessary.  Such  a patient 
may  have  been  hospitalized  five,  10,  15  or 
more  years.  He  should  not  continue  to  be 
hospitalized  if  it  is  no  longer  necessary.  How- 
ever, it  obviously  will  not  be  a simple  matter 
to  return  such  an  individual  to  his  home.  The 
patient  is  thoroughly  institutionalized,  and  the 
family  situation  is  vastly  altered,  so  that  the 
patient’s  place  in  the  family  circle  no  longer 
exists.  We  increasingly  will  face  this  problem, 
as  we  have  more  patients  under  treatment, 
and  it  will  require  a great  deal  of  pre-release 
work  with  both  the  patient  and  the  family.  The 
matter  of  vocational  rehabilitation  of  such  long 
term  hospital  patients  is  not  a new  problem, 
but  also  will  increase  as  a result  of  chlor- 
promazine treatment  in  our  State  Hospitals, 
and  to  date  there  is  little  or  no  provision  for 
this  type  of  aid  to  our  patients. 

Disposition  and  Re-admissions 

Another  problem  we  are  having  to  face  at 
present  is  disposition  of  patients  who  should 
remain  on  maintenance  chlorpromazine  and 


who  may  go  home  to  one  of  our  remote  moun- 
tain areas,  or  into  a family  not  likely  to  expend 
the  $10.00  or  $20.00  needed  monthly  for  med- 
icine. Before  such  a patient  goes  home,  we 
must  be  sure  that  the  medication  is  available 
in  his  home  town,  and  that  his  family  realize 
the  importance  of  continuing  treatment.  We 
must  be  sure  that  medical  supervision  is  avail- 
able to  him,  since  from  the  areas  served  by 
our  hospital  it  is  difficult,  if  not  impossible, 
for  many  of  our  patients  to  return  to  us  for 
supervision,  even  if  we  had  provision  for  such 
out-patient  care.  Thus  the  release  of  such  pati- 
ents will  require  much  time  and  detailed  work 
on  the  part  of  our  staff. 

Before  the  use  of  chlorpromazine,  the  re- 
admission rate  was  on  the  increase  in  our 
mental  institutions.  It  would  seem  that  with 
the  increased  treatment  program  in  our  State 
Hospitals,  more  patients  recover  from  psychotic 
episodes,  and  are  released,  but  there  are  no 
facilities  for  non-hospital  psychiatric  attention 
in  their  home  situations,  and  relapses  occur. 
We  anticipate  that  until  facilities  for  out-patient 
care  are  available,  this  trend  will  be  increased, 
rather  than  decreased.  Many  patients  who 
would  not  otherwise  leave  the  hospital,  may  be 
able  to  do  so,  but  will  not  receive  the  neces- 
sary psychiatric  attention,  and  will  suffer  re- 
lapses necessitating  additional  periods  of  hos- 
pitalization. Despite  the  increase  in  re-admis- 
sions,  we  feel  that  the  net  result  should  be 
fewer  hospital  days  for  these  patients. 

Summary  and  Conclusions 

1.  We  feel  that  chlorpromazine  is  extremely 
useful  in  the  treatment  program  for  any 
patient  in  whom  agitation,  irritability  and 
anxiety  are  prominent. 

2.  We  do  not  feel  that  it  is  the  final  answer 
in  the  treatment  of  any  specific  disorder. 

3.  We  find  that  it  opens  hospital  doors  more 
quickly  for  some,  and  for  others  it  opens 
the  door  when  all  else  has  failed. 

4.  We  present  no  theory  as  to  its  mode  or 
site  of  action. 

5.  As  a direct  result  of  chlorpromazine’s 
beneficial  effect,  we  are  finding  our  ancil- 
lary services  hard-pressed  to  include  the 
many  patients  formerly  too  disturbed  for 
therapeutic  activity. 

6.  The  release  of  long-term,  chronic  patients 
presents  new  problems  in  rehabilitation 
and -home  planning  which  we  must  meet. 
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SURGICAL  TREATMENT  OF  LYMPHEDEMA* 

^ iLLiAM  T.  Swartz,  M.D. 

Lexington 


I FIRST  became  interested  in  elephantiasis 
when  during  my  internship  I saw  two  young 
patients  with  Milroy’s  disease  undergo 
multiple  Kondoleon  procedures  without  suc- 
cess. Since  that  time  a more  rational  surgical 
approach  has  evolved  which  should  offer  help 
to  these  patients. 

The  term  elephantiasis  arose  during  the  Ro- 
man Army’s  campaign  in  Libia  where  natives 
were  captured  who  had  tremendous  swellings 
of  either  leg  or  scrotum  in  which  not  only  the 
size  of  the  part  but  the  contour  of  the  skin  re- 
minded the  observers  of  the  hide  of  elephants.^ 
These  early  cases  were  no  doubt  primary  or 
specific  lymphedema  due  to  lymphatic  blockage 
by  filarial  worms.  This  type  is  of  recent  im- 
portance for  in  1943,  for  example  5,646 
Marines  and  Sailors  had  to  be  evacuated  be- 
cause they  were  infected  with  this  lesion. - 
The  etiology  of  lymphedema  is  varied. 
Primary,  or  specific  lymphedema  follows  inva- 
sion of  the  lymphatic  system  of  the  extremity 
by  the  filarial  worm  (Wuchereia  bancrofti)  in 
the  majority  of  cases,  and  by  the  Mycobac- 
terium tuberculosis,  or  Treponema  pallidum  in 
rare  instances.  Infectious  lymphedema  fre- 
quently follows  secondary  invasion  of  the 
lymphatics  by  streptococci.  Malignant  tumors 
cause  lymphedema  by  obstructing  the  lym- 
phatic channels.  In  occlusion  of  a major  vein 
in  an  extremity,  the  overload  on  the  lymphatic 
system  is  evidenced  by  lymphedema  which 
improves  following  recanalization  of  the  throm- 
bosed veins.  However,  in  severe  postoperative 
thrombophlebitis,  or  in  the  so-called  milk  leg 
following  pregnancy  (phlegmasia  alba  dolens) 
secondary  lymphatic  inflammation  may  cause 
permanent  lymphatic  obstruction.  Idiopathic 
lymphedema  of  the  lower  extremity,  which  be- 
comes pronounced  at  puberty — first  described 
by  Unna  ( 1890)  and  later  popularized  by  Mil- 
roy  (1892)  is  known  as  Milroy's  disease. 
Some  authors  attribute  this  condition  to  an 
endocrine  disturbance  since  it  becomes  mani- 
fest at  puberty;  others  feel  that  it  represents  a 
congenital  lack  of  adequate  lymph  vessel 
drainage.-^ 

^Presented  before  a meeting  of  the  Fayette  County 
Medical  Society  * 


Surgery,  x-ray,  radium,  third  degree  bums, 
keloid  formation,  trauma  or  circumferential 
avulsion  of  skin  and  subcutaneous  tissue  may 
result  in  lymphatic  blockage  secondary  to  inter- 
ruption of  lymphatic  pathways.  This  type  may 
not  manifest  itself  until  many  years  following 
the  original  injury,  after  recurrent  bouts  of 
lymphangitis  have  blocked  more  and  more 
lymphatics  and  the  process  has  become  irre- 
versible. 

Anatomy 

The  lymphatic  system  of  the  lower  extrem- 
ity is  an  endothelial  lined  progression  of  lym- 
phatic capillaries,  collecting  vessels,  lymph 
glands  and  lymph  channels  containing  lymph 
and  serving  to  return  waste  products  from  the 
periphery  into  the  general  venous  circulation 
by  way  of  the  thoracic  duct.  Very  abundant 
superficial  and  deep  lymphatic  capillary 
plexuses  are  located  in  the  skin;  however, 
lymph  vessels,  glands  and  channels  are  en- 
countered in  the  subcutaneous  layers.  Lymph 
drainage  proceeds  from  the  capillaries,  through 
the  vessels,  channels  and  glands. 

In  the  lower  extremity,  as  in  other  parts  of 
the  body,  there  are  superficial  and  deep  groups 
of  both  glands  and  vessels.  The  superficial 
inguinal  lymph  glands  are  arranged  in  two 
groups:  an  upper  group,  spread  out  beneath 
the  junction  of  the  membranous  layer  of  the 
superficial  fascia  and  the  deep  fascia  of  the 
thigh,  and  a lower  group  placed  along  both 
sides  of  the  upper  portion  of  the  saphenous 
vein.  Both  of  these  groups  lie  just  superficial  to 
the  deep  fascia.  The  superficial  lymph  chan- 
nels contain  few  valves  and,  as  supported  by 
clinical  evidence,  apparently  do  not  anasto- 
mose with  deep  channels  that  drain  the  muscles 
of  the  leg.^  The  superficial  group  of  lymph 
vessels  drain  the  skin  and  subcutaneous  tissue 
of  the  thigh,  anterior  leg  and  dorsum  of  the 
foot.  They  follow  the  superficial  veins  lying 
on  or  near  the  deep  fascia  and  drain  into  the 
superficial  inguinal  nodes.  A relatively  small 
area  from  the  sole  of  the  foot  and  leg  drains 
into  glands  within  the  popliteal  fossa. 

Rich  lymphatic  capillaries  are  present  within 
the  muscles,  tendons,  joints  and  bones.  Their 
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channels  follow  the  deep  veins  beneath  the 
deep  fascia  and  drain  predominantly  into 
glands  located  about  the  femoral  and  iliac 
vessels.  Semilunar  type  valves  are  much  more 
abundant  in  the  deep  channels  than  in  the 
superficial  pathways.  Unlike  the  venous  system, 
there  is  very  little  overlay  in  lymphatic  drain- 
age areas,  for  once  a channel  is  blocked,  there 
is  very  little  possibility  for  the  substitution  of 
collateral  channels. The  functions  of  the 
peripheral  lymphatics  are  mainly  to  aid  in 
normal  drainage  of  the  extremity  and  to  form  a 
defensive  barrier  against  the  spread  of  infec- 
tion or  malignant  tumors. 

Pathology 

Inflammation  of  the  lymphatic  system, 
termed  lymphangitis  or  lymphadenitis,  similar 
to  that  in  a vein  with  thrombophlebitis,  may 
cause  changes  within  the  wall  of  the  lymphatic 
vessel.  These  inflammatory  changes  are  fol- 
lowed by  fibrous  thickening  and  scar  tissue 
proliferation  with  obliteration  of  the  lymphatic 
channels.  When  this  occurs  there  is  stasis  of 
lymph  within  the  rich  lymphatics  of  the  skin 
and  massive  swelling  ensues,  which  is  at  first 
pitting  and  later  brawny.  Chronic  lymphedema 
of  an  extremity  is  characterized  by  this  diffuse 
swelling  of  the  part.  As  the  process  progresses 
there  is  an  increase  in  the  interstitial  fluid,  and 
a diffuse  fibrosis  involving  all  layers  of  tissue 
superficial  to  the  deep  fascia  of  the  extremity. 
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Fig.  1 Pathogenesis  of  the  elephantine  limb. 

In  the  initial  phase  of  the  process  there  is 
pitting  edema  which  disappears  on  elevation 
and  is  usually  confined  to  the  distal  part  of  the 
extremity.  The  lymph  vessels  in  the  subcuta- 


neous tissue  and  capillary  plexus  in  the  dermis 
are  involved  initially.  This  process  may  subside 
without  sequelae.  If  it  progresses,  the  edema  be- 
comes brawny  and  is  not  relieved  by  elevation. 
The  lymphatic  valves  become  incompetent  due 
to  scarring;  absorption  fails  and  the  vessels 
become  distended  with  lymph.  The  surrounding 
tissues  contain  tissue  proteins  and  large  num- 
bers of  plasma  cells.  The  protein  and  fibrino- 
gen content  of  the  lymph  increases,  stimulating 
fibrosis.  As  this  condition  persists,  the  skin 
becomes  thickened  and  brawny  with  eversion 
of  the  pores.  Interference  with  nutrition  of  the 
skin  favors  ulceration,  excoriation  and  der- 
matitis. The  leg  then  represents  a fertile  site 
for  cellulitis  and  lymphangitis  which  in  them- 
selves cause  a progression  of  the  lymphatic 
blockage  and  fibrosis.  At  this  stage  the  changes 
are  irreversible.’’ 

That  chronic  recurring  infection  is  a neces- 
sary factor  for  the  development  of  elephantine 
limb  was  stressed  by  Halsted*’  in  1921  and 
later  by  Roberts.  “Simple  lymph  edemas  are 
the  results  of  stasis — add  the  factor  of  infection 
and  we  have  an  entirely  different  picture,  that 
of  elephantiasis.  Chronic  infection  usually 
caused  by  streptococcus  after  a time  rapidly 
leads  to  progressive  hypertrophy  or  hypodermal 
and  dermal  connective  tissues.  Simple  mechan- 
ical blockage  of  the  lymphatics  causes  regional 
lymphedema,  but  the  characteristic  fibro- 
matosis and  histologic  changes  peculiar  to  the 
elephantoid  state  cannot  be  produced  without 
pyogenic  infection.”” 

Treatment  (Historical  Review) 

The  obvious  treatment  is  correction  of  the 
underlying  cause.  Contact  with  those  infected 
with  filaria  must  be  broken  in  that  type.  Eleva- 
tion, rest,  supportive  bandages,  meticulous 
cleanliness  and  control  of  fungus  and  pyogenic 
skin  infections,  is  indicated  in  all  cases.  In  this 
con.servative  treatment  the  part  must  be  eleva- 
ted enough  to  reduce  the  swelling  and  sup- 
ported enough  to  maintain  this  reduction  with 
dependency.  The  part  should  be  raised  above 
the  level  of  the  heart  at  night  and  each  time 
swelling  occurs  during  the  day.  At  first  this 
may  require  10  or  15  periods  of  elevation  a 
day.  The  lymph  fluid  must  not  be  permitted  to 
escape  into  the  subcutaneous  tissues  and  stimu- 
late fibrosis.  That  elevation  is  of  importance 
has  been  proven  by  reduction  of  swelling  fol- 
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lowing  iliac  vein  ligations  from  35  to  four  per 
cent  with  attention  to  this  one  detail  aloneJ 

Of  equal  importance  is  support  which  main- 
tains decompression  once  the  elevation  has 
eliminated  the  fluid.  If  swelling  occurs  the 
part  must  be  elevated  until  the  swelling  sub- 
sides. Good  elevation  for  30-40  minutes  usually 
reduces  this  swelling.  An  Ace  bandage  is  supe- 
rior to  elastic  stockings  because  of  its  uniform 
pressure  and  the  fact  that  it  can  be  adjusted  to 
take  up  any  slack.  In  most  patients  with  so 
called  milk  leg,  a program  such  as  this  if  in- 
stituted early  and  followed  through  will  be 
effective.  Vasodilators,  massage,  physical  ther- 
apy have  helped  many  of  this  mild  group. 

Repeated  courses  of  specific  antibiotic  ther- 
apy may  be  indicated.  Often  when  attacks  of 
secondary  infection  can  be  prevented  for  some 
time  they  do  not  recur.  Patients  with  mild  to 
moderate  chronic  lymphedema  and  especially 
those  seen  early  after  a thrombotic  syndrome 
may  respond  well  to  sympathectomy.  In  these 
latter  cases  venous  thrombosis  overloads  the 
lymphatic  system — sympathectomy  releases 
spastic  element  associated  with  the  process 
improving  venous  circulation  and  therapy  takes 
the  load  off  the  lympatics. 

This  presentation,  however,  is  concerned 
with  the  problem  of  massive  lymphedema,  the 
elephantine  limb,  with  which  the  patient  is 
physically  and  psychologically  disabled.  The 
size  of  the  limb  makes  him  a monstrosity,  the 
recurrent  lymphangitis  and  ulcerations  make 
him  an  invalid.  Surgical  correction  of  the  re- 
sidual lymphatic  mass  is  indicated  for  physical 
comfort  and  rehabilitation. 

Early  operative  procedures  date  back  to  the 
early  nineteenth  century  when  Lisfranc  advo- 
cated obliteration  of  the  lymphostasis  by 
scarification.  Others  advocated  ligation  of  the 
femoral  or  iliac  vessels  in  attempts  to  reduce 
lymphostasis.  These  measures  usually  resulted 
in  no  improvement,  massive  infections,  or  led 
to  amputation.  In  1908  Handley  attempted 
canalization  of  the  obstructed  areas  by  placing 
long  silk  sutures  at  the  subcutaneous  level.  In 
1945,  a similar  maneuver  using  nylon  was  em- 
ployed by  Ransohoff.  Fascial  strips  and  rubber 
tubing  have  been  used  in  a similar  manner  but 
without  conclusive  results.  The  response  in 
these  cases  is  thought  to  be  due  to  lymph  leak- 
age rather  than  to  the  lymphatic  channels 
which  have  been  created.-'’ 
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In  1938  Gillies  and  Fraser  used  a bridge  of 
skin  and  subcutaneous  tissue  with  its  normal 
lymphatics  to  by-pass  an  inguinal  obstruction 
and  drain  lymph  into  axillary  nodes.  They  re- 
ported fair  results.  Mowlen  attempted  to  drain 
the  subcutaneous  lymphatics  of  the  thigh  by 
bringing  the  omentum  out  beneath  the  inguinal 
ligament.  The  results  were  encouraging,  how- 
ever, the  danger  of  herniation  was  thought  to 
be  considerable.-'’ 

Most  present-day  surgical  procedures  are 
modifications  of  the  Kondoleon  procedure. 
Originally  published  in  1912,  this  operation 
was  based  upon  the  establishment  of  communi- 
cations between  the  subcutaneous  tissue  and 
the  deep  muscle  by  excision  of  strips  of  deep 
fascia.  Because  of  disappointing  results,  the 
operation  was  later  modified  by  Sistrunk  to 
include  more  extensive  removal  of  skin  and 
subcutaneous  tissue.  The  inherent  failure  in 
these  procedures  seems  to  be  the  inability  to 
maintain  the  postoperative  decrease  in  size  of 
the  extremity  and  the  recurrence  of  lymphan- 
gitis and  cellulitis.  This  may  be  because  large 
portions  of  diseased  tissue  remain  in  the  ex- 
tremity.'’ 

Homans  in  1936  and  more  recently  Pratt 
advocated  complete  excision  of  the  subcuta- 
neous tissue  and  deep  fascia  of  the  calf,  with 
75  to  85  per  cent  excision  of  these  structures 
in  the  thigh,  if  involved,  the  remaining  full 
thickness  skin  then  being  approximated  direct- 
ly to  the  muscle.  They  were  of  the  opinion  that 
there  was  some  communciation  established  be- 
tween the  grafted  full  thickness  skin  and  the 
deep  muscle  lymphatics.  Other  authors  felt 
that  the  benefit  in  these  was  probably  due  to 
the  plastic  excision  of  the  lymphatics  rather 
than  the  creation  of  anastamotic  lymphatic 
channels.  In  1947  Macey  emphasized  that  re- 
current cellulitis  could  be  controlled  only  by 
complete  excision  of  the  disease  bearing  area. 
In  1950  Molem,  advocated  total  excision  of 
all  the  subcutaneous  tissue  of  the  leg  with  pres- 
ervation of  the  full  thickness  skin  only  over  the 
anterior  tibia  and  tendon  achillis.  Secondary 
split  thickness  grafting  of  the  extremity  was 
then  carried  out.  In  the  same  year  Blocker  re- 
ported six  cases  of  elephantiasis  of  the  lower 
extremity  treated  by  radical  block  excision  of 
all  skin  and  subcutaneous  tissue  down  to  the 
muscle  and  periosteum  of  the  tibia  covered  by 
large  split  thickness  dermatome  grafts.-’’’  Pratt 
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recently  reported  25  cases  treated  by  this  tech- 
nique. His  results  were  very  satisfactory.  There 
have  been  no  recurrences  of  lymphedema,  the 
first  two  cases  in  his  series  having  been  done 
three  years  ago.  These  results  far  exceed  pre- 
vious techniques  in  which  one  third  were  un- 
satisfactory.' The  following  case  illustrates  this 
technique. 

Case  Report 

A 55  year  old  white  male  suffered  a gunshot 
wound  in  the  upper  third  of  the  left  thigh  in 
1918.  The  original  wound  was  allowed  to 
granulate  in  and  healed  secondarily  within  six 
weeks.  For  the  next  six  years  the  patient’s  life 
was  uneventful.  However,  eight  years  following 
the  original  injury  he  began  to  notice  an  in- 
crease in  the  size  of  the  left  thigh  and  gradu- 
ally developed  a non-tender  swelling  of  the 
left  lower  leg,  associated  with  a thickening  and 
crusting  of  the  skin.  In  1937  a Kondoleon 
procedure  was  performed  on  the  lateral  aspect 
of  the  left  leg.  Three  months  after  surgery  there 
was  complete  reaccumulation  of  the  swelling.  A 
second  Kondoleon  operation  was  performed 
along  the  medial  aspect  of  the  left  thigh  and 
leg  in  1939.  In  three  months  the  swelling  re- 
turned. The  leg  gradually  increased  in  size 
until  hospital  admission. 

For  several  years  prior  to  admission  the 
patient  had  worked  as  a gardener  and  on 
several  occasions  lacerated  his  leg  with  a sickle. 
Following  these  lacerations  he  described  a 
tremendous  amount  of  fluid  pouring  from 
his  leg,  causing  subsidence  of  the  swelling  and 
relief  of  symptoms,  which  although  temporary, 
was  quite  gratifying.  Although  the  leg  was  a 
cosmetic  problem,  he  had  very  good  function 
and  continued  his  occupation  as  a gardener. 
Three  weeks  prior  to  admission  he  suffered  an 
abrasion  on  the  lower  aspect  of  the  left  leg 
which  proceeded  to  drain  fluid.  This  subse- 
quently became  tender,  the  entire  leg  became 
red  and  indurated  and  the  patient  became 
febrile.  It  was  because  of  these  acute  symptoms 
that  he  was  admitted  to  the  hospital. 

The  entire  leg  from  the  knee  to  below  the 
malleoli  was  involved  in  diffuse,  brawny  swel- 
ling which  did  not  pit.  Thick,  crusted,  pig-like 
skin  covered  the  entire  area.  The  left  mid-calf 
measured  60  cms.  in  diameter;  the  right 
measured  36  cms. 

The  patient  was  placed  on  bed-rest  with 


elevation  of  the  leg  and  antibiotics.  Within  14 
days  there  was  moderate  subsidence  of  the 
edema.  (Fig.  2 ) 


Fig.  2 Appearance  of  extremity  at  time  of  surgery. 

Operation 

Under  a tourniquet,  a complete  excision  of 
all  tissue  superficial  to  the  muscles  of  the  calf 
and  periosteum  of  the  tibia  was  carried  out. 
The  entire  thickened  and  indurated  mass  of 
tissue  which  formed  the  lower  leg  was  excised 
in  a single  piece  down  to  the  muscle  bellies. 
Split  thickness  skin  was  taken  from  the  abdo- 
men and  right  thigh.  A massive  pressure  dress- 
ing was  applied.  During  the  procedure,  500  ccs. 
of  blood  were  given. 

Microscopic  sections  showed  diffuse  sub- 
cutaneous fibrosis  and  lymphatic  infiltration 
with  an  abundance  of  dilated  lymph  and  blood 
vessels  scattered  throughout  the  subcutaneous 
layer. 

Postoperative  Course 

He  was  given  antibiotics  for  a period  of  10 
days.  On  the  twenty-fifth  postoperative  day, 
patient  began  dangling  his  leg  from  the  side  of 
the  bed  for  a period  of  five  minutes  each  hour. 
This  time  gradually  increased  until  there  was 
no  discoloration  or  swelling  encountered  on 
dependency.  By  the  thirty-fourth  postoperative 
day  he  was  up  in  a wheelchair  and  walking  to 
the  bathroom.  At  this  time  there  was  slight 
edema  of  the  dorsum  of  the  foot  which  was 
readily  controlled  by  elastic  bandages.  On  his 
fortieth  postoperative  day,  he  was  discharged 
from  the  hospital.  When  seen  17  months  fol- 
lowing surgery,  there  was  no  swelling  of  the 
leg.  The  grafted  area  showed  no  ulceration  or 
evidence  of  breakdown.  The  extremity  was 
non-tender  and  had  good  function.  The  tendo 
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achillis  glided  beneath  the  graft  without  limita- 
tion. Calf  measurements  of  the  left  correspond 
to  those  on  the  right.  (Fig.  3) 


Fig.  3 Nontender,  good  functioning  cosmetic  extremity — 17 
months  after  surgery. 


Summary  and  Conclusions 

1 .  The  anatomy,  etiology,  pathology  and 
therapy  of  lymphedema  have  been  brief- 
ly reviewed. 


2.  A case  is  presented  of  chronic  lymph- 
edema of  the  lower  extremity  secondary 
to  a gun  shot  wound  of  the  thigh.  The 
elephantine  process  began  to  develop  six 
years  after  injury  and  led  to  two  unsuc- 
cessful Kondoleon  procedures  19  and  21 
years  later.  Because  of  the  elephantine 
proportion  and  recurrent  bouts  of  cellu- 
litis and  lymphangitis  the  patient  be- 
came a candidate  for  radical  excision  of 
all  involved  tissue.  Seventeen  months 
follow  up  revealed  an  extremity  of  much 
greater  functional  and  cosmetic  value 
with  no  evidence  of  recurrence  of  cellu- 
litis or  edema. 

3.  Chronic  elephantine  extremities  can  be 
reduced  to  near  normal  size  by  complete 
excision  of  the  involved  skin  and  sub- 
cutaneous tissue.  This  can  be  accom- 
plished expediently  in  a one  stage  pro- 
cedure followed  by  extensive  split  thick- 
ness skin  grafting. 
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SOME  EFFECTS  OF  GENERAL  ANESTHETIC  AGENTS  ON  THE  HEART* 
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Many  patients  who  face  anesthesia  and 
an  operation  express  grave  concern  as 
to  whether  or  not  their  hearts  are  able 
to  withstand  this  combination  of  insults.  Usual- 
ly reassurance  is  given  and,  as  a rule,  patients 
do  tolerate  anesthesia  and  operation  with  sur- 
prisingly few  manifestations  of  cardiac  dysfunc- 
tion. That  this  is  true  is  based  much  more  on 
the  inherent  ability  of  the  cardiovascular  system 
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to  tolerate  an  insult  than  on  any  factual  know- 
ledge regarding  the  performance  of  the  heart  as 
it  is  subjected  to  the  stresses  and  strains  of 
anesthesia,  operation,  and  recovery.  It  is  un- 
fortunate that  many  of  the  impressions  regard- 
ing the  effects  of  anesthetics  on  the  heart  are 
based  more  on  statistics  of  survival  than  on 
actual  measurements  of  cardiac  function  while 
the  heart  is  under  the  influence  of  these  drugs. 

Our  Present  Ignorance 

There  are  many  reasons  for  our  ignorance 
of  the  effects  of  anesthetic  agents  on  the  heart. 


Probably  the  principal  difficulty  arises  from  the 
extremely  large  number  of  variable  factors 
which  must  be  evaluated,  the  limitations  in 
methods  for  their  evaluation,  and  the  speed 
at  which  some  cardiovascular  derangements 
occur.  For  more  than  50  years  the  only  method 
of  monitoring  cardiac  function  during  anes- 
thesia was  palpation  of  the  peripheral  pulse. 
To  this  was  added  measurement  of  blood 
pressure  by  the  anesthetist  and  with  few  ex- 
ceptions pulse  rate  and  blood  pressure  estima- 
tions constitute  the  principal  means  of  evalu- 
ating circulatory  efficiency  today.  Within  re- 
cent years  electrocardiography  has  found  a 
limited  usefulness  in  the  operating  room  and 
certainly  this  valuable  aid  will  find  a more 
extensive  application  in  the  future.  It  is  to  be 
hoped  that  as  better  methods  of  investigation 
are  developed  and  more  physicians  become 
concerned  with  circulatory  problems  during 
surgery,  more  factual  information  will  be 
accumulated  and  permit  the  anesthetist  to 
know,  rather  than  guess,  the  status  of  the 
patient. 

The  average  patient  may  undergo  anesthesia 
for  an  appendectomy  exhibiting  few  changes 
in  the  so-called  “vital  signs.”  This  is  not 
necessarily  a tribute  to  the  conduct  of  anes- 
thesia, but  rather  to  the  tremendous  ability 
of  the  cardiovascular  apparatus  to  withstand 
stresses  imposed  upon  it.  The  blood  pressure 
is  not  in  itself  an  index  of  cardiac  function  but 
simply  represents  the  resultant  of  several 
factors  which  are  remarkedly  well  integrated. 
The  principal  factors  which  maintain  arterial 
pressure  are  the  cardiac  output,  the  blood 
volume,  the  peripheral  resistance,  and  the  elas- 
ticity of  the  vessels.  The  normal  heart  muscle 
can  carry  out  work  nine  times  that  required 
in  the  basal  state.  The  peripheral  vessels  can 
dilate  and  constrict  within  very  wide  ranges  in 
order  to  keep  the  reservoir  pressure  within  a 
narrow  range  and  compensate  for  blood  loss 
or  other  alterations  in  hemodynamics.  The  fact 
that  a blood  pressure  remains  “normal”  does 
not  mean  that  the  circulation  has  not  been  ad- 
versely affected.  The  myocardium  may  be  de- 
pressed but  arterial  pressure  maintained  by 
vasoconstriction  or  other  reserve  forces.  The 
fact  that  a pulse  rate  remains  slow  is  generally 
considered  to  be  a favorable  sign.  On  the  other 
hand,  it  is  quite  possible  that  this  slow  pulse 
is  simply  due  to  the  fact  that  the  heart  is  no 
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longer  able  to  compensate  by  acceleration  and 
is  nearing  the  breaking  point.  That  the  pulse 
beats  with  a regular  rhythm  is  not  necessarily 
an  indication  that  all  is  well,  for  dangerous  con- 
duction defects  may  be  associated  with  a reg- 
ular rhythm.  The  fact  that  in  the  presence  of 
hemorrhage,  blood  pressure  and  pulse  rates 
remain  stable  may  simply  mean  that  the  circu- 
lation has  compensated  to  its  utmost  by  vaso- 
constriction and  give  no  hint  that  the  patient 
is  bordering  on  irreversible  shock.  The  elec- 
trical activity  of  the  heart  may  be  maintained 
well  in  the  presence  of  a marked  change  in 
blood  pressure,  and  give  little  warning  of  im- 
pending coronary  insufficiency.  Quite  often, 
then,  it  is  probable  that  a state  of  apparent 
normalcy  exists  as  measured  by  ordinary 
methods  when  actually  the  cardiovascular 
status  is  distinctly  abnormal.  As  long  as  com- 
pensatory mechanisms  hold  out,  the  patient 
will  survive  but,  when  compensation  breaks,  a 
catastrophe  may  occur  very  suddenly. 

Any  discussion  of  the  effects  of  anesthetic 
drugs  on  the  cardiovascular  system  is  forced 
to  include  two  other  factors  which  are  con- 
stant threats  and  which  are  often  extremely 
difficult  to  recognize.  These  are  hypoxia  and 
hypercapnia.  More  and  more  evidence  points 
to  damage  produced  by  these  culprits  whose 
attack  may  be  very  insidious  and  require 
several  hours  before  disaster  is  produced.  To 
these  might  be  added  other  factors  which  are 
often  unrecognized  such  as  bleeding,  altera- 
tions in  body  temperature,  reflexes  of  vagal  or 
sympathetic  origin,  blood  volume  deficiencies, 
and  the  impatience  of  surgeons  and  anesthe- 
tists. 

illustrative  Cases 

Perhaps  some  of  the  adverse  cardiovas- 
cular effects  produced  by  anesthetics  and  anes- 
thetists might  be  described  best  by  the  use  of 
illustrative  cases.  During  the  past  few  years 
we  have  had  an  opportuniy  to  study  a rather 
large  collection  of  cases  which  terminated  in 
death  or  a very  narrow  escape  from  disaster. 
The  pattern  in  many  of  these  cases  is  so  simi- 
lar that  it  is  reasonable  to  assume  that  the 
basic  mechanisms  were  quite  similar  also  and 
from  these  cases  certain  conclusions  can  be 
drawn. 

Case  I.  An  elderly  man,  rather  debilitated, 
anemic,  and  arteriosclerotic  was  suffering  from 
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a tumor  presenting  itself  in  the  midline  of  the 
back  and  thought  to  arise  from  one  of  the 
thoracic  vertebrae.  Because  of  the  rather  piti- 
ful condition  of  the  patient  and  the  desire  to  ob- 
tain a substantial  piece  of  tissue,  general  anes- 
thesia was  decided  upon,  using  endotracheal 
technic  because  of  the  prone  position  required 
for  the  procedure.  To  facilitate  intubation,  a 
barbiturate  combined  with  a muscle  relaxant 
was  given  intravenously  rapidly  and  intuba- 
tion carried  out.  It  was  then  noted  that  carotid 
pulsations  were  no  longer  visible  nor  could  a 
radial  pulse  be  detected.  Accordingly  cardiac 
massage  was  thought  in  order.  As  the  inter- 
space was  felt  for,  feeble  cardiac  pulsations 
were  noted  and  increased  rapidly  in  intensity. 
Within  a few  minutes  blood  pressure  was 
normal  and  the  operation  carried  out  without 
further  incident.  The  patient  apparently  re- 
covered satisfactorily  but  died  suddenly  a few 
days  later. 

This  case  illustrates  the  primary  circulatory 
depression  which  may  be  produced  by  an  in- 
travenous barbiturate.  If  one  follows  closely 
the  blood  pressure  during  induction  of  bar- 
biturate anesthesia  there  will  be  noted  con- 
sistently a fall  in  blood  pressure  which  tends 
to  reverse  itself  and  approach  normal  within 
a few  minutes.  Experimentally  it  has  been 
shown  clearly  that  barbiturate  anesthesia  mark- 
edly depresses  the  contractility  of  the  heart 
and  the  cardiac  output.  The  degree  of  depres- 
sion varies  somewhat  with  the  speed  of  in- 
jection. Pulse  rate  changes  are  variable.  In  the 
presence  of  an  adequate  blood  volume,  blood 
pressure  is  maintained  by  peripheral  vaso- 
constriction in  the  face  of  myocardial  de- 
pression and  diminished  venous  return.  That 
the  above  patient  survived  the  experience  is  a 
tribute  to  no-one.  All  of  the  factors  important 
in  the  development  of  this  circulatory  collapse 
should  have  been  recognized  before  induction. 
If  barbiturate  induction  had  still  been  chosen, 
the  speed  of  injection  should  have  been  very, 
very  slow.  “Shotgun”  methods  of  induction 
have  become  quite  popular  in  recent  years, 
but  in  an  occasional  case  a degree  of  circula- 
tory depression  sufficient  to  cause  death  may 
occur. 

Ethyl  ether  has  obtained  the  reputation  of 
being  the  safest  agent  to  use  in  the  presence  of 
cardiac  disease.  This  opinion  is  backed  by  a 
large  number  of  individuals  and  by  thousands 


of  cases  of  survival.  It  is  not  intended  to  dis- 
pute this,  but  for  some  reason  the  feeling 
often  is  obtained  that  ether  is  actually  bene- 
ficial to  the  cardiovascular  system.  Nothing 
could  be  farther  from  the  truth.  Again  experi- 
imental  evidence  points  to  the  myocardial  de- 
pressant effects  of  ether,  with  most  marked 
depression  in  deeper  planes  of  anesthesia. 
Without  the  compensatory  mechanism  of  sym- 
pathoadrenal discharge,  even  light  ether  anes- 
thesia may  result  in  a profound  degree  of  cir- 
culatory depression.  Clinically  this  is  borne 
out  by  the  extreme  hypotension  which  follows 
sympathectomy  or  adrenalectomy  under  ether 
anesthesia. 

Case  II.  An  obese  female  with  a long-stand- 
ing obstruction  of  the  colon  was  anesthetized 
with  cyclopropane  and  maintained  on  ether- 
oxygen.  When  the  plane  of  anesthesia  was  deep- 
ened to  facilitate  the  battle  with  the  distended 
intestines,  no  blood  pressure  could  be  obtained, 
but  a satisfactory  pressure  would  return  and  be 
maintained  when  light  anesthesia  was  used. 
To  permit  closure  of  the  abdomen,  a small 
dose  of  curare  was  given.  The  abdominal  wall 
was  closed,  but  it  was  not  until  several  hours 
later  that  paralysis  produced  by  curare  had 
worn  off  to  the  point  where  it  was  thought  safe 
to  return  the  patient  to  the  ward,  where  she 
died  a few  hours  later  in  a progressive  hypo- 
tensive state. 

This  case  illustrates  several  points  of  im- 
portance. In  the  first  place  it  shows  the  de- 
pressant effect  of  ether  on  the  circulation  in 
the  presence  of  toxemia  and  hypovolemia  and 
with  these,  an  inability  to  compensate  for 
myocardial  depression.  Secondly,  it  illustrates 
the  hazard  of  combining  ether  anesthesia  and 
curare,  a point  which  has  been  emphasized  so 
many  times.  In  the  third  place,  it  demonstrates 
the  insidious  nature  of  hypoxia  and  hyper- 
capnia which  probably  combined  in  the  opera- 
tive and  postoperative  period  to  help  produce 
hypotension  and  death.  In  the  light  of  recent 
work,  it  can  be  assumed  that  hypercapnia  con- 
tributed greatly  to  the  prolonged  muscular 
weakness  which  followed  the  injection  of  a 
muscle  relaxant. 

Case  III.  A young  man  with  severe  bron- 
chiectasis was  anesthetized  with  cyclopropane 
for  a lobectomy.  Sputum  was  particularly 
copious  and  frequent  tracheal  suctioning  was 
necessary.  During  the  hilar  dissection  the  stim- 
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ulus  merely  of  touching  one  particular  area 
was  followed  by  a marked  hypotension  with 
bradycardia,  the  typical  vago-vagal  reflex  so 
often  described.  The  “irritable  focus”  was  in- 
filtrated with  procaine  and  the  operation  com- 
pleted uneventfully. 

Case  IV.  A child  was  anesthetized  with 
cyclopropane  and  a right  middle  lobectomy 
carried  out.  The  anesthesia  and  operation  were 
quite  smooth  during  the  lobectomy.  The  patient 
was  deliberately  deeply  anesthetized  to  fur- 
nish optimal  operating  conditions.  Prior  to 
closure  of  the  chest  the  lungs  were  inflated 
twice  with  oxygen,  and  tracheal  suction  carried 
out.  At  this  point,  the  heart  became  irregular 
and  during  the  next  four  hours,  in  spite  of  (or 
perhaps  because  of)  various  drugs,  failed  to 
resume  a normal  rhythm.  Frequent  runs  of 
ventricular  tachycardia  were  observed  electro- 
cardiographically  during  this  time. 

Case  III  and  IV  represent  ground  for  attack 
by  the  opponents  of  cyclopropane.  Likewise,  in 
these  patients,  the  association  of  cardiac  irreg- 
ularities with  tracheal  stimulation  offers  good 
evidence  of  vagal  reflex  action  which  has  so 
frequently  been  blamed  for  circulatory  dis- 
turbances. But  other  factors  also  play  a part. 
Both  of  these  patients  were  undoubtedly  hyper- 
capneic,  and  in  Case  III  hypoxia  cannot  be 
ruled  out.  Evidence  has  been  presented  to  show 
that  in  humans  anesthetized  with  cyclopropane, 
cardiac  arrythmias  do  not  occur  if  carbon  diox- 
ide elimination  has  been  carried  out  properly. 

In  the  dog,  the  effects  of  vagal  stimulation 
and  the  incidence  of  epinephrine-cyclopropane 
arrythmias  are  influenced  greatly  by  the  state 
of  oxygenation  and  carbon  dioxide  elimination. 
In  the  human,  direct  electrical  stimulation  of 
one  vagus  has  been  carried  out,  and  it  has  been 
shown  that  the  cardiac  effects  are  negligible 
unless  hypoxia  or  hypercapnia  is  present. 

In  Case  IV,  there  is  little  doubt  that  con- 
siderable carbon  dioxide  retention  occurred 
and  that  this  hypercapnia  was  rapidly  correct- 


ed when  the  lung  was  vigorously  and  repeatedly 
inflated.  If  dogs  are  allowed  to  breathe  high 
concentrations  of  carbon  dioxide  for  a few 
hours,  little  alteration  in  circulation  occurs. 
If,  then,  this  carbon  dioxide  is  suddenly  re- 
moved, a rapid  deterioration  of  circulation 
occurs  and  ventricular  arrythmias  appear 
which  are  often  fatal.  This  sequence  of  events 
is  probable  in  Case  IV.  It  has  been  shown  that 
during  both  the  period  of  hypercapnia  and  its 
correction,  marked  shifts  in  electrolytes  occur 
which  might  account  for  these  deleterious 
effects  on  circulation.  It  is  doubtful  that  any 
single  factor  contributes  exclusively  to  this  cir- 
culatory derangement,  but  certainly  both  the 
development  of  hypercapnia  and  its  subsequent 
correction  can  play  an  important  role  in  cir- 
culation during  anesthesia. 

The  older  literature  has  often  emphasized 
the  part  which  deep  anesthesia  plays  in  pro- 
tecting the  heart  from  noxious  reflex  stimuli. 
While  certain  reflexes  can  undoubtedly  depress 
or  stimulate  the  circulatory  apparatus,  more 
and  more  evidence  points  to  the  fact  that  these 
reflexes  are  of  minor  significance  provided  the 
status  of  ventilation  is  adequate.  The  experi- 
ence of  Artusio  with  ether  analgesia  for  car- 
diac surgery  would  seem  to  bear  this  out. 

Summary 

In  essence,  then,  it  is  probably  fair  to  state 
that  all  general  anesthetic  agents  with  the 
possible  exception  of  nitrous  oxide  and  ethy- 
lene, produce  alterations  in  circulatory  dynam- 
ics which  may  or  may  not  be  recognized. 
Whether  or  not  the  patient  survives  anesthesia 
and  surgery  must  depend  to  a large  extent  on 
the  ability  of  the  patient  to  compensate  for 
the  depressant  effects  of  anesthesia;  and  cer- 
tainly the  avoidance  of  the  additional  effects 
of  hypoxia,  respiratory  obstruction,  hyper- 
capnia, blood  loss,  and  excessive  surgical 
trauma  are  of  tremendous  importance  in  the 
maintenance  of  the  integrity  of  the  physiologi- 
cal reserves. 
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A UROLOGIC  PERSPECTIVE  OF  ABDOMINAL  TUMORS** 

Frank  M.  Woods,  M.D.* 

Miami,  Florida 


The  motivating  influence  that  prompted 
the  writing  of  this  paper  was  the  dis- 
crepancy between  preoperative  and  post- 
operative diagnoses  in  the  surgical  correction 
of  abdominal  tumors,  in  a series  of  cases.  Errors 
in  judgment  are  human  but  we  cannot  be  for- 
given for  not  using  all  means  at  our  disposal  to 
diagnose  accurately  a condition  before  subject- 
ing the  patient  to  major  surgery.  The  purpose 
of  this  paper  is  to  call  to  your  attention  the 
value  of  three  dimensional  X-ray  studies  of  the 
kidneys  and  ureters  in  diagnosing  abdominal 
tumors,  both  intrinsic  and  extrinsic  to  the 
urinary  system. 

Diagnostic  Errors 

Among  the  diagnostic  errors  referred  to 
above,  I wish  to  cite  the  following:  1)  In 
which  right  hydronephrosis  was  encountered 
in  an  operation  for  an  acute  appendix.  2)  In 
which  a resection  of  the  cecum  was  performed 
because  a hydronephrotic  kidney  caused  a 
compression  deformity  on  barium  enema.  3) 
In  which  a kidney  tumor  was  encountered 
when  the  planned  operation  was  splenectomy. 
4)  In  which  adrenal  cyst  was  mistaken  for 
syphilitic  spleen.  5)  In  which  ectopic  kidney 
was  encountered  in  an  operation  for  ovarian 
cyst.  Incidentally,  probably  the  most  frequent 
operation  for  nephroptosis  is  appendectomy. 

It  is  well  at  this  point  to  remind  you  that 
the  nerve  supply  of  the  urinary  system  is  so 
intimately  associated  with  that  of  the  abdom- 
inal viscera,  that  referred  symptoms  of  a reflex 
nature  may  appear  to  arise  from  pathology  of 
the  stomach,  intestines,  gall  bladder,  appendix, 
spleen,  pancreas  or  elsewhere,  when  actually 
the  pathology  is  urinary.  Digestive  symptoms 
of  nausea,  vomiting  and  ileus  are  commonly 
caused  by  a ureteral  stone  and  not  infrequently 
patients  have  been  operated  on  for  mechani- 
cal intestinal  obstruction  for  this  condition. 
Eluid  levels  in  the  small  intestine,  at  one  time 
thought  to  be  pathognomonic  of  mechanical 
obstruction,  may  appear  on  X-ray  from  a 
paralytic  type  of  ileus.  Pain  in  the  testis  might 
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occur  from  low  ureteral  stone.  Pain  in  the 
region  of  the  gall  bladder  or  appendix  com- 
monly results  from  right  kidney  or  right  ureteral 
pathology. 

It  must  be  remembered  that  two  bodies  can- 
not occupy  the  same  space  at  the  same  time, 
and  that  when  there  is  enlargement  of  one 
organ,  or  the  development  of  a new  tumor 
within  the  abdominal  cavity  it  will  compress 
or  displace  the  adjacent  organ,  sometimes 
both.^  (Brown,  S.:  Differential  diagnosis  of 
abdominal  tumors  by  roentgen  method.  New 
York  State  J.  Med.  48:609  (March  15)  1948.) 

Normal  Anatomy 

One  must  be  quite  familiar  with  the  normal 
constant  relationship  of  the  abdominal  viscera, 
remembering  which  are  mobile  and  which  are 
fixed.  The  relatively  immobile  structures  are 
the  liver,  spleen,  kidneys  and  pancreas,  where- 
as the  stomach  and  intestines  are  relatively 
mobile.  It  must  be  kept  in  mind  that  the  right 
kidney  is  adjacent  to  the  liver,  the  suprarenal 
glands,  the  colon  and  duodenum.  The  left 
kidney  topography  involves  the  suprarenal, 
the  stomach,  spleen,  pancreas,  jejunum  and 
colon.  Although  the  kidneys  are  not  entirely 
immobile,  there  are  departures  from  the  nor- 
mal mobility  that  are  diagnostic  of  pathology' 
in  the  kidneys  or  neighboring  viscera.  Again 
one  should  keep  in  mind  that  the  kidneys, 
ureters  and  bladder  are  retroperitoneal  in  con- 
tradistinction to  the  intraperitoneal  position 
of  other  abdominal  viscera. 

X-ray  studies  of  the  urinary  system  provide 
us  with  a means  of  greatly  enhancing  our  diag- 
nostic accuracy.  They  also  materially  contrib- 
ute to  the  diagnosis  of  abdominal  or  retro- 
peritoneal tumors  extrinsic  to  the  urinary  sys- 
tem. Intravenous  urograms  first  came  into 
being  about  1922,  with  the  injection  of  sod- 
ium iodide,  and  it  was  about  1930  that  the 
organic  iodides  that  we  use  today  became 
popularized.  Excretion  studies  are  of  great 
value  in  the  presence  of  abdominal  tumors,  but 
frequently  a retrograde  study  is  necessary,  es- 
pecially for  oblique  or  lateral  views. 

The  accompanying  illustrations  show  uro- 
logic  pathology  commonly  misdiagnosed,  and 
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also  tumor  masses  arising  from  outside  the 
urinary  tract  that  displace  either  the  ureter, 
bladder  or  kidney. 


Fig.  2.  NORMAL  lateral  Pyelogram 


Figures  one  and  two  represent  the  normal 
appearance  of  the  kidneys  and  ureters  in  the 
antero-posterior  and  in  the  lateral  X-ray  views. 


The  right  kidney  commonly  is  slightly  inferior 
to  the  left.  The  ureters  lie  close  to  the  tips  of 
the  transverse  processes  of  the  lumbar  verte- 
brae and  curve  around  the  sacrum,  where  they 
approach  the  posterior  inferior  portion  of  the 
bladder. 

In  the  lateral  view  it  may  be  seen  that  the 
kidney  lies  in  the  same  plane  as  the  vertebrae 
and  the  ureter  approaches  the  kidney  directly 
from  the  anterior  portion  of  the  first  sacral 
vertebra.  This  position  is  assumed  by  the  right 
kidney  when  the  patient  lies  on  his  right  side, 
and  by  the  left  kidney  when  he  lies  on  the  left 
side.  The  superior  kidney  commonly  falls  slight- 
ly to  the  anterior.  The  most  satisfactory  lateral 
pyelograms  are  obtained  with  catheters  in  one 
or  both  kidneys  while  injecting  a contrast 
medium  to  one  kidney  at  a time.  Intravenous 
X-ray  studies  are  not  as  satisfactory  because 
there  may  be  confusion  in  identifying  the 
kidneys,  and  the  ureters  are  more  clearly 
identified  when  a ureteral  catheter  is  indwell- 
ing. 


Examples  of  Abnormalities 


Fig.  3.  Solitary  cyst  of  the  left  kidney 


Figure  three  shows  the  classical  “saddle” 
type  of  kidney  pelvis  riding  the  superior  surface 
of  a large  solitary  cyst  of  the  kidney. 

In  figure  four  there  is  obvious  lateral  dis- 
placement of  the  upper  one-third  of  the  left 
ureter.  This  displacement  was  caused  by  para- 
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Fig.  4.  Displaced  ureter  caused  by  metastasis  to  the  para-aortic 
lymph  nodes  from  a carcinoma  of  the  left  testis. 


aortic  lymph  nodes  involved  in  metastasis  of  a 
left  testicular  tumor.  The  primary  tumor  was 
discovered  after  seeing  the  X-rays,  having  been 
missed  on  the  original  physical  examination. 


Fig.  5.  Left  ureter  displaced  by  a neuroblastoma. 


Figure  five  shows  a similar  displacement  of 
the  upper  one-third  of  the  left  ureter  caused  by 
a neuroblastoma  in  a child.  The  excretory  uro- 


gram did  not  show  the  ureter  and  was  of  no 
value  in  locating  the  tumor  in  an  obvious 
retroperitoneal  location. 


I 


Fig.  6.  Left  kidney  displaced  across  the  midline  by  the  spleen 
and  nodes  in  leukemia. 

Figure  six  reveals  the  left  kidney  displaced 
across  the  midline  by  enlarged  lymph  nodes 
and  a large  spleen  in  a patient  with  leukemia. 
Under  X-ray  therapy  the  spleen  and  nodes  re- 


> 

'1 


Fig.  7.  Tubercular  cold  abscess  displacing  the  fight  kidney 
superiorly. 
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gressed  and  the  kidney  resumed  its  normal 
position. 

Figure  seven  shows  superior  displacement 
and  torsion  of  the  right  kidney  caused  by  a 
cold  tubercular  abscess. 


Fig.  8.  Left  adrenal  cyst  depressing  the  left  kidney. 


Figure  eight  shows  inferior  displacement  of 
the  left  kidney  caused  by  an  adrenal  cyst 
which  subsequently  hemorrhaged,  resulting 


Fig.  9-  Retroperitoneal  lipoma  displacing  the  right  ureter 
anteriorly.  Lateral  view. 


in  the  patient’s  death.  The  mass  receded  under 
antiluetic  therapy  and  had  been  misdiagnosed 
as  syphilitic  spleen.  Retroperitoneal  insuffla- 
tion and  angiographic  studies  would  most 
likely  have  demonstrated  this  to  be  retro- 
peritoneal, and  not  an  enlarged  spleen. 

Figure  nine  is  a lateral  view  demonstrating 
an  anterior  displacement  of  the  ureter  pro- 
duced by  a “so-called”  retroperitoneal  lipoma. 


Fig.  10.  Abdominal  aortic  aneurysm. 

Figure  ten  reveals  the  calcium  deposit  in 
the  wall  of  an  aneurysm  of  the  abdominal 
aorta.  This  is  not  an  uncommon  finding  on 
urologic  X-rays  and  many  times  is  unsus- 
pected. 


Fig.  11.  Ectopic  Kidneys  probably  fused. 


Figure  eleven  shows  ectopic  kidneys  which 
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sometimes  may  be  palpated  on  vaginal  or 
bimanual  examination  and  can  easily  be  mis- 
taken for  an  ovarian  cyst  or  other  pelvic  tumor. 

Summary  and  Conclusion 

In  summary,  several  conditions  causing  ab- 
dominal masses  have  been  presented.  Dis- 


placement of  various  parts  of  the  urinary  tract 
have  been  demonstrated  by  intrinsic  and  ex- 
trinsic pathologic  conditions. 

The  three  dimensional  urologic  X-rays  will 
divulge  much  valuable  information  whenever 
an  abdominal  mass  is  encountered  at  physical 
examination. 


EVALUATION  OF  VAGOTOMY  AND  PYLOROPLASTY 
IN  THE  TREATMENT  OF  DUODENAL  ULCER* 

Howard  E,  Dorton,  M.D.** 

Lexington 


Regardless  of  which  method  of  treat- 
ment one  recommends  for  duodenal 
ulcer,  all  are  in  agreement  that  the 
success  of  any  form  of  treatment,  medical  or 
surgical,  depends  almost  entirely  upon  the  de- 
gree of  control  of  the  acidity  of  the  gastric 
juice. 

Dragstedt,^  in  1943,  presented  work  which 
showed  that,  at  night,  while  at  rest,  the  normal 
individual  produces  about  a pint  of  normal 
strength  gastric  juice,  whereas  the  ulcer  patient 
produces  upwards  of  a quart  or  more  of  strong- 
ly corrosive  juice.  He  found,  as  did  Pavlov  and 
others,  that  division  of  the  vagus  nerves  stop- 
ped this  abnormality  every  time.  Return  to  nor- 
mal of  volume  and  strength  of  gastric  juice 
was  associated  with  healing  of  duodenal  ulcer 
in  almost  every  instance. 

The  effect  of  vagotomy,  on  the  secretion  of 
gastric  juice,  Dragstedt  found  to  be  permanent. 
Patients  tested  as  long  as  seven  years  follow- 
ing vagotomy  showed  the  same  low  acid  values 
as  those  obtained  immediately  postoperatively. 

The  reasonableness  of  his  findings  and  the 
simplicity  of  the  operation  persuaded  us  to 
make  this  clinical  trial  which  was  started  in 
late  1946.  Since  then  we  have  performed 
vagotomy  and  a drainage  procedure  151  times. 

Shortly  after  beginning  our  study  we  found, 
as  did  others,  ^ that  after  simple  vagotomy, 
symptoms  of  mechanical  pyloric  obstruction 
would  sometimes  develop  and  be  troublesome. 
This  was  due  to  the  temporary  paresis  of  the 
stomach  which  occurs  after  vagotomy.  Also 

♦Presented  before  the  meeting  of  the  Kentucky  State 
Medical  Association,  Louisville,  Kentucky,  Sep- 
tember 8,  1955. 

♦♦From  the  Surgical  Group  of  Dorton,  Webb, 
Hyden,  and  Moore. 


the  fixed  distortion  and  narrowing  of  the  area 
could  not  be  expected  to  be  altered  by  simple 
vagotomy.  In  order  to  overcome  this,  a drain- 
age procedure  was  added  to  the  technique. 

We  chose  pyloroplasty  as  the  procedure  we 
would  use,  if  technically  possible,  because  it 
would  allow  us  to  confirm  our  diagnosis,  re- 
move the  scarred  area  and  then  restore  the 
anatomy  to  a more  natural  state.  Also  pyloro- 
plasty seemed  less  likely  to  interfere  with 
normal  digestive  processes.  In  addition,  pyloro- 
plasty alone,  seldom  if  ever  will  cure  duodenal 
ulcer  and  so  we  felt  we  could  better  evaluate 
the  pure  effects  of  vagotomy.  There  are,  of 
course,  other  advantages  of  pyloroplasty  over 
gastroenterostomy  which  entered  into  our  de- 
cision, such  as  ease  of  performance,  and  avoid- 
ance of  the  inherent  complications  of  gas- 
troenterostomy. Also  since  pylorospasm  has 
been  considered  to  be  one  of  the  contributing 
factors  in  the  cause  of  duodenal  ulcer,  we 
thought  that  division  of  the  pyloric  sphincter 
would  be  a simple  way  of  eliminating  this 
factor. 

Technique 

At  operation,  the  diagnosis  is  first  confirmed 
by  careful  inspection  of  the  region  or  if  neces- 
sary by  opening  the  pylorus  and  first  part  of 
the  duodenum.  Subphrenic  vagotomy  is  then 
performed,  being  extremely  careful  not  to 
overlook  any  stray  branches.  It  is  easier  to  do 
a complete  vagotomy  if  the  esophagus  is  drawn 
well  down  into  the  abdomen  so  as  to  get  at 
the  two  main  vagus  trunks  rather  than  at  the 
arborizations  further  down.  With  a little  prac- 
tice this  part  of  the  procedure  can  be  done  in  a 
very  few  minutes.  We  seldom  find  it  necessary 
to  reflect  the  liver  or  to  tie  the  cut  ends  of  the 
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nerves;  Dragstedt  has  proved  to  our  satisfac- 
tion that  even  simple  crushing  of  the  nerves  is 
sufficient  to  produce  permanent  interruption. 

Our  attention  then  turns  to  the  drainage 
problem.  In  all  but  five  of  our  cases  we  have 
been  able  to  perform  pyloroplasty  of  one  type 
or  another.  The  simplest  typ>e  is  the  Judd  or 
Mikulicz  pyloroplasty.  It  has  been  used  125 
times  and  consists  of  a linear  incision  of  the 
pyloroduodenal  junction  so  that  two  fingers  can 
be  inserted  easily  down  into  the  duodenum  and 
up  into  the  stomach.  The  ulcerated  area  is 
trimmed  away  and  the  opening  is  closed  trans- 
versely. We  have  found  that  a neat  closure  is 
almost  always  followed  by  a smooth  convales- 
cence and  a good  result.  Rough  handling  or 
inversion  of  too  much  tissue  is  very  likely  to 
interfere  with  drainage  and  jeopardize  the  re- 
sult. The  procedure  can  sometimes  be  made 
easier  by  mobilizing  the  second  portion  of  the 
duodenum  by  the  method  of  Kocher. 

When  the  ulcer  is  located  on  the  posterior- 
superior  or  the  posterior-inferior  duodenal  wall 


the  area  is  wedged  out  as  illustrated  (fig.  1). 
The  resulting  V-shaped  defect  is  closed  side  to 
side  and  the  remainder  of  the  closure  is  the 
same  as  for  simple  anterior-pyloroplasty.  This 
has  been  used  14  times  in  this  group.  Some- 
times the  duodenum  is  so  distorted  or  the  ulcer 
situated  so  deeply  in  the  head  of  the  pancreas 
that  it  cannot  be  removed  by  the  simpler  pro- 
cedures described  above.  In  these  we  cut 
across  the  duodenum  just  distal  to  the  area 
and  across  the  pylorus  just  proximal  to  the 
sphincter  and  discard  the  intervening  unhealthy 
tissue.  The  stomach  is  then  joined  to  the  open 
end  of  the  duodenum  in  a simple  end-to-end 
anastomosis  as  in  the  Bilroth  I operation.  An 
anastomotic  leak  in  one  of  our  early  cases  has 
caused  us  to  wrap  a tongue  of  omentum  loosely 
but  completely  around  all  such  Bilroth  I type 
anastomoses.  This  reinforcement  is  most  im- 
portant. We  have  used  this  procedure  seven 
times  in  this  series. 

In  certain  cases  the  ulcer  may  be  so  near  the 
common  duct  or  the  inflammatory  process  so 


Figure  1.  Wedge  pyloroplasty.  Author's  method  of  removing  an  ulcer  situated  on  the  posterior-superior  dutxlenal  wall. 
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extensive  that  direct  attack  might  do  more  harm 
than  good.  In  these  cases  a short  loop  posterior 
gastroenterostomy  was  performed,  placing  the 
stoma  near  to  the  pylorus  along  its  greater 
curvature  to  provide  the  best  possible  arrange- 
ment for  drainage.  We  had  to  resort  to  gastro- 
enterostomy in  only  five  of  the  151  cases. 

Postoperative  Care 

Before  surgery  was  performed  the  physi- 
ological basis  for  the  operation  together  with 
an  explanation  of  the  temporary  gastric  atony 
which  he  could  expect  was  given  to  the  patient. 
With  this  understanding  the  patient  became  a 
partner  in  what  was  to  be  done  to  hasten  his 
convalescense.  All  oral  intake  was  restricted 
until  normal  intestinal  peristalsis  had  returned, 
usually  by  the  third  day.  Then  small  amounts 
of  tap  water,  usually  an  ounce  an  hour,  were 
given  and  the  volume  was  increased  to  two, 
and  then  three  ounces  per  hour  during  succes- 
sive four  hour  periods.  The  next  morning,  if 
the  water  had  been  well  tolerated  he  was  given 
six,  small,  soft,  bland  feedings  to  be  chewed 
thoroughly.  Fluids  of  any  sort  were  still  re- 
stricted to  three  ounces  per  hour.  After  each 
intake  of  any  sort  the  patient  was  asked  to  rest 
on  his  right  side  for  15  or  20  minutes  to  allow 
gravity  to  assist  in  emptying  the  stomach  con- 
tent into  the  duodenum  where  active  peristalsis 
could  pick  it  up  and  pass  it  on  down  the  diges- 
tive tract.  If  at  any  time  a sense  of  fullness 
existed  at  the  time  a feeding  was  due  all  intake 
was  postponed  until  this  subsided,  even  if  it 
required  a 12  or  24  hour  fast.  The  frequent 
interval  feeding  program  was  continued  for 
about  two  weeks,  at  which  time  those  feedings 
occurring  at  regular  meal  times  were  gradu- 
ally increased,  and  the  others  were  diminished. 
By  the  end  of  a month  the  patient  had  usually 
graduated  himself  to  three  modest  regular 
meals  daily.  At  this  point  all  dietary  restric- 
tions were  removed  except  to  caution  against 
overeating.  Also  he  was  advised  that  all  foods 
be  thoroughly  chewed,  and  to  rest  on  his  side 
after  meals  for  a short  time  if  possible. 

Those  of  our  patients  who  adhered  to  the 
above  outlined  program  had  very  few  digestive 
difficulties.  Occasionally  we  failed  to  make 
clear  to  a patient  or  his  attendants  the  im- 
portance of  adhering  closely  to  the  foregoing 
feeding  schedule.  As  a result  in  a few  instances 
intake  was  allowed  to  exceed  output.  The  de- 


composition of  the  stagnant  gastric  content 
then  caused  the  foul  eructations  and  fermenta- 
tive diarrheas  that  were  reported  frequently 
in  the  very  early  experiences  with  plain 
vagotomy. 

As  stated  before,  this  retention  phenomenon 
can  be  avoided  by  careful  planning  but  if  it 
does  occur  it  can  usually  be  overcome  promptly 
by  emptying  the  stomach  completely,  and 
after  a 12  to  24  hour  rest  period,  resuming  the 
feeding  program  prescribed  immediately  post- 
operatively.  It  is  not  necessary,  in  most  in- 
stances, to  use  a gastric  tube.  The  patient’s 
stomach  usually  can  be  emptied  by  self-induced 
gagging  after  ingestion  of  a quantity  of  baking 
soda-water.  Urecholine®  or  other  smooth 
muscle  stimulants  usually  are  not  required  to 
correct  the  situation.  Once  the  stomach  is 
emptied  the  secondary  diarrhea  stops.  Per- 
sistent diarrhea  can  be  controlled  by  giving 
any  one  of  the  intestinal  antibiotics. 

General  Statistics 

Analysis  of  the  146  cases  (table  1)  on  which 
vagotomy  and  pyloroplasty  was  p>erformed 
showed  that  124  were  males.  The  average  age 
was  43.5  years,  the  youngest  being  a 10  year 


Table  1 


146  DUODENAL 

ULCER  PATIENTS 

Males — 124  Females — 22 

White — 134  Colored — 12 

Average 

Age — 43.5  years 

Youngest — 10  Oldest — 75 

Average 

Duration  of  Symptoms  Preoperatively — 1 1 years 

Average 

Duration  of  Follow-Up  (1946-1955)  3-3  years 

(31 

Patients — 18  Months  or  Less  Postoperatively ) 

Average  Postoperative  Hospital  Stay — 8.1  Days 

old  boy  and  the  oldest  a negro  man  of  75, 
whose  ulcer  had  recently  perforated.  There 
were  only  12  negroes  in  the  group.  The  aver- 
age time  elapsed  since  operation  in  the  entire 
group  of  146  patients  was  3.3  years.  Thirty-one 
patients  in  the  group  were  operated  on  during 
the  past  1 8 months  and  so,  are  very  short  term 
follow-ups. 

The  average  duration  of  symptoms  before 
surgery  was  1 1 years.  Previous  perforation  of 
the  ulcer  had  occurred  in  19  patients  (table  2). 
Symptoms  of  obstruction  were  present  in  45 
patients.  Obstruction  was  almost  complete  in 
1 3 of  these.  Back  pain  and  night  pain  were 
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Table  2 

Analysis  of  Symptoms — 146  Duodenal 
Ulcer  Patients 


SYMPTOMS 

NUMBER 

OF 

PATIENTS 

Previous  Perforation 

19 

Significant  Obstruction  (Almost  Comp,  in  13) 

45 

' History  of  Hematemesis  \ 

1 or  Mclena  1 5 J 

..  / Requiring  Hospitaliza-  \ 

Eleeding  yian.  Blood  17  / 

f Continuing  Massive,  Emer-  1 

Vgency  Operation  10/ 

42 

Back  Pain,  Night  Pain 

36 

prominent  in  36  patients  and  practically  always 
indicated  penetration  of  an  ulcer  into  the  pan- 
creas. Bleeding  of  significance  occurred  in  42 
patients.  Of  these,  15  had  had  an  occasional 
definite  tarry  stool  or  hematemesis  which  had 
not  been  severe.  Seventeen  had  bled  enough  to 
require  hospitalization  and  transfusions,  and 
10  had  massive  continuing  hemorrhage  requir- 
ing surgery  for  control.  We  have  included  these 
patients  who  had  massive  bleeding  in  this  re- 
port even  though  they  are  usually  made  the 
subject  of  a separate  report  since  they  present 
special  problems  and  usually  carry  a much 
higher  morbidity  and  mortality  rate. 

The  follow-up  information  on  our  patients 
has  been  obtained  by  personal  interview, 
questionnaire,  and  by  personal  communication 
with  the  family  physician  in  some  cases.  The 
criteria  for  evaluation  of  our  results  were  as 
follows: 

EXCELLENT : Free  of  all  ulcer  type  symp- 
toms or  objective  evidence  of  ulcer  while 
on  unrestricted  diet  and  without  medica- 
tions. Side  effects  absent  or  very  mild. 
Usual  occupation. 

GOOD:  Free  of  ulcer  symptoms  or  objective 
evidence  of  ulcer,  but  moderate  persistent 
side  effects  of  some  type,  which  were  not 
seriously  disturbin,g.  Works  practically 
full  time. 

IMPROVED:  Still  partly  incapacitated  (side 
effects,  weakness,  nervousness,  etc. ) 
but  no  ulcer  pain  and  no  objective  evi- 
dence of  recurrent  ulcer.  Patient  himself 
feels  he  is  definitely  improved. 

POOR  OR  FAILURE:  Definite  persistent 
ulcer  type  pain,  or  proved  recurrent  ulcer. 
Incapacitating  side  effects.  Reoperation 

Mt‘diral  Association  • Jiilv  1956 


necessitated  to  revise  the  original  pro- 
cedure. 

Results 

The  operative  mortality  for  this  group  of  146 
patients  was  1 .4  per  cent  which  compares  very 
favorably  with  the  national  average  (table  3). 
The  first  of  our  two  deaths  occurred  in  a 66 
year  old  man  who  was  extremely  depleted  pre- 
operatively  from  prolonged  complete  pyloric 
obstruction.  He  died  on  the  ninth  postoperative 


Table  3 

Analysis  of  Vagotomy  and  Pyloroplasty 
Failures 


REASON  FOR  FAILURE 

PATIENTS 

Probable  Persistence  or  Recurrence 

5 

Re-operation — Persistent  Ulcer  Found 

3 

Re-operation — No  Ulcer  or  Obstruction  Found 

3 

Deaths — \ 66  Year  Old  White  Male  with 

j Prolonged  Complete  Obstruction 
i 24  Year  Old  Colored  Male 
-!  Emergency  Operation  for  Massive 
/ Bleeding 

2 

day  apparently  from  progressive  cardiac  failure. 
Autopsy  was  not  performed.  The  second  death 
occurred  on  the  fourth  postoperative  day.  The 
patient  was  a 24  year  old  colored  male  who 
was  operated  upon  for  massive  bleeding. 
Autopsy  showed  the  cause  of  death  to  be  ex- 
tensive mesenteric  thrombosis.  There  had  been 
no  further  bleeding. 

Eleven  of  our  results  we  have  classed  as 
failures  although  six  of  them  have  responded 
well  to  further  surgery.  These  six  we  have 
operated  on  again  because  of  symptoms  and 
x-ray  findings  suggestive  of  persistence  of 
ulcer.  Three  of  these  did  have  persistent  pos- 
terior wall  ulcers  that  had  not  been  removed 
at  the  original  operation.  We  performed  small 
gastric  resections  (50  per  cent)  on  two  of 
th  ese.  The  third  patient  had  such  extensive 
periduodenal  inflammatory  reaction  that  only 
a dependent  gastroenterostomy  was  performed. 
All  three  of  these  now  have  very  satisfactory 
results.  Incidentally,  these  persistent  posterior 
ulcers  have  led  us  to  believe  that  whenever 
possible  the  ulcer  should  be  removed  at  the 
time  of  pyloroplasty  and  led  us  to  develop  the 
wedge  operation  and  to  use  the  Bilroth  1 type 
limited  removal  of  the  pylorus  and  first  part 
of  the  duodenum  in  order  to  eradicate  deep 
craters  in  the  posterior  wall.  The  other  three 
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in  the  treatment  qf^ 

infections'  in  surgery 


The  prevention  and  control  of  cellulitisf*^ 
abscess  formation,  and  generalized  sepsis  has 
become  commonplace  technique  in  surgery 
since  Achromycin  has  been  available.  Leading 
investigators  have  documented  such  findings 
in  the  literature.,  , , ’ - 

For  example,  Albertson  and  Trout'  have  re- 
ported successful'  results  with  tetracycline 
(Achromycin)  in  diverticulitis,  gangrene  of 
the  gall  bladder,  tubo-ovarian  abscess,  and 
retropharyngeal  abscess.  Prigot  and  his  associ- 
ates- used  tetracycline  in  successfully  treating 
patients  with  subcutaneous  abscesses,  celluli- 
tis, carbuncles,  infected  lacerations,  and  other 
conditions. 

As  a prophylactic  and  as  a therapeutic, 
Achromycin  has  shown  its  great  worth  to 
surgeons,  as  well  as  to  internists,  obstetricians, 
and  physicians  in  every  branch  of  medicine. 
This  modern  antibiotic  offers  rapid  diffusion 
and  penetration,  quick  development  of  effec- 
tive blood  levels,  prompt  control  over  a wide 
range  of  organisms,  minimal  side  effects.  There 
are  21  dosage  forms  to  suit  every  need,  every 
patient,  including 

ACHROMYCIN  SF 


Achromycin  with  Stress  Formula  Vitamins. 
Broad-range  antibiotic  action  to  fight  infec- 
tion; important  vitamins  to  help  speed  normal 
recovery.  In  dry-filled,  sealed  capsules  for 
rapid  and  complete  absorption,  elimination 
of  aftertaste. 
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^Albertson,  H.A.  and  Trout,  H.  H.,  Jr.:  Antibiotics  Annual  1954-55, 
Medical  Encyclopedia,  Inc.,  New  York,  N.Y.,  1955,  pp.  599-602. 
2prigol,  A.;  Whitaker,  J.  C.;  Shidlovsky,  B.  A.,  and  Marmell,  M.: 
ibid^  pp.  603-607. 
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who  required  more  surgery  showed  their  ulcers 
to  be  well  healed  and  nothing  could  be  found 
to  account  for  their  symptoms.  What  had  been 
thought  to  be  penetrating  ulcer  on  x-ray  was 
the  pseudo-diverticulum  formation  secondary 
to  the  pyloroplasty.^  They  now  have  satis- 
factory results,  although  for  this  purpose  they 
are  classed  as  failures. 

All  six  of  the  re-operations  occurred  in  the 
early  part  of  this  experience.  At  the  present 
time  we  do  not  rely  too  heavily  on  x-ray  evi- 
dence postoperatively  after  pyloroplasty  be- 
cause of  the  pseudo-diverticuli  which  may  be 
formed  by  the  procedure.  It  is  only  when  the 
patient  has  a recurrence  of  typical  ulcer  symp- 
toms such  as  he  had  preoperatively  that  we 
definitely  diagnose  a recurrence. 

The  other  five  of  our  patients  in  the  failure 
group  have  had  a recurrence  of  typical  ulcer 
symptoms  and  are  being  managed  fairly  well 
on  medical  treatment.  All  had  posterior  wall 
ulcers  which  were  not  removed,  and  in  which 
anterior  or  Judd  pyloroplasty  was  done.  Recur- 
rent symptoms  appeared  a short  time  after  sur- 
gery. 

Table  4 

Complications  Following  Vagotomy  and 
Pyloroplasty  in  146  Patients 


Gastric  Retention — 3 to  6 days 

1 1 Patients 

Wound  disruption 

1 patient 

Anastomotic  leak 

1 patient 

Postoperative  hemorrhage 

1 patient 

Dysphagia,  two  to  three  weeks 

7 patients 

Hernia,  incisional 

1 patient 

Of  the  remaining  133  patients  (91  per  cent) 
(table  4),  six  are  classified  as  being  improved, 
nineteen  as  having  obtained  a good  result, 
and  108  as  being  entirely  well.  This  compares 
very  favorably  with  results  reported  nationally"’. 

Complications 

The  surgical  complications  have  been  rela- 
tively few  (table  5).  Mild  to  moderate  gastric 
retention  during  the  immediate  postoperative 
period  occurred  in  eleven  patients.  This  com- 
plication seldom  occurs  anymore  since  the  care 
of  the  temporarily  atonic  stomach  has  been 
better  understood.  Wound  disruption  occurred 
in  one  case,  an  obese  asthmatic  male.  A small 


Table  5 

Results  of  Vagotomy  and  Pyloroplasty 
in  146  Patients  with  Duodenal  Ulcer 
1946—1955 


NUMBER 

OF 

PER  CENT 

RESULTS 

PATIENTS 

Excellent 

108 

73.9% 

Good 

19 

13.0% 

91.0% 

Improved 

6 

4.1% 

Poor  or  Failure 

11 

7.6% 

7.6% 

Deaths 

2 

1.4% 

1.4% 

Total 

146 

100.0% 

100.0% 

posterior  leak  developed  in  one  of  the  Bilroth  I 
anastomoses.  A few  days  later  the  same  patient 
had  a severe  hemorrhage  for  which  emergency 
surgery  was  required.  A large  vessel  in  the  bot- 
tom of  the  fistulous  tract  was  found  to  be  the 
source  of  the  bleeding.  After  this  episode  the 
duodenal  fistula  healed  spontaneously  and 
the  patient  made  an  excellent  recovery. 
Dysphagia  occurred  in  seven  patients  and  last- 
ed for  two  or  three  weeks.  This  is  apparently 
the  result  of  handling  the  lower  end  of  the 
esophagus.  We  have  recently  found  that  giving 
an  ounce  of  one  per  cent  Novocain®  a few 
minutes  before  meal  time  will  cause  dysphagia 
of  this  type  to  disappear  after  one  or  two  such 
treatments. 

We  were  somewhat  surprised  to  find  that 
eight  of  these  patients  (5.4  per  cent)  complain- 
ed of  symptoms  suggestive  of  the  dumping 
syndrome.  All  of  these  were  fairly  mild  and 
lasted  only  a few  months. 

The  effect  of  the  procedure  on  the  patient’s 
weight  was  very  encouraging  (table  6).  Eighty- 
four  patients  gained  an  average  of  18  pounds; 
38  patients  retained  their  original  weight; 
and  24  patients  lost  an  average  of  12  pounds. 
A few  of  these  were  on  a weight  reduction  pro- 
gram. 

Untoward  gastrointestinal  symptoms  seldom 


Table  6 

Weight  Record  Following  Vagotomy  and 
Pyloroplasty  in  146  Patients 


Gained  average  of  1 8 pounds 

84 

Remained  same  weight 

38 

Lost  average  of  1 2 pounds 

24 
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present  themselves  after  the  second  or  third 
postoperative  month.  During  this  time,  how- 
ever, while  the  stomach  is  regaining  its  tone 
the  patient  may  complain  of  a moderate 
amount  of  gas  and  occasional  diarrhea.  More 
frequently  he  may  have  vague  subumbilical 
crampy  pains  which  we  have  interpreted  as 
being  akin  to  the  irritable  bowel  syndrome.  At 
any  rate,  they  are  nearly  always  relieved  by  a 
short  period  on  a bland  diet  and  antispasmodic 
medication.  A few  patients  note  that  on  arising 
they  regurgitate  greenish  yellow  fluid  which  is 
disagreeable.  This,  of  course,  is  due  to  the 
free  access  which  bile  now  has  to  the  stomach 
and  can  be  alleviated  by  having  the  patient 
drink  fruit  juice.  Sleeping  on  the  right  side  also 
seems  to  help.  This  bile  regurgitation  is  tran- 
sient, seldom  persisting  more  than  a few  weeks. 

We  have  not  noted  any  recurrence  or  per- 
sistence of  ulceration  since  we  have  been  re- 
moving the  ulcer  or  excluding  it  from  the  gas- 
trointestinal tract.  We  feel  that  this  may  be  an 
important  feature  of  the  treatment  even  though 
it  does  require  a bit  more  surgery  and  does 
increase  the  risk  somewhat.  As  stated  before, 
there  are  certain  cases  in  which  an  ulcer  may 
be  so  deeply  situated  and  inflamed  in  an  obese 
poor  risk  patient,  that  no  attempt  should  be 
made  to  attack  the  ulcer  proper.  In  these,  a 
dep>endent  gastroenterostomy  is  done  as  a sec- 
ond choice  procedure.  Perhaps  we  have  been 
overzealous  in  employing  the  number  of 
pyloroplasties  that  we  have  and  should  resort  to 
gastroenterostomy  more  often.  The  bleeding 
ulcer  should  definitely  be  removed  and  we  have 
further  protected  the  duodenum  from  the  head 
of  the  pancreas  by  wrapping  a tongue  of 
omentum  around  the  line  of  anastomosis. 

Summary 

1.  One  hundred  fifty-one  cases  of  vagotomy 
and  drainage  procedure  for  duodenal 
ulcer  are  reported. 

2.  Pyloroplasty  was  the  drainage  operation 
in  146  cases. 

3.  Satisfactory  results  were  obtained  in  91 
per  cent  of  the  cases. 

4.  The  average  hospital  stay  following  sur- 
gery was  a little  over  eight  days. 

5.  The  effect  of  the  procedure  on  the  patient’s 
weight  was  very  encouraging.  Eighty- 


four  patients  gained  an  average  of  18 
pounds;  38  patients  retained  their  orig- 
inal weight;  and  24  patients  lost  an 
average  of  12  pounds.  A few  of  these 
were  on  weight  reduction  programs. 

6.  There  were  two  deaths  in  151  patients, 
a mortality  rate  of  1.3  per  cent. 

7.  Vagotomy  and  pyloroplasty  is  a newer 
procedure  than  gastric  resection.  We  have 
had  to  learn  both  technique  and  post- 
operative management.  In  view  of  this 
we  feel  that  the  showing  made,  in  this, 
our  first  complete  report,  can  be  con- 
sidered quite  respectable. 

Conclusions 

1.  Vagotomy  and  pyloroplasty,  in  our 
hands,  has  proved  to  be  a satisfactory 
method  of  treating  nearly  all  types  of 
complicated  duodenal  ulcer. 

2.  Bleeding  ulcer  is  amenable  to  the  same 
treatment  provided  the  ulcer  is  removed. 

3.  Our  ability  to  eliminate  side  effects  ap- 
peared to  be  directly  proportional  to  our 
ability  to  restore  the  pyloroduodenal  out- 
let to  as  near  normal  size  and  contour  as 
possible. 

4.  Once  a patient  has  obtained  a good  result 
from  the  operation  he  usually  remains 
well. 

5.  The  patient  who  is  well  following  vagoto- 
my and  pyloroplasty  is  completely  well 
and  can  lead  a perfectly  normal  life  as 
far  as  his  previous  disease  is  concerned. 

6.  Since  the  operation  appears  to  be  based 
upon  sound  physiologic  principles  and  has 
yielded  very  satisfactory  clinical  results 
we  feel  that  it  should  be  given  strong  con- 
sideration whenever  a duodenal  ulcer 
patient  is  being  considered  for  surgery. 
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THE  RESIDUAL  TUBERCULOUS  DISEASE  AFTER  CHEMOTHERAPY* 

E.  M,  Medlar,  M.D. 

Ithaca,  New  York  ^ - 


CHEMOTHERAPY  in  tuberculosis  has 
been  conceived  on  numerous  occasions, 
but  up  to  1945  all  such  pregnancies  have 
resulted  in  stillbirths.  Today,  we  have  in  our 
midst  a lusty  adolescent  chemotherapeutic 
progeny.  This  youngster,  during  its  growth  and 
development,  has  shown  some  admirable  traits 
and  also  some  that  are  not  so  nice — an  occur- 
rence that  one  naturally  expects  in  the  period 
between  birth  and  adolescence.  What  the 
characteristics  of  the  fully  matured  chemo- 
therapeutic progeny  may  be,  remains  to  be 
determined.  This  afternoon,  I would  like  to 
review  with  you  some  of  the  features  of  the 
remnants  of  the  tuberculous  pulmonary  dis- 
ease after  an  effective  course  of  combined 
chemotherapy  had  been  in  force  for  four 
months  or  longer. 

Material 

The  material  on  which  this  study  is  based 
came  from  over  500  tuberculous  patients.  In 
large  part,  the  resected  tissue  came  from 
patients  who  had  done  very  well  clinically  and 
at  the  time  of  operation  had  had  a negative 
sputum  or  fasting  gastric  contents  for  several 
months.  Several  in  the  group  had  had  either  a 
single  positive  culture  or  no  bacilli  had  been 
demonstrated,  although  numerous  cultures  of 
sputum  or  of  fasting  gastric  contents  had  been 
done.  In  the  pre-chemotherapeutic  days,  all  of 
these  cases  would  have  been  considered  as 
good  clinical  results.  In  the  large  majority  of 
the  cases  in  this  portion  of  the  material,  all 
demonstrable  disease  was  removed  and,  in 
several  instances,  this  required  resection  of 
tissue  from  both  lungs.  The  remainder  of  the 
cases  might  be  called  chemotherapeutic  fail- 
ures because  cavities  remained  open,  with  and 
without  the  presence  of  tubercle  bacilli  in 
the  sputum  or  the  sputum  had  remained  posi- 
tive although  at  no  time  was  there  radiological 
evidence  of  cavity  formation.  In  these  cases, 
only  the  major  diseased  areas  were  removed. 

It  is  of  interest  that  in  this  sizable  group 
of  cases,  there  was  one  in  which  the  surgeons 
failed  to  find  any  abnormal  tissue  to  remove; 

^Presented  at  the  1955  KSMA  Annual  Meeting  in 
Louisville,  September  27-29. 


that  in  two  the  resected  abnormal  tissue 
showed  only  parenchymal  scars  and  no  diag- 
nosis of  tuberculosis  could  be  made;  and  that 
in  the  remainder,  the  resected  tissue  contained 
easily  recognized  necrotic  lesions  that  varied 
greatly  in  size  and  in  numbers. 

In  the  early  part  of  the  study,  bacteriolog- 
ical examinations  of  over  500  necrotic  lesions 
were  done  with  the  result  that  about  three- 
fourths  showed  well  stained  tubercle  bacilli 
in  smears.  The  number  of  bacilli  varied  greatly 
with  numerous  bacilli  in  about  one-third  of 
the  lesions.  Cultures  of  the  material  yielded 
growth  of  bacilli  in  less  than  10  per  cent  of 
the  “closed”  lesions,  many  of  which  contained 
large  numbers  of  organisms,  and  growth  was 
obtained  from  all  open  tuberculous  cavities. 
Guinea  pig  inoculations  gave  no  greater  posi- 
tive results  than  culture.  I have  found  a simi- 
lar situation  in  necrotic  tuberculous  lesions 
which  have  been  removed  from  patients  who 
have  had  no  chemotherapy.  It  seems  quite 
probable  that  this  peculiar  bacteriological  phe- 
nomenon may  not  be  related  to  the  influence  of 
chemotherapy.  This  bacteriological  problem 
still  remains  to  be  solved.  I am  of  the  opinion 
that  it  is  a waste,  both  of  time  and  of  effort, 
to  pursue  the  problem  further  if  only  the  now 
accepted  laboratory  technics  are  used. 

In  the  past,  the  pathologist’s  understanding 
of  pulmonary  tuberculosis  has  been  gained 
from  necropsies  on  patients  who  have  died 
from  the  disease  and  usually  the  study  of  the 
diseased  lungs  has  not  been  thorough  enough 
to  unearth  the  many  variations  in  the  pathology 
that  commonly  are  present.  Tuberculous 
disease  found  in  patients  who  died  from  other 
causes  usually  has  been  investigated  no  further 
than  to  make  a diagnosis.  It  is  understandable 
why  this  situation  is  present  among  patholo- 
gists. Unless  they  have  a special  interest  in  the 
complexity  of  the  disease  and  also  have  suffi- 
cient laboratory  assistance  to  make  possible  a 
thorough  study,  it  usually  is  impossible  to  do 
more  than  to  render  a correct  diagnosis. 

The  resection  of  tuberculous  lung  tissue  dur- 
ing a course  of  chemotherapy  places  in  the 
hands  of  pathologists  tuberculous  disease  at  a 
time  and  under  conditions  with  which  they 
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have  not  hitherto  had  to  deal.  This,  I fully 
appreciated  from  the  outset  of  the  study.  Also, 
I had  come  to  recognize  the  variables  that 
may  be  present  in  untreated  tuberculous  dis- 
ease. As  a result,  I have  been  conservative  in 
giving  credit  to  the  use  of  chemotherapeutic 
agents,  unless  there  was  a distinctly  different 
pathological  picture  than  that  I knew  occurred 
in  unresected  disease.  Because  of  the  many 
years  I have  devoted  to  an  attempt  to  under- 
stand the  dynamics  of  the  complicated  path- 
ological process  that  is  tuberculosis,  the  views 
which  I shall  express  may  well  be  at  variance 
with  the  several  papers  which  have  already 
appeared  in  the  literature  and  which  have 
dealt  with  an  interpretation  of  the  effect  of 
chemotherapy  on  the  pathological  process. 

Illustrative  Cases 

I learned  from  the  first  resected  specimen  I 
examined  that  the  chnical  history  of  tuberculous 
patients  had  best  be  ignored.  This  patient  was 
the  first,  I believe,  to  have  residual  minimal  dis- 
ease resected  after  a considerable  course  of 
combined  chemotherapy  and  it  deserves  men- 
tion of  the  major  clinical  features.  At  age  27, 
this  veteran  entered  a medical  school  and  a 
chest  X-ray,  which  was  required  of  all  students 
before  being  matriculated,  showed  a small  linear 
shadow  in  the  right  apical  region.  A diagnosis 
of  tuberculosis  was  made  and  the  young  man 
was  advised  to  enter  a tuberculosis  hospital  for 
treatment.  He  was  treated  on  bed  rest  only  for 
10  months,  during  which  time  there  was  no 
change  in  the  roentgenological  shadows.  Al- 
though numerous  attempts  were  made,  no 
tubercle  bacilli  were  found  in  fasting  gastric 
contents.  He  was  then  put  on  exercise  and  after 
about  three  months  on  this  regimen,  his  chest 
X-ray  showed  a sizable  new  soft  shadow  which 
completely  effaced  the  old  lesion.  Cultures  at 
this  time  failed  to  show  tubercle  bacilli.  He 
was  promptly  placed  on  combined  chemother- 
apy. Within  three  months,  the  new  shadow  had 
completely  disappeared  and  the  original  linear 
shadow  seemed  somewhat  smaller.  Radiolog- 
ically,  there  was  no  change  during  the  next 
five  months  and  after  eight  months  of  chemo- 
therapy, the  residual  disease  was  resected. 

The  resected  tissue  showed  considerable 
parenchymal  scarring,  the  presence  of  a few 
small  necrotic  lesions  and  a larger  lesion  that 
measured  eight  mm.  in  diameter.  The  large 


lesion  was  serially  sectioned  and  it  was  found 
to  contain  a small  open  cavity  with  a fully 
patent  bronchial  communication.  Tubercle 
bacilli  were  found  in  the  cavity,  although  they 
were  not  numerous.  In  the  serial  sectioning,  a 
small,  quite  firmly  calcified  focus  was  en- 
countered. This  lesion  nicked  the  knife  and 
nearly  ruined  the  serial  sectioning,  as  well  as 
my  disposition.  Study  of  the  serial  sections 
showed  that  the  calcified  focus  was  an  integral 
portion  of  the  cavity  and  that  beyond  the  calci- 
fied lesion,  there  was  a much  smaller  hyaliniz- 
ed  necrotic  focus  that  was  directly  connected 
with  the  calcified  one. 

This  sort  of  a pathological  picture  clearly 
indicated  that  the  disease  must  have  been  of 
several  years  duration  at  the  time  it  was  first 
discovered.  Furthermore,  the  actual  situation 
would  not  have  been  revealed  had  I been  satis- 
fied with  a routine  examination  and  a casual 
section  for  diagnosis. 

A second  case  of  minimal  tuberculosis  also 
clearly  shows  the  unreliability  of  the  clinical 
history  as  an  aid  to  the  understanding  of  the 
resected  pathology.  A high  school  girl,  at  age 
15,  was  found  to  be  a reactor  to  tuberculin 
during  a tuberculin  survey  of  the  school. 
Chest  X-ray  at  the  time  revealed  no  disease. 
X-rays  taken  twice  a year  for  two  years  and 
yearly  for  two  years  more  showed  no  abnor- 
mal shadows.  At  age  20,  the  young  lady  ap- 
plied for  entrance  to  a school  of  nursing  and  as 
a part  of  the  routine  pre-entrance  examination, 
an  X-ray  of  the  chest  was  taken.  This  showed 
sizable  shadows  in  the  right  upper  lung  field. 
A sputum  examination  at  this  time  was  posi- 
tive for  tubercle  bacilli.  Clinically,  it  seemed 
evident  that  this  was  a case  of  “early”  minimal 
pulmonary  tuberculosis.  Combined  chemo- 
therapy was  begun  promptly  and  during  the 
next  six  months,  there  was  some  clearing  of  the 
roentgenological  shadows.  However,  easily  vis- 
ualized nodular  lesions  remained  and  the  resid- 
ual disease  was  resected. 

Examination  of  the  resected  tissue  showed 
several  sizable  necrotic  foci  and  an  open  small 
tuberculous  cavity  with  a patent  ulcerated 
bronchial  communication.  Of  particular  inter- 
est, was  the  finding,  loose  within  the  cavity,  of 
a two  mm.  densely  calcified  piece  of  tissue. 
This  would  seem  to  be  the  calcific  remnant  of 
at  least  a portion  of  an  initial  lesion  that,  in 
all  probability,  dated  back  for  five  years  and 
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perhaps  longer.  Apparently  a small  smoulder- 
ing area  of  disease  which  was  not  recognizable 
in  the  chest  X-ray,  sloughed  a sufficient  amount 
of  material  to  induce  a sizable  localized  area 
of  new  disease  and  to  give  rise  to  a positive 
sputum. 

Findings  in  Chemotherapy 

These  two  cases  have  been  cited  in  some  de- 
tail to  indicate  how  sluggish  tuberculous  dis- 
ease may  be  and  also  to  show  how  erroneous 
an  impression  may  be  gained  from  a reliance 
upon  the  clinical  history  of  tuberculous  patients. 
This  is  of  prime  importance  when  it  comes  to 
an  interpretation  of  the  pathological  picture 
found  in  resected  tissues  after  a considerable 
course  of  chemotherapy.  Undoubtedly,  in  most 
tuberculous  cases  there  are  necrotic  lesions 
before  chemotherapy  is  begun  and,  in  many 
instances,  these  may  be  of  considerable  age. 
Not  infrequently,  I have  found  calcific  foci  in 
tissue  resected  from  patients  who  have  had 
chemotherapy  for  no  longer  than  six  months. 
Certainly,  the  calcification  and  other  evidence 
of  healing  in  the  older  necrotic  lesions  can  hard- 
ly be  attributed  to  the  affect  of  chemotherapy. 

One  of  the  clinical  features  during  chemo- 
therapy is  the  considerable  clearing  of  roent- 
genographic  shadows.  This  phenomenon,  of 
course,  occurred  in  the  pre-chemotherapy  era, 
but  it  seemed  to  occur  more  promptly  under 
chemotherapy.  At  operation,  the  surgeon  has 
found,  not  infrequently,  more  residual  disease 
than  was  suspected  from  the  X-ray  films,  but 
in  several  cases  much  less  tissue  had  to  be  re- 
moved than  was  anticipated.  Examination  of 
resected  specimens  from  these  cases  always 
reveals  some  parenchymal  scarring,  as  well  as 
necrotic  foci.  However,  it  would  seem  that  in 
many,  there  has  been  complete  resolution  of 
sizable  areas  of  pneumonia  with  a restoration 
of  normal  lung  tissue  in  such  areas.  It  is  my 
impression  that  the  scars  in  these  cases  repre- 
sent the  end  result  of  healing  of  that  portion  of 
the  non-necrotic  component  which  had  pro- 
ceeded to  epithelioid  tubercle  formation.  In  my 
experience,  it  has  been  unusual  to  find  epithe- 
lioid tubercles  in  specimens  removed  after  four 
months  or  more  of  combined  chemotherapy, 
unless  evidence  of  sloughing  lesions  was  pres- 
ent. In  these  latter  specimens,  early  epithelioid 
tubercles,  as  well  as  small  patches  of  lobular 
pneumonia  that  probably  were  not  more  than  a 


week  or  two  old,  were  found  on  several  occa-  | 

sions.  These  findings  suggest  that  small  endo-  1 

bronchial  disseminations,  which  were  too  small 
to  be  detected  in  X-ray  films  had  occurred  dur- 
ing the  course  of  chemotherapy. 

On  a few  occasions,  I found  in  the  resected 
specimens  small  areas  in  which  the  alveoli 
were  filled  with  necrotic  debris  without  there 
being  any  cellular  inflammatory  reaction  in  the 
area.  These  areas  appear  to  represent  a spread 
of  necrotic  debris  during  an  unavoidable  manip- 
ulation during  surgery.  This  suggests  that 
chemotherapy  should  be  continued  for  at  least 
four  months  after  the  operation  to  facilitate  a 
complete  healing  of  these  new  foci  of  disease. 
Lesions  of  this  nature  can  not  be  detected 
macroscopically  in  the  specimen  and  it  is 
extremely  doubtful  that  they  can  be  recognized 
by  the  surgeon. 

There  was  a monotony  of  necrotic  lesions  in 
the  resected  specimens.  These  are  the  lesions 
which  always  have  been  the  stumbling  block 
to  the  complete  cure  of  tuberculosis.  These 
lesions  presented  a quite  variable  appearance  in 
their  fibrotic  peripheral  portions.  It  is  my  im- 
pression that  these  variations  are  related  more 
to  the  age  of  the  lesion  than  to  the  effect  of 
chemotherapy.  Random  sections  commonly 
show  the  lesions  to  be  completely  encapsulated, 
but  this  is  deceptive.  More  thorough  study  of 
such  lesions  often  shows  an  open  bronchial 
communication  with  the  necrotic  center.  On  a 
few  occasions  I have  done  complete  serial 
sectioning  of  a necrotic  lesion  of  a centimeter 
or  more  in  diameter  and  in  these  lesions,  the 
bronchial  connection  was  present  in  less  than 
half  a dozen  out  of  several  hundred  sections. 

If  the  necrotic  contents  of  such  lesions  undergo 
liquefaction,  it  is  into  this  small  bronchial 
branch  that  the  liquefied  contents  spill  and  this 
is  the  beginning  of  new  spreads  of  the  disease. 

One  of  the  most  disturbing  features  found 
in  this  study  was  the  variation  in  the  behavior 
of  the  necrotic  tissue.  These  lesions  could  be 
entirely  disregarded  if  one  were  sure  that 
liquefaction  of  the  necrotic  tissue  would  not 
occur.  However,  not  infrequently,  microscopic 
evidence  that  liquefaction  was  under  way  was 
found  in  one  or  more  necrotic  lesions,  even  if 
the  individual  had  been  on  combined  chemo- 
therapy for  a year  or  more.  The  sloughing  of 
these  lesions  would  be  of  little  consequence  if 
they  contained  no  tubercle  bacilli.  However, 
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study  has  shown  that  the  bacteriological  content 
of  necrotic  lesions  is  erratic,  both  as  to 
numbers  and  distribution  of  bacilli,  and  some- 
times the  numbers  of  bacteria  are  enormous.  I 
have  not  been  able  to  find  evidence  to  indicate 
that  chemotherapy  affects  significantly  the 
necrotic  tuberculous  lesion. 

Importance  of  Cavity 

The  feature  that  has  always  been  of  great- 
est concern  clincially  is  the  presence  of  cavity 
in  the  tuberculous  lung.  I would  like  to  suggest 
that  clinicians  might  well  be  more  concerned 
about  the  conditions  that  precede  cavity  for- 
mations, for  a tuberculous  cavity  simply  indi- 
cates that  an  area  of  necrotic  tuberculous 
pneumonia  has,  to  a greater  or  lesser  extent, 
been  sloughed  and  spat  up.  Cavity  formation 
was  present  in  the  majority  of  cases  in  this 
study.  In  the  majority  of  those  that  came  to 
surgery,  the  cavity  disappeared,  as  judged  from 
roentgenograms,  and  in  a minority  surgery  was 
done  to  remove  a persistent  open  cavity.  Some 
of  the  latter  had  a persistently  positive  sputum 
and  in  some  the  sputum  had  been  consistently 
negative  for  many  months. 

In  the  resected  specimens,  it  was  always  pos- 
sible to  identify  the  site  of  the  cavity.  In  most 
instances,  the  cavity  was  filled  with  necrotic 
debris  and  was  much  smaller  than  the  original 
open  cavity.  Commonly,  it  was  possible,  by 
fine  wire  probe,  to  demonstrate  an  open  bron- 
chial communication  with  the  pultaceous 
necrotic  center.  Much  less  often  there  was  a 
sizable  scar  that  identified  the  area  of  cavity 
and  in  all  but  one  instance,  there  was  found  a 
small  unhealed  open  remnant  of  the  cavity. 
Such  small  unhealed  remnants  of  a former  siz- 
able cavity  could  easily  be  regarded  as  of  no 
consequence,  but  in  one  instance,  a large  mass 
of  tubercle  bacilli  was  found  in  such  a remnant 
that  was  so  small  it  was  overlooked  macro- 
scopically.  This  small  area  was  partly  lined 
with  stratified  squamous  epithelium  and  evi- 
dently was  near  the  original  bronchial  connec- 
tion with  the  cavity.  This  instance  is  cited  to 
suggest  caution  in  a macroscopic  interpretation 
of  what  one  may  find  in  specimens  removed 
after  chemotherapy.  The  more  thorough  the 
microscopic  study  one  does  on  these  specimens, 
the  more  cautious  one  becomes  in  his  inter- 
pretations. 

The  study  of  resected  open  cavities  showed 


that,  in  the  majority  of  instances,  they  had  a 
thin  “wall”  and  that  the  inner  surface  had  an 
irregular  mixture  of  areas  of  a thin  necrotic 
layer;  of  granulation  tissue  that  was  free  from 
necrotic  tissue;  of  scar  tissue  with  little  in- 
flammatory cellular  reaction  and  no  epithelial 
covering;  and  of  limited  areas  that  were  cover- 
ed by  stratified  squamous  epithelium.  These 
must  be  regarded  as  unhealed  cavities.  Fre- 
quently, it  was  difficult  to  find  tubercle  bacilli, 
but  on  occasion,  one  could  find  well  stained 
masses  of  bacilli  in  unexpected  and  unpre- 
dictable spots.  Such  cavities  present  the  picture 
of  a sluggish,  old  tuberculous  cavity  that  was 
not  unlike  old  cavities  that  one  used  to  find 
before  the  days  of  chemotherapy  in  tuberculous 
persons  who  had  lived  long  with  their  disease. 

There  is  a strong  tendency  these  days  to 
attribute  this  sort  of  picture  to  the  healing 
effect  of  chemotherapy.  In  my  opinion,  chemo- 
therapy has  little  to  do  with  the  healing  of  these 
lesions.  Rather,  the  chemotherapeutic  effect 
is  to  reduce  the  toxicity  of  the  disease;  to  slow 
down  the  sloughing  process;  to  create  an  en- 
vironment that  is  not  conducive  to  the  rapid 
multiplication  of  tubercle  bacilli;  and  in  these 
ways,  to  greatly  lessen  the  danger,  if  it  does 
not  entirely  prevent,  new  spreads  of  disease. 
Under  these  circumstances,  the  natural  healing 
process  of  the  individual  is  given  time  to  assert 
itself. 

The  perplexing  and  discouraging  feature  in 
these  cases  is  that  all  the  necrotic  tissue  has 
not  been  cleanly  sloughed  and  that  tubercle 
bacilli  still  remain  even  after  two  years  or  long- 
er of  continuous  effective  combined  chemo- 
therapy. There  is  a strong  tendency  to  regard 
this  situation  as  due  to  the  development  of  re- 
sistance by  the  bacilli  to  the  chemotherapeutic 
agents.  However,  I have  seen  instances  in 
which  this  condition  has  been  present  with 
complete  sensitivity  of  the  bacilli  to  the  thera- 
peutic agents.  In  my  opinion,  the  condition 
found  in  these  cases  is  much  more  subtle  and, 
at  the  present  time,  can  not  be  satisfactorily 
explained.  The  condition  met  with  in  these 
parenchymal  cavities  is  also  found  in  bronchi 
that  have  been  the  seat  of  severe  necrotic  endo- 
bronchial tuberculosis. 

There  was  another  small  group  of  speci- 
mens in  which  there  were  sizable  thin  walled 
cavities  with  a smooth,  glistening  inner  sur- 
face throughout.  At  the  present  time,  these 
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cavities  are  being  called  open,  healed  tubercu- 
lous cavities  and  again  this  phenomenon  is 
being  credited  to  the  healing  effect  of  the 
chemotherapeutic  agents — a feature  that  had 
not  been  noted  in  the  pre-chemotherapeutic 
era.  I have  had  the  opportunity  to  study  six 
such  cases  and  in  each  instance  it  has  seemed 
to  me  that  this  condition  represents  cystic 
bronchiectasis,  rather  than  tuberculosis.  This 
is  not  the  place  to  enter  into  the  details  that 
have  led  me  to  this  conclusion.  However,  there 
are  a few  features  which  I believe  pathologists 
should  bear  in  mind.  First,  pathological  con- 
ditions can  be  found  in  tuberculous  lungs  that 
have  no  etiological  relationship  to  tuberculo- 
sis. Secondly,  today  there  are  many  more  tuber- 
culous patients  being  operated  upon  to  re- 
move open  cavities.  Finally,  it  requires  a most 
thorough  microscopic  study  not  only  of  the  cav- 
ity, which  usually  is  the  center  of  interest, 
but  also  of  the  specimen  as  a whole  in  order 
to  determine  more  accurately  the  actual  patho- 
logical situation.  At  this  point,  I am  reminded 
of  a case  that  showed  large,  bilateral  cavities 
and  was  regarded  as  a case  of  far  advanced 
tuberculosis  for  over  twenty  years,  although 
tubercle  bacilli  had  never  been  demonstrated. 
At  necropsy,  this  individual  was  found  to  have 
bilateral  cystic  bronchiectasis  and  no  evidence 
of  tuberculosis  was  found. 


Summary 

From  this  discussion,  it  should  be  evident 
that  in  tuberculosis  a most  complicated  patho- 
logical process  exists  and  that  in  this  process, 
the  necrotic  component  represents  the  danger- 
ous and  most  difficult  process  to  combat.  It  is 
evident  that  present  day  chemotherapy  has  not 
conquered  this  phase  of  the  disease.  There  is 
no  question  but  that  properly  administered 
chemotherapeutic  agents  are  of  great  benefit 
in  the  treatment  of  the  tuberculous  patient. 
However,  from  all  the  pathological  evidence  I 
have  been  able  to  obtain,  it  is  evident  that 
these  agents  do  not  do  a complete  job — the 
necrotic  component  of  the  disease  still  remains 
and  far  too  often  well  staining  tubercle  bacilli 
can  be  demonstrated  in  these  necrotic  remnants. 
Only  time  will  tell  what  will  happen  to  the  tu- 
berculous patients  who  have  had  the  benefit  of 
chemotherapy  and  then  have  had  this  form  of 
treatment  withdrawn.  It  may  well  be  that  the 
exact  situation  in  these  cases  can  not  be  deter- 
mined for  many  years,  even  longer  than  in  the 
days  before  the  use  of  effective  chemothera- 
peutic agents.  Past  experience  has  shown  that 
tuberculosis  is  a chronic  disease  with  an  er- 
ratic and  unpredictable  course.  This  situation 
still  exists.  There  will  be  no  quick  and  easy 
solution  to  this  problem. 


Manuscript 

Manuscripts  should  be  submitted  in  duplicate  to  the 
Journal  of  KSMA,  an  original  copy  and  one  carbon,  and 
typed  v/ith  double  spacing.  Maximum  length  of  an  article 
should  act  exceed  4500  words,  and  the  Board  of  Consultants 
on  Scientific  Articles  prefers  that  they  be  briefer  than  this 
when  possible. 

Footnotes  and  bibliographies  should  conform  to  the  style 
of  the  Quarterly  Cumulative  Index  Medicus  published  by  the 
American  Medical  Association.  This  requires  in  the  order  given: 
name  of  author,  title  of  article,  name  of  periodical,  with  volume, 
page,  month  — day  of  month  if  weekly  — and  year.  The 
Journal  of  the  KSMA  does  not  assume  responsibility  for  the 
accuracy  of  references  used  with  scientific  articles. 

All  scientific  material  appearing  in  the  Journal  is  reviewed 
by  the  Board  of  Consultants  on  Scientific  Articles.  If  illustra- 
tions are  submitted  with  a paper,  the  Journal  will  assume  the 


Memos 

cost  for  the  first  three  one-column  width  half  tones.  The  cost 
of  additional  illustrations  will  be  borne  by  the  essayist. 

Arrangements  for  reprints  of  an  article  should  be  made 
directly  with  the  publisher  of  the  Journal,  Gibbs-Inman  Print- 
ing Company,  817  W.  Market  St.,  Louisville,  Ky. 

The  By-laws  of  the  Kentucky  State  Medical  Association 
provide  that  all  scientific  discussions  and  papers  read  before 
the  KSMA  Annual  Meeting  shall  be  referred  to  the  KSMA 
Journal  for  consideration  for  publication.  The  by-laws  further 
state  that  the  editor  or  the  associate  editor  may  accept  or 
reject  these  papers  as  it  appears  advisable  and  return  them 
to  the  author  if  not  consider^  suitable  for  publication. 

Please  mail  your  scientific  articles  to  the  Journal  of  the 
Kentucky  State  Medical  Association,  620  South  Third  Street, 
Louisville  2,  Kentucky. 


614 


July  1956  • The  Journal  of  the  Ker'l 


REPORT  ON  THE  ELEVENTH  NATIONAL  CONFERENCE 

ON  RURAL  HEALTH 

Wyatt  Norvell.  M.D. 


The  Eleventh  National  Conference  on 
Rural  Health,  held  in  Portland,  Oregon, 
March  8,  9,  and  10,  1956  was  a graphic 
demonstration  of  the  enthusiasm  and  down-to- 
earth  interest  which  has  been  repeatedly  shown 
by  those  who  are  to  improve  rural  health. 

The  fact  that  the  conference  was  held  in  the 
far  Northwest  did  not  deter  attendance  from  40 
states  and  a larger  volume  of  attendance  than 
any  other  National  conference.  The  whole 
theme  of  the  conference  concentrated  on  the 
old  relationship  of  the  family  and  its  physician. 
Speakers  emphasized,  over  and  over,  the  re- 


lationship of  the  physician  as  a ‘hub’  for  many 
rural  activities  and  programs  not  directly  re- 
lated to  health. 

One  of  the  better  panels  presented  was  mod- 
erated by  Duane  Bowler,  manager  of  the 
Montana  Public  Health  League.  The  panelists 
emphasized  the  importance  of  being  a personal 
family  physician — one  considered  a member  of 
the  family — one  who  knows  the  family  secrets 
and  therefore  one  better  able  to  handle  the 
family’s  physical  and  emotional  problems  in 
an  understanding  manner. 

Another  point  brought  out  at  the  conference 


Wyatt  Norvell,  M.D.,  (second  from  left),  New  Castle,  chairman  of  the  KSMA  Committee  on  Rural  Health 
invites  Dwight  Murray,  M.D.,  (second  from  right),  Napa  California,  AMA’s  newly  elected  president  to  attend 
the  Twelfth  National  Rural  Health  Conference  in  Louisville  next  March  7-9.  Listening  to  the  invitation  are 
F.  S.  Crockett,  M.D.,  West  Lafayette,  Indiana,  chairman  of  the  AMA  Council  on  RH  and  newly  elected  AMA 
vice  president,  and  George  Lull,  M.D.,  Chicago,  AMA  secretary.  The  picture  was  taken  at  the  1956  National 
RH  Conference  which  was  held  March  8-10  in  Portland,  Oregon. 
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was  the  fact  that  the  ‘forces  of  conformity’ 
which  are  stronger  in  rural  areas  are  both  a 
help  and  a hindrance  to  mental  health. 

Another  matter  discussed  at  the  conference 
was  the  problem  of  providing  facilities  to  care 
for  the  older  persons  and  the  chronically  ill  in 
rural  areas. 

It  was  pleasing  to  hear  the  importance  of 
properly  supervised  nursing  homes  being  ac- 
cepted as  a project  by  lay-people.  The  point 
made  in  discussing  nursing  homes  was  the 
significance  of  having  these  homes  privately 
built,  maintained,  and  operated  so  as  to  keep 
the  Federal  Government  from  getting  more 
control  of  the  elderly  people. 

The  principal  speaker  at  the  annual  dinner 
was  the  American  Medical  Association’s  pres- 
ident-elect, Dwight  Murray,  who  told  the  group 
“Much  of  the  phenomenal  medical  progress  of 
the  past  25  years  has  been  achieved  because 
of  the  support — both  moral  and  financial — ob- 
tained from  the  general  public.’’  He  further  said 
that  the  continued  interest  of  the  public  in 
medical  affairs  will  grow  as  the  interest  of 
physicians  in  matters  outside  the  medical  pro- 
fession increases  and  he  requested  that  phy- 
sicians everywhere  mix  more  with  their  neigh- 


bors and  share  their  interests  and  their  proj- 
ects. The  other  speaker  at  the  annual  banquet 
was  Louis  A.  Rozzani,  president  of  the  Cali- 
fornia Farm  Bureau  Federation.  Mr.  Rozzani, 
a native-born  Italian,  related  his  own  story  of 
success  and  failure  as  a businessman  and 
farmer,  and  observed  that,  “there  are  always 
people  who  want  something  for  nothing  and 
we  should  stop  trying  to  solve  economic  prob- 
lems by  magic  words,  such  as  90  per  cent 
parity.”  He  further  stated  “there  are  those  who 
try  to  solve  the  country’s  economic  problems 
by  taking  from  those  who  have  and  giving  it  to 
those  who  have  not.  This  will  solve  no  one’s 
problems  except  the  Socialists’,  who  have  been 
trying  to  do  that  for  years.” 

If  the  twelfth  Annual  National  Conference 
of  Rural  Health  to  be  held  in  Louisville, 
March  7,  8,  and  9,  1957,  is  a success,  it  will 
be  due  to  the  interest  shown  by  the  individual 
physicians  of  the  Kentucky  State  Medical  Asso- 
ciation organizing  with  the  Farm  Bureau,  home 
demonstration  agents,  extension  service,  nurs- 
ing associations,  and  all  other  member  organi- 
zations of  the  Kentucky  Rural  Health  Council. 
Kentucky  physicians  must  not  fail  in  this  very 
worthwhile  movement. 


THE  DISABILITY  FREEZE 


IN  RECENT  months  many  physicians  have 
heard  from  patients  about  the  disability 
freeze  provision  in  the  social  security  law. 
This  provision,  added  to  the  old-age  and  survi- 
vors insurance  program  in  1954,  permits  people 
who  have  prolonged  total  disability  to  apply 
to  have  their  social  security  records  frozen  for 
the  period  of  their  disability.  Thus,  the  time 
when  they  could  not  work  and  so  had  no  earn- 
ings credited  to  their  social  security  accounts 
does  not  count  against  them  in  determining 
their  rights  to  benefits,  nor  the  amount  of  bene- 
fits which  will  be  payable  to  them  at  age  65, 
or  to  their  families  in  case  they  should  die. 

Before  a worker’s  social  security  record  can 
be  frozen,  he  has  to  meet  certain  work  require- 
ments. His  social  security  record  up  to  the  time 
of  his  disability  must  show  that  he  was  in  fact 
a worker,  with  a fairly  regular  and  recent  work 
history.  In  addition,  he  must  be  shown  to  have 
a medically  determinable  physical  or  mental 
impairment  severe  enough  to  keep  him  from 
engaging  in  any  substantial  gainful  activity — 


one  which  has  existed  for  more  than  six  months, 
and  is  expected  to  last  indefinitely  or  end  in 
his  death. 

Securing  the  Medical  Evidence 
of  Disability 

The  medical  evidence  needed  to  establish 
the  nature  and  severity  of  the  applicant’s  dis- 
ability, the  date  it  began,  and  its  prognosis 
comes  from  the  doctor  who  has  treated  the 
worker  and  has  been  confined.  A medical  re- 
port form  was  designed  to  assist  the  physician 
in  furnishing  the  needed  medical  evidence  and 
to  indicate  the  nature  and  extent  of  clinical  de- 
tail which  would  be  necessary.  It  is  given  to  the 
applicant  for  the  “disability  freeze”  and  he  is 
asked  to  have  it  filled  out  by  the  physician  most 
familiar  with  his  impairment.  The  form  itself  is 
modeled  closely  after  the  medical  report  used 
by  major  life  insurance  companies  in  their  dis- 
ability claims  work.  In  adapting  it  for  use  in 
the  “freeze”  program,  the  recommendations  of 
(Continued  on  Page  631) 
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THE  IMPORTANCE  OF  LEUKOPLAKIA  IN  ORAL  CANCER 


KERATOTIC  plaques  on  the  lips  and 
leukoplakia  of  the  oral  mucosa  are 
essentially  the  same  lesions.  On  the  lips 
the  scales  are  dry  and  often  have  curled  up 
edges.  In  the  mouth  lesions  they  are  soft  and 
whitish  because  of  the  secretions.  Histologi- 
cally, they  are  similar  and  both  are  consistently 
associated  with  the  formation  of  cancer.  Each 
has  its  own  causative  agent. 

The  constant  history  of  leukoplakia  existing 
prior  to  the  tumor  formation  and  the  ulcer  of 
cancer  is  so  impressive  that  the  white  deposits 
should  be  considered  precancerous.  A few  of 
us  have  witnessed  the  actual  accretion  of 
carcinoma  from  a plaque  of  leukoplakia.  In 
many  patients  the  story  is  very  straightforward 
and  all  follow  the  same  pattern,  i.e.,  a small 
white  spot  that  remained  the  same  in  appear- 
ance and  in  size  for  several  months.  Slow 
growth  for  two  to  three  months  and  finally  a 
tingle  sensation  or  pricking  pain  appeared  for 
the  first  time  to  announce  a small  ulcer  occupy- 
ing a greater  portion  of  the  white  spot.  The 
total  time  period  averages  eight  to  10  months. 
A few  will  occasionally  remark  of  a causal 
agent. 

Pointed  questions  will  often  find  a repeated 
stimulus  that  produces  injury  in  the  same  area. 
Sunburn  on  the  lips  is  a recognized  factor. 
Smoking  or  chewing  or  snuff  dipping  factors 
are  found  in  practically  all  of  the  mouth  cancer 
patients.  The  ulcer  is  occasionally  in  juxta- 
position with  a carious  tooth.  Unlike  metals 
used  in  restorations  that  make  contact  to  pro- 
duce cellular  changes  from  electrolysis  will 
finally  yield  an  infiltrate.  The  mucosal  repair 
mechanism  becomes  accelerated  to  meet  the 
continued  injury.  Eventually  the  newly  formed 
cells  pile  up  to  form  a plaque  because  of  over 


Opinions  expressed  in  contributions  to  this  Journal  are  those 
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production.  In  time  the  basal  cells  or  repro- 
ductive layer  produce  abnormal  divisions  and 
bizarre  forms  that  fail  to  follow  the  usual  pat- 
tern of  migration  toward  the  surface  of  the 
mucosa  and  form  local  cell  masses  that  coalesce 
to  invade  the  submucosa  and  choke  off  the 
blood  supply  to  produce  the  ulcer.  Many  cells 
throughout  the  base  of  the  plaque  may  become 
abnormal  more  or  less  at  the  same  time  to 
produce  the  primary  carcinoma  with  a broad 
base.  A repetitious  injury  or  stimulus  in  the 
form  of  a carcinogenic  agent  is  frequently  asso- 
ciated with  the  site  of  the  leukoplakia  as  a 
causal  agent.  Ask  any  of  the  patients  with 
leukoplakia  to  “light  up”  thus  demonstrating 
his  ritual  and  fixed  smoking  habit  performance 
that  is  often  repeated  to  send  the  hot  tarry 
smoke  stream  to  bombard  the  plaque  or  ulcer 
area  of  leukoplakia. 

A biopsy  (of  the  leukoplakia)  gives  a diag- 
nosis “leukoplakia  without  evidence  of  inva- 
sion.” Yet  the  lesion  will  promptly  recur  and 
continue  to  grow  if  it  is  not  completely  erad- 
icated and  its  causal  agent  removed.  The  re- 
currences end  in  cancer.  It  is  ridiculous  to 
think  of  cancer  as  being  of  recent  origin  when 
it  has  had  eight  to  10  months  of  existence  in  a 
form  that  we  have  treated  with  casual  indiffer- 
ence and  little  interest.  Why  not  realize  that  our 
weakest  attack  on  cancer  is  the  fatal  time  lag 
from  suspicion  to  recognition?  Many  people  are 
informed  of  the  seven  danger  signals  (American 
Cancer  Society)  and  urged  to  obtain  a diagno- 
sis of  the  ulcer  that  will  not  heal,  but  few  recog- 
nize the  precious  importance  of  time  wasted 
while  watching  the  silent  asymptomatic  pre- 
courser of  cancer. 

Why  not  eradicate  the  lesions  as  soon  as  they 
appear  and  seek  and  find  the  causal  agent? 
Why  not  call  it  precancerous?  Why  not  prevent 
mouth  cancer? 

Jesshill  Love,  M.  D. 
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TRUSTEE-STAFF  RELATIONSHIPS 


The  relationship  between  the  trustees  and  between  a member  or  members  of  the  board 

the  medical  staff  of  a community  hospital  and  a member  or  members  of  the  staff;  or  it 


has  never  been  clearly  defined  even  by 
the  Joint  Accreditation  Commission.  This  is 
extremely  unfortunate  since  many  misunder- 
standings could  be  avoided  if  the  duties  of  each 
were  more  clearly  understood.  Either  an  over- 
zealous  staff  or  an  overzealous  board  of  trustees 
can  be  definite  liability  to  a hospital. 

In  the  “Trustee”  which  is  the  publication 
for  hospital  trustees,  there  have  been  several 
articles  which  attempted  to  state  the  duties  of 
the  hospital  staff.  In  order  of  importance  these 
were: 

1.  Treatment  of  the  sick  and  injured 

2.  Keeping  adequate  written  records 

3.  Advising  Board  of  Trustees  in  physical 
and  professional  conduct  of  the  hospital 

4.  Self-government 

In  still  another  article  of  this  publication  the 
board  of  trustees  is  defined  as  the  governing 
body  of  the  hospital,  and  is  morally  and  legally 
responsible  to  the  citizens  of  the  community  to 
provide  adequate  facilities  for  the  treatment 
of  the  sick  and  injured. 

Under  no  circumstances  should  there  be  any 
cross-purpose  in  the  relations  between  the 
trustees  and  the  staff,  but  unfortunately  the 
human  element  often  enters  the  picture  and 
causes  disruption  of  cooperation  between  these 
groups.  This  may  be  due  to  personality  clashes 


may  be  due  to  misinformation  received  by 
either  group.  In  any  trustee-staff  relationship, 
the  hospital  administrator  holds  a very  impor- 
tant position  since  he  is  frequently  the  only 
liaison  between  the  two  groups.  He  is  in  a posi- 
tion, if  he  so  desires,  to  highly  color  his  infor- 
mation, and  this  has  been  the  case  in  many 
instances.  It  is  imperative,  therefore,  that  the 
administrator  be  a man  of  high  integrity,  be 
emotionally  stable,  and  be  endowed  with  a 
great  deal  of  diplomacy. 

Many  small  hospitals  now  have  their  staffs 
so  organized  that  they  have  joint  meetings 
with  the  board  of  trustees  at  regular  intervals 
either  of  their  entire  groups  or  of  their  execu- 
tive committees.  Personal  contact  often  irons 
out  foreseen  difficulties  before  they  become  ser- 
ious problems,  and  from  all  indications  the 
staff-board  relations  in  these  institutions  are 
much  more  desirable. 

Any  break-down  in  the  delicate  relations 
between  the  business  of  hospital  management 
and  the  practice  of  medicine  within  the  hospi- 
tals can  only  have  an  adverse  effect  on  the 
purposes  for  which  these  institutions  were 
founded.  This  can  be  avoided  by  a clear  under- 
standing of  and  a respect  for  the  functions  of 
each  group  by  the  other  and  by  working  in 
close  harmony  for  the  mutual  good  of  the 
hospital. 

Harry  C.  Denham,  M.  D. 


Selling  Sample  Racket 


A Louisville  physician  recently  received  a 
request  from  a man  in  Chicago  asking  him  for 
drug  samples  left  by  detail  men.  This  incident  is 
not  a rare  one.  It  could  well  be  the  first  step  in 
the  “selling  sample  racket.” 

Sample  racketeers  make  a business  of  buying 
samples  submitted  to  physicians  by  pharma- 
ceutical manufacturers.  They  operate  in  one  of 
two  ways.  First,  ask  the  physician  for  the  drug, 
probably  saying  they  are  for  his  family  or,  by 
writing  the  requests  directly  to  the  pharma- 
ceutical houses  and  forging  a physician’s 
name.  Presumably  the  physician  will  later  be 
called  on  and  asked  to  sell  the  samples. 


In  an  article  in  the  AMA  Journal  some 
years  ago  the  following  statement  appeared: 
“Any  physician  who  would  cooperate  in  a per- 
formance of  this  type  is  participating  in  a dis- 
tinctly unethical  procedure  and  is  lending  him- 
self to  what  is  essentially  a fraud.” 

You,  as  a physician,  can  put  an  end  to  this 
“pick-up  racket.”  Each  time  you  write  to  a 
pharmaceutical  house  asking  for  drug  samples 
make  sure  your  request  is  written  on  your  own 
stationery  and  signed  in  your  own  handwriting. 
“The  physician  who  allows  himself  to  become 
involved  with  these  racketeers,”  according  to 
the  AMA  article,  “cannot  be  too  severely  con- 
demned.” 
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Four  Specialty  Groups  Name 
Annual  Meeting  Speakers 

Four  more  specialty  groups  have  released  the 
names  of  their  guest  speakers  for  the  1956  KSMA 
Annual  Meeting  in  Louisville  September  18-20. 

The  groups  and  speakers  are:  Kentucky  Ortho- 
pedic Society,  J.  Otto  Lottes,  M.D.,  St.  Louis,  Mis- 
souri; Kentucky  Chapter  of  the  American  College  of 
Chest  Physicians,  Paul  T.  Chapman,  M.D.,  Detroit, 
Michigan;  Kentucky  Academy  of  General  Practice, 
Louis  A.  Buie,  M.D.,  Rochester,  Minnesota  and 
American  College  of  Surgeons,  Edgar  Burns,  M.D., 


New  Orleans,  Louisiana. 

Dr.  Lottes,  a graduate 
of  the  University  of 
Louisville  School  of  Med- 
icine, received  his  ortho- 
pedic surgery  training  at 
the  St.  Louis  Hospital, 
Barnes  Hospital,  and 
Washington  University 
School  of  Medicine.  He 
is  now  clinical  instructor 
in  orthopedic  surgery  at 
Washington  University 
School  of  Medicine. 


Dr.  Buie 


Dr.  Chapman  is  a 
graduate  of  the  Univer- 
sity of  Cincinnati  Medi- 
cal School.  He  served  a 
residency  in  thoracic  sur- 
gery at  Herman  Kiefer 
Hospital.  Since  1939  he 
has  served  as  chief  physi- 
cian and  chief  of  tu- 
berculosis hospitalization 
and  field  service  for  the 
city  of  Detroit. 


Dr.  Lottes 


Dr.  Buie,  a graduate  of 
the  University  of  Mary- 
land School  of  Medicine, 
is  an  emeritus  professor 
of  proctology  at  the 
Mayo  Foundation  Gradu- 
ate School  and  a member 
emeritus  of  the  Mayo 
Clinic.  He  is  chairman  of 
the  AMA’s  Council  on 
Constitution  and  By-laws. 


Dr.  Chapman 


Dr.  Burns  is  a graduate  of  Northwestern  Univer- 
sity Medical  School.  He  is  professor  and  chairman 
of  the  department  of 
urology  at  Tulane  Uni- 
versity Medical  School 
and  president  of  the 
American  Board  of  Urol- 
ogy. 

Joseph  R.  Bustetter, 

D.D.S.,  Louisville,  will 
represent  the  Kentucky 
State  Dental  Association 
at  the  Annual  Meeting. 

Dr.  Bustetter  is  a mem- 
ber of  the  faculty  of  the 
University  of  Louisville 
School  of  Dentistry.  He 
is  past  president  of  the  Kentucky  Section  of  the 
American  College  of  Dentists. 

A complete  Annual  Meeting  program  will  be  car- 
ried in  the  August  issue  of  the  Journal. 

Nine  Kentucky  MDs  Participate 
in  AMA  Annual  Meeting 

Nine  KSMA  members  participated  in  the  scientific 
program  at  the  one  hundred  fifth  AMA  Annual 
Meeting  in  Chicago  June  11-15. 

Three  of  these — William  McDaniel  Ewing,  M.D., 
and  John  Lyford,  M.D.,  of  Louisville  and  Otto  Sals- 
bery,  M.D.,  of  Covington  assisted  in  the  presentation 
of  the  special  exhibit  of  fractures. 

Laman  A.  Gray,  M.D.,  Louisville,  presented  a 
paper  entitled  “Pathological  Lesions  of  the  Urethra.” 

Robert  Lich,  Jr.,  M.D.,  Louisville,  read  a paper 
on  “Renal  Biopsy.”  Dr.  Lich  also  led  a general  dis- 
cussion of  the  exhibits  in  the  section  on  urology. 

W.  K.  Massie,  M.D.,  Lexington,  presented  an  ex- 
hibit entitled  “Functional  Fixation  of  Intracapsular 
Fractures  of  the  Hip.” 

Everett  L.  Pirkey,  M.D.,  Louisville,  opened  a dis- 
cussion following  a talk  on  “Pitfalls  of  Translumbar 
Aortography.” 

A paper  entitled  "The  Results  of  Simple  Perineal 
Prostatectomy,”  was  presented  by  Edward  H.  Ray, 
M.D.,  Lexington. 

R.  Glen  Spurling,  M.D.,  Louisville,  opened  a dis- 
cussion on  “Whiplash  Injuries”  in  the  section  on 
nervous  and  mental  diseases. 

MDs  Named  to  Alcoholic  Group 

Three  KSMA  members  were  appointed  by  Gover- 
nor Chandler  to  a new  Kentucky  Commission  on 
Alcoholism  June  6.  The  commission  was  created  by 
the  1956  Legislature. 

The  three  physicians  named  to  the  seven  member 
commission  were:  Louis  M.  Foltz,  M.D.,  Louisville, 
chairman  of  the  KSMA  Committee  on  Mental  Hy- 
giene and  Mental  Institutions;  Gradie  Rowntree, 
M.D.,  Louisville,  past  president  of  the  Jefferson 
County  Medical  Society  and  Gant  Gaither,  M.D., 
Hopkinsville,  KSMA  president. 


Dr.  Burns 
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Better  Distribution  of  Physicians 
in  Needy  Areas  is  KSMA  Aim 

Plans  to  provide  better  distribution  of  medical 
care  to  the  people  of  rural  Kentucky  were  discussed 
by  representatives  of  the  Kentucky  Physicians  Place- 
ment Service  and  the  Rural  Kentucky  Medical  Schol- 
arship Fund  in  Frankfort  May  31. 

As  part  of  the  improved  program  aimed  at  getting 
more  physicians  into  areas  most  in  need  of  medical 
care,  John  Guy  Miller,  field  secretary  of  the  Ken- 
tucky State  Medical  Association,  was  named  field 
secretary  of  the  two  groups.  His  official  task  will 
be  to  keep  in  close  contact  with  each  beneficiary  of 
the  Fund  while  he  is  in  school  and  during  his  hospi- 
tal training.  Then  Mr.  Miller  will  be  better  able  to 
act  as  a link  between  needy  communities  and  physi- 
cians seeking  locations. 

The  program  is  of  utmost  importance  and  is  spon- 
sored and  backed  whole-heartedly  by  the  KSMA”, 
Ralph  D.  Lynn,  M.D.,  Elkton,  chairman  of  the  PPS 
and  C.  C.  Howard,  M.D.,  Glasgow,  re-elected  chair- 
man of  the  Fund,  said  in  a joint  statement. 

The  Fund  has  in  operation  two  scholarship  plans. 
One  allows  a student  to  borrow  up  to  $3,200  over  a 
four  year  period  if  he  agrees  to  practice  in  an  area 
approved  by  the  Fund  for  as  many  years  as  he  re- 
ceived assistance  and  make  cash  repayment  of  the 
amount  borrowed  plus  two  per  cent  interest. 

The  other  plan,  which  was  recently  out  into  effect, 
permits  a student  to  borrow  $3,200  if  he  will  agree 
to  practice  in  one  of  Kentucky’s  critical  counties  for 
a period  of  four  years.  This  will  automatically  wipe 
out  his  debt  to  the  Fund.  The  critical  counties  are 
Powell,  Martin,  Knott,  Rockcastle,  Magoffin,  Elliott, 
Knox,  Cumberland,  Leslie  and  Breathitt. 

The  Eund  awarded  scholarships  to  13  medical  stu- 
dents at  the  Erankfort  meeting.  Thus  far  87  students 
have  been  granted  loans.  Eighty-two  of  these  were 
Kentuckians. 

Other  officers  of  the  Eund  besides  Dr.  Howard  are 
G.  L.  Simpson.  M.D..  Greenville,  vice-chairman;  Rus- 
sell Teague,  M.D.,  Louisville,  treasurer  and  J.  P. 
Sanford,  Louisville,  executive  secretary.  Mr.  Sanford 
succeeds  Raymond  Dixon,  former  deputy  health  com- 
missioner, who  left  Kentucky  to  join  the  United 
States  Public  Health  Service  in  Washington,  D.C. 
June  30. 


Hospital  Accreditation  Discussed 
by  AMA  House  of  Delegates 

The  Joint  Commission  on  Accreditation  of  Hospi- 
tals, foreign  medical  school  graduates,  private  prac- 
tice by  medical  school  faculty  members  were  only  a 
few  of  the  topics  under  serious  discussion  at  the 
meeting  of  the  AMA  House  of  Delegates  at  the  An- 
nual Meeting  in  Chicago,  June  11-15. 

Both  KSMA  delegates,  W.  Clark  Bailey,  M.D., 
Harlan  and  W.  Vinson  Pierce,  M.D.,  Covington 
were  in  attendance  at  all  sessions  held  by  the  House. 
Dr.  Bailey  served  on  the  Reference  Committee  for 
Sections  and  Section  Work. 

Hospital  Accreditation:  A report  of  the  Commit- 

tee to  Review  the  Functions  of  the  Joint  Commission 
on  Accreditation  of  Hospitals  was  approved  by  the 
House  of  Delegates.  The  following  conclusions  were 
reached: 

1.  Accreditation  of  hospitals  should  be  continued. 

2.  The  Joint  Commission  should  maintain  its  pres- 
ent organizational  representation. 

3.  The  Board  of  Trustees  should  report  annually 
to  the  House  of  Delegates  on  the  activities  of  the 
Joint  Commission. 

4.  Physicians  should  be  on  the  administrative 
bodies  of  hospitals. 

5.  General  practice  sections  in  hospitals  should 
be  encouraged. 


6.  Staff  meetings  required  by  the  Joint  Commis-  J 
sion  are  acceptable,  but  attendance  requirements 
should  be  set  up  locally  and  not  by  the  Commission.  | 

7.  The  Joint  Commission  should  not  concern  it- 
self with  the  number  of  hospital  staffs  to  which  a 
physician  may  belong. 

8.  The  Joint  Commission  is  not  and  should  not 
be  punitive. 

9.  The  Joint  Commission  should  publicize  the  j 

method  of  appeal  to  hospitals  that  fail  to  receive  ac-  ' < 
creditation.  ' 

10.  Reports  on  surveys  should  be  sent  to  both 
administrator  and  chief  of  staff  of  hospital. 

11.  Surveyors  should  be  directly  employed  and 
supervised  by  the  Joint  Commission. 

12.  Surveyors  should  work  with  both  administrator 
and  staff. 

13.  New  surveyors  should  receive  better  indoctri- 
nation. 

14.  Blue  Cross  and  other  associations  should  be 
requested  not  to  suspend  full  benefits  to  non-ac- 
credited  hospitals  until  those  so  requesting  have  been 
inspected. 

15.  The  AMA  should  conduct  an  educational 
campain  for  doctors  relative  to  the  functions  and 
operations  of  the  Joint  Commission. 

16.  The  Cornmittee  also  suggests  that  the  AMA 
and  the  American  Hospital  Association  encourage  ' 
educational  meetings  for  hospital  boards  of  trustees 
and  administrators  either  on  state  or  national  levels 

to  acquaint  these  bodies  with  the  functions  of  ac- 
creditation. 

JJ.  This  Committee  asks  to  be  discharged  upon 
submission  of  this  report  to  the  House  of  Delegates.  ; 

The  following  statement  was  added  to  the  report. 

The  Committee  recommends  that  the  commis- 
sioners to  the  Joint  Commission  on  Accreditation  of 
Hospitals,  appointed  by  the  Board  of  Trustees  of  the 
AMA  urge  that  Commission  to  study: 

1.  The  problems  of  the  exclusion  from  hospitals 

and  arbitrary  limitation  of  the  hospital  privileges  of  ■ 
the  general  practitioner,  and 

2.  Methods  whereby  the  following  stated  princi- 
ples may  be  achieved;  i 

The  privileges  of  each  member  of  the  medical  staff 
shall  be  determined  on  the  basis  of  professional  quali- 
fications and  demonstrated  ability. 

Personnel  of  each  service  or  department  shall  be 
qualified  by  training  and  demonstrate  competence, 
and  shall  be  granted  privileges  commensurate  with 
their  individual  abilities. 

Graduates  of  Foreign  Medical  Schools:  The  House 
of  Delegates  approved  a plan  to  establish  a central 
administrative  organization  to  evaluate  the  medical 
credentials  of  foreign  trained  physicians  desiring  to  ! 
serve  as  interns  or  residents  in  American  hospitals. 

Private  Practice  by  Med.  School  Faculty  Members: 
Another  major  action  by  the  House  involved  the 
problem  of  private  practice  by  medical  school  faculty 
members.  The  House  adopted  a report  by  the  Coun- 
cil on  Medical  Service  which  stated  “that  it  shall  be 
the  policy  of  the  AMA  that  funds  received  from  the 
private  practice  of  medicine  by  salaried  members  of 
the  clinical  faculty  of  the  medical  school  or  hospital 
should  not  accrue  to  the  general  budget  of  the  in- 
stitution and  the  initial  disposition  of  fees  for  medical 
service  from  paying  patients  should  be  under  the 
direct  control  of  the  doctor  or  doctors  rendering  the 
service.” 

Federal  Aid  to  Medical  Schools:  The  House  voted 

to  support  S.  1323,  a bill  in  Congress  providing  for 
one-time,  matching  grants  to  medical  schools  for 
construction  purposes. 

Premature  Drug  Publicity:  The  House  adopted  a 
substitute  resolution  providing  that  the  “drug  manu- 
facturer and  the  medical  profession  develop  cooper- 
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atively  guiding  principles  which  will  protect  the 
American  people  from  being  subjected  to  the  prema- 
ture release  of  information  pertaining  to  new  prod- 
ucts or  techniques.” 

Complete  coverage  of  all  actions  and  resolutions 
will  be  published  in  the  Journal  of  the  Arnerican 
Medical  Association.  Questions  on  specific  topics  dis- 
cussed by  the  House  will  be  answered  by  writing  to: 
George  Lull,  M.D.,  Secretary — General  Manager, 
AMA,  535  N.  Dearborn,  Chicago. 


David  Allman  Is  President-elect 
of  American  Medical  Assn. 

David  Bacherach  Allman,  M.D.,  Atlantic  City, 
New  Jersey,  was  elected  president-elect  of  the  Ameri- 
can Medical  Association 
at  the  annual  meeting 
in  Chicago,  June  14. 

Dr.  Allman,  a sur- 
geon, has  been  on  the 
AMA’s  Board  of  Trus- 
tees since  1951.  He  is 
also  chairman  of  the 
Association's  Commit- 
tee on  Legislation.  Hugh 
Hussey,  M.D.,  Washing- 
ton, l5.  C.,  was  elected 
a trustee  to  fill  Dr.  All- 
man's place. 

F.  S.  Crockett,  M.D., 
West  Lafayette,  Indi- 
ana, chairman  of  the 
AMA's  Council  on  Ru- 
ral Health,  was  named  vice  president.  Both  George 
F.  Lull,  M.D.,  Chicago,  AMA  secretary  and  J.  J. 
Moore,  M.D.,  Chicago,  AMA  treasurer  were  re- 
elected. 

E.  Vincent  Askey,  M.D.,  Los  Angeles  and  Louis 
Orr,  M.D.,  Orlando,  Florida,  were  re-elected  speaker 
and  vice  speaker,  respectively,  of  the  House  of  Dele- 
gates. Julian  Price,  M.D.,  Florence,  South  Carolina, 
was  re-elected  to  the  position  of  AMA  trustee. 

Robertson  Ward,  M.D.,  San  Francisco,  succeeds 
Walter  F.  Donaldson,  M.D.,  Pittsburgh,  as  a rnem- 
ber  of  the  Judicial  Council.  Dr.  Donaldson  is  retired. 


Dr.  Allman 


G.  Y.  Graves,  M.D.,  Honored 
in  Chicago;  Makes  Talk 

G.  Y.  Graves,  M.D.,  Bowling  Green,  KSMA  presi- 
dent in  1953,  was  installed  as  president  of  The  Con- 
ference of  Presidents  and  Other  Officers  of  State 
Medical  Associations  on  the  eve  of  the  AMA’s  An- 
nual Meeting  in  Chicago.  The  conference  is  not  offi- 
cially connected  with  the  AMA. 

Before  his  inauguration  Dr.  Graves  spoke  to  an 
audience  of  approximately  500  physicians.  In  his  talk 
entitled  “The  Medical  Practitioner-Yesterday,  Today, 
Tomorrow”,  Dr.  Graves  said  much  has  been  done 
and  is  being  done  to  furnish  better  medical  care  to 
persons  in  smaller  communities.  In  talking  of  medi- 
cine for  the  future  he  said,  “We  will  learn  to  speak  a 
language  that  the  layman  understands.  We  will  try 
to  satisfy  all  the  medical  needs  that  society  can  legiti- 
mately demand.” 

Dr.  Graves  is  a 1925  graduate  of  the  Vanderbilt 
University  School  of  Medicine.  He  is  a general  sur- 
geon. 


Due  to  unforeseen  difficulties  it  was  not  possible  to 
have  a Case  Discussion  in  this  issue  of  the  Journal. 
The  section  will  be  carried  in  the  August  Journal. 


1 1 8 KSMA  Members  Attend 
’56  AMA  Annual  Meeting 

One  hundred  and  eighteen  KSMA  members  were 
registered  during  the  AMA  Annual  Meeting^  in  Chi- 
cago, June  11-15,  according  to  the  AMA’s  Daily 
Bulletin.  Alphabetically,  according  to  dates  they 
were: 

Sunday,  June  10  j u 

Harry  Grossman,  Ft.  Campbell;  William  P.  Hall,  Paducah, 
W K Massie  Lexington;  David  Neustadt,  Louisville;  J. 
Vernon  Pace,  Paducah;  I.  B.  Perlstein,  Louisville;  Stanley 
T.  Simmons,  Louisville;  and  Frank  L.  Yarbrough. 

Monday,  June  II  , . r- 

Charles  Baron,  Covington:  John  Bate,  Louisville:  O.  G. 
Beatty,  Louisville;  Charles  Bryant,  Louisville;  William 
Howard  Bryant,  Glasgow;  Irvin  L.  Carlton,  Hazard;  Henry 
B Caudill!  Lawrenceburg:  Armand  Cohen,  Louisville; 

David  L.  Deutsch,  Fort  Knox:  James  Freeman,  Dawson 
Springs;  G.  N.  Graves,  Bowling  Green;  Michael  M.  Hall, 
Campbellsville;  Paul  E.  Holbrook,  Ashland;  Anne  H Hop- 
’wood,  Owensboro:  Elmo  K.  Hughes,  Louisville:  R.  B.  Jas- 
per  Somerset;  O.  R.  Jensen,  Ft.  Knox;  R.  D.  Joplin,  Louis- 
ville- David  L.  Jones,  Fulton;  Karl  C.  Kelty,  Lexington; 
Howard  Kopping,  Lexington;  Joseph  Krakauer,  Middles- 
boro;  James  Kussy,  Ft.  Campbell;  Lloyd  Larsen,  Lexing- 
ton; K.  L.  Lockwood,  Outwood;  Oscar  O.  Miller,  Louis- 
ville; J.  E.  McKinney,  Maysville:  Ralph  L.  Odley,  Lex- 
ington; Everett  Pirkey,  Louisville:  Edsel  Reed,  Harlan; 
Ben  A.  Reid,  Louisville:  William  G.  Rinehart,  Pittsburgh, 
Jane  B.  Sears,  Lexington;  Kenneth  L.  Sears,  Lexington; 
G.  N.  Schuhmann,  Louisville;  Elmer  Smith,  Son^rset, 
Joseph  Stoeckinger,  Lexington;  Robert  Stout  Fort  Camp- 
bell; Herbert  Wald,  Louisville;  and  Leslie  Winans,  Ash- 
land. 

Monday  afternoon.  June  11  . j o i,  * 

R Glen  Boles,  Louisville:  Paul  Bryan.  Ashland;  Robert 
Bushart  Fulton:  D.  H.  Erkiletian,  Hopkinsville:  Gant 

Gaither.  Hopkinsville:  Laman  Gray,  Louisville;  Raymond 
Heitz  Louisville:  Arthur  Hurst,  Louisville;  V.  A.  Jackson, 
Clinton-  A Clavton  McCarty.  Louisville;  Carlisle  Morse, 
Louisville;  David  R.  Nagle.  Lexington:  Earl  P Oliver. 

Scottsville;  Gradie  R.  Rowntree.  Louisville:  Marjorie 

Rowntree,  Louisville:  Russell  Rudd.  Fulton:  John  Sam- 
uels Hickman:  Frances  Sherman.  Martin;  John  J.  Sher- 
man, Martin:  Leonard  J.  Singerman.  Louisville:  Sonne 

Lohis,  Louisville:  Lillian  H.  South.  Louisville:  Ricl^rd  C. 
Spear,  Louisville:  Charles  Stacy.  Pineville:  Richard  Thurm, 
Lexington:  Stuart  Urbach.  Louisville;  and  Karl  J.  Winter, 
Louisville. 

Tuesday.  June  1*2  ^ , n... 

Everett  Baker  Louisville;  Guinn  Cost,  Hopkinsville.  War- 
ren Diessner.  'Middlesboro;  Jessie  Funk.  Bowling  Green : 
J Duffy  Hancock.  Louisville:  John  E.  Haynes.  Dawson 
Springs:  Thomas  Hobbs.  Lexington:  Coleman  Johnston, 

Lexington;  Arthur  L.  Juers,  Louisville;  Maurice  Kauf- 
man, Lexington;  Robert  Lich,  Jr..  Louisville;  Charles 
F Long,  Elizabethtown:  Millard  C.  Loy,  Columbia,  Maur- 
ice Nataro,  Louisville;  James  Davis,  Louisville;  Elliott 
Podoll,  Louisville:  Edward  I.  Rustin.  Pikeville:  Joseph 

Schicnel,  Burkesville;  William  Lee  Tyler.  Owensboro, 
Sam  D.  Weakley,  Jr.,  Louisville;  and  Roy  G.  Wilson, 
Campbellsville. 

Tuesday  afternoon,  June  Vi  ^ -o  ^ 

J Andrew  Bowen,  Louisville;  A.  B.  Carter.  Fleming,  Bal- 
lard  Combs,  Lexington;  Armond  T.  Gordon.  Louisville: 
J A Hoffmeister,  Middlesboro;  M.  M.  Law-rence,  James- 
town: Walter  L.  ONan,  Henderson;  Robert  P.  Osburn. 

Louisville:  Edward  Ray.  Lexington;  E,  Alden  Terry, 

Louisville:  and  Auburn  Wood. 

Wednesday,  June  t-v  i tt  • ^ 

Winston  N Bloch.  Louisville:  William  McDaniel  Ewing, 
Louisville;  Robert  M.  James,  Louisville;  John  M.  Keaney. 
Louisville;  John  Lyford,  Louisville:  Condict  Moore.  Louis- 
ville- Mack  Roberts.  Monticello;  George  O.  Roth,  Louis- 
ville: and  Otto  H.  Salsbery,  Erlanger. 

Wednesday  afternoon  and  Thursday  morning,  June  1.^.  i* 
Chamn  Lieon.  Lexington  and  Daniel  N.  Pickar,  Louisville. 


AMA  Printing  Plant  Closed 

The  June  30  issue  of  the  Journal  of  the  American 
Medical  Association  was  the  last  one  to  come  off  the 
presses  in  the  AMA’s  Chicago  printing  plant.  The 
Journal  is  now  being  printed  by  the  McCall  Corpora- 
tion in  Dayton,  Ohio. 

Several  reasons  were  responsible  for  the  move. 
Some  were:  not  enough  room  at  the  headquarters 
building  and  old,  out-of-date  presses.  The  AMA  print 
shop  has  been  in  operation  70  years. 


The  eighth  Medical  Editors’  Meeting  sponsored  by 

the  World  Medical  Association,  will  be  held  in  Ha- 
vana, Cuba,  October  9-15.  For  more  information 
write  The  World  Medical  Association,  10  Columbus 
Circle,  New  York  19,  N.  Y. 
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UL  Med  School  Due  $500,000; 
Sets  Up  Scholarship  Plan 

The  University  of  Louisville  School  of  Medicine 
will  receive  $500,000  a year — $200, OOO  more  than  it 
now  gets — from  the  State  under  a contract  author- 
ized May  21  in  Frankfort. 

Under  the  terms  of  the  contract  the  U of  L Medi- 
cal School  agreed  to  refund  the  tuition  of  the  school’s 
medical  graduates  who  practice  in  any  one  of  the 
10  critical  counties.  Also,  the  Medical  Research  Com- 
mission, which  was  formed  in  1948  and  which 
granted  the  school  $300,000  a year,  was  abolished. 

The  new  tuition-refund  program  is  open  to  all 
alumnae  of  the  medical  school,  if  they  agree  to  prac- 
tice in  one  of  the  following  counties;  Breathitt,  Cum- 
berland, Elliott,  Knott,  Knox,  Leslie,  Magoffin,  Mar- 
tin, Powell  and  Rockcastle.  The  beneficiary  will  re- 
ceive 50  per  cent  of  his  tuition  at  the  end  of  the  first 
year  of  practice — 30  per  cent  at  the  end  of  the  second 
and  20  per  cent  at  the  end  of  the  third. 

The  $500,000  was  appropriated  by  the  1956  Gen- 
eral Assembly. 


46  Hospitals  Get  Ford  Grants 
Amounting  to  $1,061,750 

Forty-six  Kentucky  hospitals  have  received  a total 
of  $1,061,750  from  payments  in  the  Ford  Founda- 
tion’s $200  million  program  aimed  to  help  hospitals 
improve  and  expand  their  services  to  local  com- 
munities. Approximately  3,500  hospitals  throughout 


the  US.  Alaska.  Hawaii  and  Puerto  Rico  are  par- 
ticipating in  the  program. 

The  hospitals  and  individual  payment  totals  were 
as  follows: 

Ashland:  Our  Lady  of  Bellafonte 

Hospital  $ 17.700 

Bardstown;  Flaget  Memorial  Hospital  7.450 

Berea:  Berea  College  Hospital  9.900 

Beverly:  Red  Bird  Evangelical  Hospital  5,000 

Corbin:  Southeastern  Kentucky  Baptist 

Hospital  11,350 

Covington:  The  William  Booth  Memorial 

Hospital  40,100 

Cynthiana:  Harrison  Memorial  Hospital  9,000 

Danville:  Ephraim  McDowell  Memorial 

Hospital,  Inc.  19,750 

Dayton:  Speers  Memorial  Hospital  22,750 

Frankfort:  King’s  Daughters'  Hospital  24,000 

Hazard;  Mount  Mary  Hospital  29,950 

Henderson:  Methodist  Hospital  in 

Henderson  19.150 

Hyden:  Hyden  Hospital  and  Health 

Center  5.000 

Jenkins:  Sharon  Heights  Hosptial  9.150 

Lexington:  Central  Baptist  Hospital,  Inc.  16,450 

Cardinal  Hill  Convalescent 
Hospital  10.550 

Good  Samaritan  Hospital  84.450 

Our  Lady  of  the  Oaks  Hospital  9,950 

St.  Joseph  Hospital  70.950 

Shriners  Hospitals  for  Crippled 

Children  6,000 

Liberty:  Casey  County  War  Memorial 

Hospital  5,000 


London:  Marymount  Hospital  $ 6,850 

Louisville:  Children’s  Hospital  31,900 

Kentucky  Baptist  Hospital, 

Inc.  96,500 

St.  Joseph  Infirmary  108,500 

SS.  Mary  and  Elizabeth 

Hospital  47,050 

The  Jewish  Hospital  24,750 

Kosair  Crippled  Children 

Hospital  24,100 

John  N.  Norton  Memorial 

Infirmary  63,850 

Red  Cross  Hospital  Association  15,350 

Lynch:  Notre  Dame  Hospital  9,950 

Madisonville:  Hopkins  County  Hospital  27,200 

Marion:  Crittenden  County  Hospital, 

Inc.  6,300 

Martin:  Our  Lady  of  the  Way  Hospital  6,850 

Maysville:  Hayswood  Hospital  18,300 

Morganfield:  Our  Lady  of  Mercy  Hospital  5,500 

Mt.  Sterling:  Mary  Chiles  Hospital  8,650 

Owensboro:  Our  Lady  of  Mercy  Hospital  16,150 

Paducah:  Western  Baptist  Hospital,  Inc.  16,600 

Pikeville:  The  Methodist  Hospital  34,750 

Pine  Mountain:  Pine  Mountain  Hospital  5,000 

Pineville:  Pineville  Community  Hospital  26,900 

Princeton:  Caldwell  County  War  Memorial 

Hospital  6,350 

Shelbyville:  King’s  Daughters  Hospital  9,850 

Versailles:  Woodford  County  Memorial 

Hospital  5,950 

Winchester:  The  Edward  O.  Guerrant 

Memorial  Hospital  5,000 


Navy  Will  Need  380  Doctors 
Dr.  McCarty  Announces 

Physicians  just  completing  their  internships  and 
wishing  to  work  off  their  military  obligations  before 
entering  practice  may  apply  now  for  a commission  m 
the  Navy,  according  to  A.  Clayton  McCarty,  M.D., 
Louisville,  chairman  of  the  KSMA  Advisory  Com- 
mittee to  Selective  Service. 

The  Navy  will  need  380  physicians  in  October, 
November,  and  December.  Dr.  McCarty  said  it  was 
understood  that  the  Army  and  Air  Force  have  their 
1956  quota. 

Physicians  interested  in  having  more  information 
on  the  subject  should  either  contact  their  Selective 
Service  Board  or  write  Frank  B.  Berry,  M.D.,  As- 
sistant Secretary  of  Defense,  Washington  25,  D.  C. 


MDs  Plan  Credit  Bureau 

A business  bureau  for  collecting  unpaid  doctor  bills 
and  determining  patients  ability  to  pay  is  being 
planned  by  the  Jefferson  County  Medical  Society, 
according  to  published  reports. 

Most  Louisville  physicians  now  use  the  services  of 
private  collection  and  credit  agencies.  It  is  believed 
that  the  new  medical  bureau,  which  has  been  under 
study  for  a year,  will  be  better  able  to  handle  these 
doctor-patient  relations. 


Representatives  of  the  Rural  Kentucky  Medical  Scholarship  Fund  and  the  13  medical  students  who  have 
been  granted  1956  loans  pose  with  Governor  Chandler  (center)  at  the  May  31  meeting  in  Frankfort.  The 
group  met  with  Governor  Chandler  to  thank  him  for  a $50,000  appropriation  which  the  General  Assembly 
made  to  the  Fund. 
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Dwight  Murray  Inaugurated 
as  President  of  the  AMA 

Dwight  H.  Murray,  M.D.,  general  practitioner  from 
Napa.  California,  was  inaugurated  as  president  of  the 
American  Medical  Association  at  the  Chicago  Civic 

Opera  House  June  13. 
Dr.  Murray  succeeds 
Elmer  Hess,  Md.,  Erie, 
Pennsylvania. 

Dr.  Murray,  in  his 
inaugural  speech,  told 
the  physicians,  “we  must 
humanize  and  personal- 
ize the  practice  of  mod- 
ern medicine.”  His  talk, 
directed  to  the  patient 
as  well  as  the  physician, 
asked  the  doctor  to  be 
“friendly,  patient,  and 
sympathetic.”  To  the 
patient  he  said  “have 
faith  in  the  ability  of 
your  physician.” 

The  68-year-old  Dr.  Murray  was  born  in  Indiana. 
He  received  his  MD  from  the  Indiana  Medical  School 
and  did  post-graduate  work  at  the  University  of 
Pennsylvania  and  the  US  Naval  Medical  School.  Fol- 
lowing his  discharge  from  the  Navy  in  1922,  he  lo- 
cated in  Napa. 

The  ‘family  style  doctor’ — as  Dr.  Murray  describes 
himself — was  elected  chairman  of  the  AMA’s  Board 
of  Trustees  in  June  1951.  He  was  also  chairman  of 
the  Board’s  Committee  on  Legislation  from  January 
1950  to  December  1951. 


Dr.  Gernert  Given  KTA  Plaque 

E.  Rudolf  Gernert,  M.D.,  Louisville,  retiring  presi- 
dent of  the  Kentucky  Tuberculosis  Association,  was 
recently  presented  a plaque  in  recognition  of  his  five 
years  as  president  of  the  organization.  Dr.  Gernert  is 
a 1921  graduate  of  the  Medical  Department  of  the 
University  of  Louisville. 


Dr.  Lawson  Named  President 
at  Seventh  District  Meet 

Fifty  physicians  and  their  wives  attended  the  May 
31  meeting  of  the  Seventh  Councilor  District  at  the 
Frankfort  Country  Club,  according  to  Branham  B. 
Baughman,  M.D.,  Frankfort,  Seventh  District  coun- 
cilor. 

Reuben  N.  Lawson,  M.D.,  Lawrenceburg,  was 
elected  president  of  the  district.  Hugh  Williams,  M.D., 
Carrolton  was  named  vice-president  and  Donald 
Chatham,  M.D.,  Shelbyville,  secretary. 

Gant  Gaither,  M.D.,  Hopkinsville,  KSMA  presi- 
dent, was  the  dinner  speaker.  His  talk  was  entitled 
“In  This  Day  of  Printer’s  Ink.”  Scientific  papers  were 
presented  by  H.  Burl  Mack,  M.D.,  Pewee  Valley 
and  Dr.  Williams. 

Franklin  County  was  the  host  society.  William  S. 
Snyder,  M.D.,  Frankfort,  is  president. 


227  Attend  McDowell  Opening 

Two  hundred  twenty  seven  persons  registered  at 
the  1956  formal  opening  of  the  McDowell  House  in 
Danville  on  May  27.  The  house,  a shrine  to  Ephraim 
McDowell,  M.D.,  is  owned  by  the  Kentucky  State 
Medical  Association. 


Five  KSMA  Members  Speak 
at  Women’s  Club  Meeting 

“The  Doctor’s  Role  in  Our  Free  Way  of  Life” 
was  the  title  of  the  panel  discussion  presented  by  five 
KSMA  members  at  the  Kentucky  Federation  of 
Women’s  Clubs  meeting  in  Louisville  June  5. 

Clyde  C.  Sparks,  M.D.,  Ashland,  immediate  past- 
president  of  the  Kentucky  State  Medical  Association, 
was  moderator  of  the  panel.  Panelists  were:  Vinson 
Pierce,  M.D.,  Covington,  AMA  delegate;  Garnett 
Sweeney,  M.D.,  Liberty,  member  of  the  Committee 
on  Medical  Education;  J.  Duffy  Hancock,  M.D., 
Louisville,  past  president  of  the  KSMA  and  W.  Clark 
Bailey,  M.D.,  Harlan,  AMA  delegate. 

The  panelists,  who  were  selected  by  the  KSMA 
Committee  on  Public  Information  and  Service  at  the 
request  of  Mrs.  S.  H.  Flowers,  Middlesboro,  Federa- 
tion’s retiring  president,  spoke  at  a dinner  honoring 
federation  district  governors. 


Medical  Dept.  Has  New  Head 


Beverly  Todd  Towery,  M.D.,  became  the  new 
chairman  of  the  depart- 
ment of  medicine  at  the 
University  of  Louisville 
School  of  Medicine  July 
I.  He  succeeds  J.  Murray 
Kinsman,  M.D. 


Dr.  Towery 

ical  sketch  of  Dr.  Towery 
Journal,  page  271.) 


A graduate  of  the 
Vanderbilt  School  of 
Medicine,  Dr.  Towery 
has  been  associate  pro- 
fessor of  medicine  there 
since  1953.  (A  biograph- 
appeared  in  the  March 


U of  L Honors  Dr.  Flexner 

Dr.  Abraham  Flexner,  who  in  1908-1909  con- 
ducted a survey  of  the  nation’s  medical  schools,  was 
awarded  an  honorary  degree  of  doctor  of  science 
from  the  University  of  Louisville  at  its  commence- 
ment exercises. 

The  89-year-old  Louisville-born  scholar  recently 
was  awarded  one  of  medicine’s  highest  honors,  the 
Frank  Lahey  Memorial  Award  for  leadership  in 
medicine.  Dr.  Flexner  is  not  a doctor  of  medicine. 


Dr.  Bowers  Heads  Flying  MDs 

M.  A.  Bowers,  Jr.,  M.D.,  Louisville,  has  been 
named  president  of  the  newly  organized  Kentucky 
Chapter  of  Flying  Physicians.  Other  officers  are: 
Luther  Fuller,  M.D.,  Louisville,  vice-president  and 
Homer  Martin,  M.D.,  Louisville,  secretary-treasurer. 
The  organization  is  composed  of  physicians  who  fly 
planes. 


College  Honors  Dr.  Pierce 

W.  Vinson  Pierce,  M.D..  Covington,  KSMA  dele- 
gate to  the  American  Medical  Association,  received 
an  honorary  degree  in  science  from  Georgetown  Col- 
lege at  its  commencement  exercises  May  25.  A gradu- 
ate of  the  college  Dr.  Pierce  received  his  medical 
degree  from  the  University  of  Louisville  School  of 
Medicine. 
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G.  Y.  Graves.  M.D.,  Bowling  Green,  (center)  was 
installed  as  president  of  the  Conference  of  Presidents 
and  Other  Officers  of  State  Medical  Associations  at 
their  meeting  in  Chicago,  June  10.  Congratulating 
him  are:  Charles  Farrell,  M.D.,  Pawtucket,  Rhode 
Island,  (right)  out-going  president  and  James  Wag- 
goner, executive  secretary  of  the  Indiana  State  Medi- 
cal Society. 

Foreign  MD  Evaluation  Program 
Approved  by  AMA  Trustees 

The  AMA  Board  of  Trustees  recently  approved  the 
program  for  evaluating  foreign  medical  school  gradu- 
ates. and  also  the  planning  for  the  administration  of 
a program  as  proposed  by  a Cooperating  Committee 
on  Graduates  of  Foreign  Medical  Schools. 

The  program  is  designed  to  clear  up  two  main 
points  which  confront  every  foreign  medical  gradu- 
ate who  desires  to  come  to  the  United  States  in  any 
position  that  involves  medical  care  of  the  American 
public.  The  points  are:  1.  The  medical  credentials  of 
a foreign-trained  physician  must  clearly  indicate  that 
he  was  graduated  from  a bonafide  medical  school, 
and  2.  A foreign  medical  graduate  must  demonstrate 
by  examination  that  he  has  medical  knowledge  equiv- 
alent to  that  demanded  of  graduates  of  schools  in 
the  United  States. 

Murray  Kinsman,  M.D.,  dean  of  the  University  of 
Louisville  School  of  Medicine,  was  named  a member 
of  the  Board  of  Trustees  of  the  Cooperating  Com- 
mittee on  GFMS. 

MD  Declines  Nevy/  York  Offer 

William  K.  Keller,  M.D.,  professor  of  psychiatry 
at  the  University  of  Louisville  School  of  Medicine 
and  head  of  the  psychiatry  department  at  General 
Hospital  recently  turned  down  an  offer  to  be  mental- 
health  director  for  the  city  of  New  York.  Dr.  Keller 
is  a native  of  Louisville  and  a graduate  of  the  Uni- 
versity of  Louisville  Medical  School. 


New  KSMA  Members 

The  following  physicians  have  been  added  to  the 
KSMA  membership  roster: 

G.  Gordon  Gussler,  M.D.,  Ashland 
J.  L.  Harris,  M.D.,  Evarts 
Maurice  E.  Kamp,  M.D.,  Louisville 
John  T.  Rawlings,  M.D.,  Sharpsburg 
E.  T.  Thorsness,  M.D.,  Pikeville 

OB-GYN  Group  Elects  Officers 

Hugh  P.  Adkins,  M.D.,  is  the  new  president  of  the 
Louisville  OB-GYN  Society.  Other  officers  elected  at 
the  May  28  meeting  were:  Oscar  Hayes.  M.D.,  vice- 
president;  and  Douglas  Haynes,  M.D.,  secretary- 
treasurer. 


Iowa  MD  Gets  DSC  Award 

Walter  L.  Bierring,  M.D.,  Des  Moines,  Iowa,  1934- 
35  president  of  the  AMA,  was  awarded  the  Associa- 
tion’s 1956  Distinguished  Service  Award  at  the  An- 
nual Meeting  in  Chicago.  | 

The  88-year-old  physician  was  honored  for  his  i 
achievements  in  public  health  and  for  40  years  of  } 
service  in  medical  examining  board  work. 


Pediatricians  Elect  Officers 

Joseph  J.  Glaboff,  M.D.,  was  installed  as  president  i 
of  the  Louisville  Pediatrie  Society  May  28.  Other  i 
officers  elected  were:  Selby  Love,  M.D.,  president-  I 
elect;  and  Ered  Pipkin,  M.D.,  secretary. 


News  Items 

William  A.  Rye,  M.D.,  a ’54  graduate  of  the  Uni- 
versity of  Louisville  School  of  Medicine  has  begun 
a general  practice  in  Flemingsburg.  He  took  his  hospi- 
tal training  at  St.  Mary’s  Hospital  in  West  Palm 
Beach,  Elorida. 

Stanley  Prite,  M.D.,  has  Started  a practice  in  Louis- 
ville. A ’54  graduate  of  the  University  of  Louisville 
School  of  Medicine,  he  interned  at  General  Hospital. 
Dr.  Price  recently  completed  some  extra  hospital 
training  at  GH. 

Harold  Bean,  M.D.,  a ’45  graduate  of  the  George 
Washington  University  School  of  Medicine,  has 
joined  the  staff  of  the  United  Mine  Workers  Hospital 
at  South  Williamson.  Dr.  Bean  interned  at  the  George 
Washington  University  Hospital. 

Dorothy  B.  Worcester,  M.D.,  has  resigned  as  head 
of  the  baby  clinic  at  the  Kenton  County  Health  De- 
partment. Dr.  Worcester,  a graduate  of  Northwestern 
University  College  of  Medicine,  had  held  the  office 
for  17  years. 

Helen  Hallock,  M.D.,  a practitioner  in  Stanford  for 
about  four  and  one-half  years,  recently  announced 
her  temporary  retirement.  Dr.  Hallock  was  graduated 
from  the  University  of  Louisville  School  of  Medicine 
in  1947. 

William  Beasley,  M.D.,  a 1949  graduate  of  the 
University  of  Tennessee  School  of  Medicine  recently 
located  in  Hyden.  Dr.  Beasley  took  his  hospital  train- 
ing at  the  Charity  Hospital  in  New  Orleans  and  the 
Methodist  Hospital  in  Memphis.  He  served  in  the 
Army. 

A country  doctor  In  northern  Ontario  left  his 

ancient  Model  T Ford  in  front  of  the  village  drug- 
store and  on  his  return  found  several  of  the  youths 
who  customarily  loitered  there  making  merry  at  the 
old  car’s  expense.  As  he  climbed  into  the  well-worn 
driver’s  seat,  the  doctor  inspected  the  group  care- 
fully then  leaned  out  and  said:  “The  car’s  all  right, 
boys — it’s  paid  for.’’  “You” — and  the  doctor  looked 
deliberately  from  one  boy  to  another — “are  not.” 
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Nilevar* 

{BRAND  OF  NORETHANDROLONE) 


Searle’s  New  and  Practical  Steroid 
Specifically  for  Protein  Anabolism— 


It  has  long  been  recognized  that  a substance 
which  would  promote  protein  anabolism  would 
be  of  inestimable  value  in  therapy.  The  andro- 
gens have  this  property,  but  unfortunately  they 
also  exert  actions  on  secondary  sex  characteris- 
tics. These  effects  are  commonly  undesirable  in 
therapeutic  programs. 

THE  FIRST  STEROID  WITH  ANABOLIC  SPECIFICITY  — 

Nilevar,  the  newest  Searle  Research  develop- 
ment, therefore,  meets  a long  desired  clinical 
need  because  Nilevar  presents  the  first  steroid 
primarily  anabolic  for  protein  synthesis.  More- 
over, Nilevar  is  without  prominent  androgenic 
effects  (only  about  one-sixteenth  of  that  exerted 
by  the  androgens). 

CH3 

I 

CHj 


OBJECTIVE  AND  SUBJECTIVE  RESPONSE  — Orally  ef- 
fective, Nilevar  therapy  is  characterized  by  re- 
tention of  nitrogen,  potassium,  phosphorus  and 
other  electrolytes  in  ratios  indicative  of  protein 
anabolism.  Moreover,  subjectively  the  patient 
observes  an  increase  in  appetite  and  sense  of 
well-being. 

WELL  TOLERATED — Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic 
effects  after  six  months  of  continuous  adminis- 
tration of  high  dosages.  Nilevar  should  not  be  ad- 
ministered to  patients  with  prostatic  carcinoma. 
Nausea  or  edema  may  be  encountered  infre- 
quently. Slight  androgenicity  may  be  evidenced 
on  high  dosage  or  in  particularly  responsive 
individuals. 

MAJOR  INDICATIONS— Preparation  for  and  recov- 
ery from  surgery;  supportive  treatment  of  serious 
illnesses  (pneumonia,  poliomyelitis,  carcinomato- 
sis, tuberculosis);  recovery  from  severe  trauma 
and  burns;  decubitus  ulcers;  care  of  premature 
infants. 

DOSAGE— The  daily  adult  dose  is  three  to  five 
Nilevar  tablets  (30  to  50  mg.)  but  up  to  100  mg. 
may  be  administered.  For  children  the  average 
daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight;  individual  dosages  depend  on  need  and 
response  to  therapy. 

SUPPLY  — Nilevar  is  available  in  uncoated,  un- 
scored tablets  of  10  mg.  G.  D.  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 

♦Trademark  of  G.  D.  Searle  & Co. 
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THOMAS  G.  VICARS,  M.  D. 

Pineville 

1873-1956 

Dr.  Vicars  died,  at  the  Pineville  Community  Hos- 
pital March  24,  after  an  illness  of  several  months. 
He  was  83. 

Dr.  Vicars,  after  graduation  from  the  University 
of  Louisville  School  of  Medicine  in  1905,  began  his 
practice  in  Grays.  In  1919  he  went  to  Pineville. 

L.  WALLACE  FRANK,  M.  D. 
Louisville 

1889-1956 

Dr.  Frank,  one  of  the  first  surgeons  in  Kentucky 
to  perform  operations  for  pulmonary  tuberculosis, 
died  February  10  in  St.  Joseph  Infirmary,  Louisville. 
He  had  been  hospitalized  since  January  1 for  com- 
plications from  a lung  and  heart  ailment. 

Dr.  Frank  helped  form  the  first  cancer  clinic  in 
Kentucky  at  Norton  Memorial  Infirmary  in  the 
1930's.  He  wrote  many  papers  on  cancer  treatment. 

A 1914  graduate  of  the  Medical  Department  of 
the  University  of  Pennsylvania,  Dr.  Frank  was  on  the 
staff  of  Norton  Memorial  Infirmary  and  St.  Joseph 
Infirmary. 


GEORGE  MARION  WELLS,  M.D. 

Bowling  Green 

1887-1956 

Dr.  Wells,  founder  of  the  Warren  County  Health 
Department,  died  February  25  of  a heart  attack.  He 
was  68. 

A 1916  graduate  of  Loyola  University  Medical 
School,  Dr.  Wells  began  his  practice  in  Lafayette, 
Indiana.  He  went  to  Bowling  Green  in  1931. 

During  World  War  II  he  was  regimental  surgeon 
of  the  149th  Infantry.  He  was  retired  from  the  Army 
in  1945  as  a lieutenant  colonel. 

L.  SCOTT  HAYES,  M.D. 

Louisa 

1882-1956 

Dr.  Hayes  died  April  22  at  the  Louisa  General 
Hospital,  which  he  founded.  He  was  73. 

A 1908  graduate  of  the  Kentucky  School  of  Medi- 
cine, Dr.  Scott  was  once  mayor  of  Louisa.  He  was 
a member  emeritus  of  the  KSMA. 

LEONIDUS  HUGHES,  M.D. 

Faubush 
1877- 1956 

Dr.  Hughes  died  at  his  home  May  1 1 on  his  80th 
birthday. 

An  1899  graduate  of  the  Barnes  Medical  School  in 
St.  Louis,  Missouri,  Dr.  Hughes  practiced  medicine 
in  Wayne,  Russell,  and  Pulaski  counties  for  57  years. 

Dr.  Hughes  was  an  emeritus  member  of  the  Ken- 
tucky State  Medical  Association. 


TELEPHONE 
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PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES.  AND  ALCOHOLISM 


Member  of  the  American  Hospital  Association  and  National  Association 
of  Private  Psychiatric  Hospitals 


Four  modern  buildings,  separate  for  men  and  women 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 


Registered  nurses  and  trained  personnel.  Constant 
medical  supervision.  Open  to  members  of  the  Medical 
Association. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louis- 
ville, on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE,  M.D.,  Neuropsychiatrist 
Medical  Director 

T.  J.  SMITH.  M.D.,  Associate 
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Trasentine-Phenobarbital 


c I B A 

Summit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Traaentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbitaU 


272228M 


ROY  ROBINSON,  M.D. 
Madisonville 
1884-1956 

Dr.  Robinson,  a physician  in  Madisonville  for  50 
years,  died  of  a heart  attack  April  1.  He  was  72. 

Dr.  Robinson,  a 1906  graduate  of  the  Louisville 
Medical  College,  was  on  the  staff  of  the  Hopkins 
County  Hospital.  He  was  a member  of  the  Ken- 
tucky State  Medical  Association  and  the  American 
Medical  Association. 

T.  A.  E.  EVANS,  M.D. 

Morehead 
1 874-1956 

Dr.  Evans  died  at  his  home  in  Morehead  March 
26.  He  was  82. 

A 1907  graduate  of  the  University  of  Louisville 
Medical  Department,  Dr.  Evans  was  head  of  the 
Rowan  County  Health  Department  for  20  years. 
He  served  as  judge  of  Rowan  County  for  four  years. 

THOMAS  CROW,  M.D. 

Manitou 
1872  - 1956 

Dr.  Crow  died  in  a rest  home  at  Madisonville  May 
18.  He  was  94. 

An  1896  graduate  of  the  Hospital  College  of  Medi- 
cine, Dr.  Crow  practiced  in  Manitou  for  50  years.  He 
retired  10  years  ago. 


RANDELL  M.  MULLINS,  M.D. 

Wingo 

1928-1956 

Dr.  Mullins’  body  was  recovered  from  the 
Rouge  River  in  Detroit,  Michigan,  Eebruary  21.  He 
had  been  missing  since  February  4 when  he  left 
the  Henry  Ford  Hospital,  where  he  was  a resident 
physician,  to  visit  a patient. 

A native  of  Wingo,  Dr.  Mullins  was  a graduate 
of  the  University  of  Louisville  School  of  Medicine. 
He  joined  the  Henry  Ford  Hospital  staff  July  5, 
1955. 

ANCIL  ADAMS  RICHARDSON,  M.D. 

Williamsburg 

1880-1956 

Dr.  Richardson,  75,  died  of  a heart  attack  March 
14.  He  had  practiced  medicine  in  Williamsburg 
since  1912. 

Dr.  Richardson  was  graduated  from  the  Hospital 
College  of  Medicine  in  1904.  He  began  his  medical 
practice  in  the  mining  areas  of  Catula  and  West- 
bourne,  Tennessee. 

A member  of  the  Board  of  Trustees  of  the 
Cumberland  College,  Dr.  Richardson  was  a deacon 
in  the  First  Baptist  Church.  He  was  a member  of 
the  Williamsburg  Rotary  Club. 

On  his  73d  birthday  the  people  of  Williamsburg 
paid  tribute  to  his  work  by  celebrating  “Dr.  A.  A. 
Richardson  Day.” 
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JOSEPH  WILLIAM  PRYOR,  M.D. 

Lexington 

1856-1956 

Dr.  Pryor,  the  first  vice  president  of  the  KSMA, 
died  at  his  home  in  March.  He  would  have  been 
100  years  old  April  3. 

Dr.  Pryor,  a former  member  of  the  Lexington- 
Fayette  County  Board  of  Health  and  past  president 
of  the  Fayette  County  Medical  Society,  was  a 
graduate  of  the  University  of  Missouri  School  of 
Medicine. 

In  1890  after  a medical  practice  in  Missouri,  Dr. 
Pryor  began  teaching  at  the  University  of  Kentucky. 
He  taught  anatomy  and  physiology  until  1928  when 
he  retired. 

He  was  a member  of  the  AMA,  SMA  and  the 
KSMA.  Dr.  Pryor  belonged  to  the  First  Presbyterian 
Church. 

ELBERT  McKENNEY,  M.D. 

Louisville 

1870-1956 

Dr.  McKenney,  85,  died  at  the  Kentucky  Baptist 
Hospital  March  15. 

An  1898  graduate  of  the  Kentucky  School  of 
Medicine,  Dr.  McKenney  practiced  in  Louisville 
for  53  years.  Before  coming  to  Louisville  he  practiced 
at  Caneyville  for  four  years. 

Dr.  McKenney  taught  at  the  University  of  Lou- 
isville for  several  years  and  served  as  physician  for 
the  Presbyterian  Orphans  Home.  He  was  a member 
of  the  KSMA,  AMA  and  SMA. 


MARTIN  PALMER,  M.D. 

Hazard 

1901-1956 

Dr.  Palmer,  a founder  of  the  Hazard  Clinic,  died 
of  a heart  attack  while  making  his  rounds  at  Mount 
Mary  Hospital  April  17. 

A native  of  Alabama,  Dr.  Palmer  was  graduated 
from  the  University  of  Louisville  School  of  Medicine. 

He  went  to  Perry  County  in  1931  and  began  a 
practice  at  Harvey.  From  1944  to  1947  he  specialized 
in  internal  medicine  at  the  Louisville  General  Hos- 
pital. He  returned  to  Hazard  in  1947. 

Dr.  Palmer,  a member  of  the  KSMA,  AMA,  and 
SMA,  was  past  president  of  the  Perry  County  Medical 
Society. 

DARWIN  5MITH,  M.D. 

Corbin 

1910- 1956 

Dr.  Smith  died  April  29  at  the  Southeastern  Ken- 
tucky Baptist  Hospital  of  a heart  attack. 

After  graduation  in  1938  from  the  Medical  Col- 
lege of  Virginia,  Dr.  Smith  began  his  practice  in 
Stone.  From  1942  to  1945  he  served  in  the  army. 
Following  his  discharge  he  located  in  Cumberland. 
In  1952  he  went  to  Corbin. 

He  was  a member  of  the  Kentucky  State  Medical 
Association  and  the  American  Medical  Association. 


The  American  Academy  of  Obstetrics  and  Gyne- 
cology was  renamed  the  American  College  of  Ob- 
stetricians and  Gynecologists,  May  1 1 according  to 
Ralph  E.  Campbell,  M.D.,  president  of  the  college. 


CITY  VIEW  SANITARIUM 

Established  1907 

xNASHVILLE  TENNESSEE 

For  the  diagnosis  and  treatment  of 
mental  and  nervous  disorders,  and 
addictions  to  alcohol  and  drugs 

Psychotherapy  and  occupational  therapy 

Electrical  shock  and  insulin  therapy  as  indicated 

Frank  W.  Stevens,  M.  D. 

Director 

G.  Tivis  Graves,  Jr.,  M.  D. 

Associate  Director 
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^Thorazine’  relieved  this  patient’s 
anxiety,  tension  and  fear  and  made 
it  possible  for  him  to  return  to  work. 


■THORAZINE’  CASE  REPORT 

patient:  Anxiety,  tension,  and  a fear  of  going 
out  alone  made  it  impossible  for  this  36-year- 
old  man  to  work.  After  other  treatments  had 
failed  he  was  given  ‘Thorazine’. 

response:  “On‘'T\\or^iZ\r\t'  medication,  100  mg. 
orally,  daily,  his  anxiety  and  apprehension  dis- 
appeared rapidly.  The  patient  was  able  to  go 
out  alone  and  to  work  once  again.  His  mood 
was  actually  gay  and  his  co-workers  were  sur- 
prised at  this  change.  He  was  now  free  from 
care  whereas  before  he  had  been  distressed  by 
the  slightest  difficulty.” 


This  case  report  is  from  the  files  of  a general  practitioner. 


THORAZINE* 


Available  in  ampuls,  tablets  and  syrup  (as  the  hydrochlo- 
ride), and  in  suppositories  (as  the  base). 


Smith,  Kline  & French  Laboratories,  Philadelphia 

‘Thorazine’  should  be  administered  discrimi- 
nately  and,  before  prescribing,  the  physician 
should  be  fully  conversant  with  the  available 
literature. 

*T.M.  Reg.  U.S.  Pat.  Off;  for  chlorpromazine,  S.K.F. 
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COUNTY  SOCIETY  REPORTS 

CALLOWAY 

The  Calloway  County  Medical  Society  met  in  the 
conference  room  of  the  Murray  Hospital,  April  3. 
Charles  Clark,  M.  D.,  president,  presided. 

Physicians  present  at  the  meeting  were:  A.  D.  But- 
terworth,  Charles  Clark,  Robert  Hahs,  Hugh  Hous- 
ton, C.  H.  Jones,  C.  C.  Lowry,  O.  K.  Mason,  R.  M. 
Mason,  John  Quertermous,  Harry  Whayne,  and 
Vernon  Pettit. 

Dr.  Clark  read  a report  from  the  Blue  Shield  Plan. 
The  report  showed  that  Kentucky  doctors  were  paid 
$2,469,522  last  year — an  increase  of  $661,054  over 
the  previous  year. 

Dr.  Quertermous  made  a motion  seconded  by  Dr. 
Lowry  that  Dr.  Houston,  Dr.  Hart  and  Dr.  Butter- 
worth,  as  a committee,  go  before  the  Board  at  the 
Calloway  County  Health  Center  and  again  request 
that  the  motion  voted  on  at  the  September  6,  1955 
meeting  be  carried  out.  The  motion  was:  “The  Callo- 
way County  Health  Office  allocate  to  the  doctors  90 
per  cent  of  the  Salk  Polio  Vaccine  which  will  be 
issued  in  the  near  future  for  distribution  to  children 
from  one  to  nine  years  of  age,  and  that  10  per  cent 
be  left  at  the  Calloway  County  Health  office  to  be 
issued  for  indigent  patients.  The  county  judge  will 
be  asked  to  decide  who  the  indigent  patients  will  be.” 
Hugh  Houston,  M.  D.,  Secretary 


PIKE 

The  regular  monthly  meeting  of  the  Pike  County 
Medical  Society  was  held  at  Langley’s  Cafe  on  April 
17.  F.  H.  Hodges,  M.  D.  president,  presided. 

W.  C.  Hambley,  M.  D.,  made  a motion  that  the 
society  meet  at  the  Green  Meadow  Country  Club  in 
May,  September  and  December.  Motion  was  sec- 
onded by  W.  F.  Clarke,  M.  D.,  and  carried. 

E.  I.  Rustin,  M.  D.,  county  health  officer,  presented 
the  program  of  the  Pike  County  Health  Department 
in  the  tuberculosis  drive  and  R.  W,  Allen,  M.  D., 
made  a motion  that  the  Pike  County  Medical  Society 
endorse  this  program  100  per  cent.  The  motion  car- 
ried. 

H.  Halbert  Leet,  M.  D.,  Lexington,  conducted  the 
scientific  program  for  the  evening.  The  program, 
a round  table  discussion  of  psychiatric  problems, 
featured  the  following  panelists:  Dr.  Leet,  F.  H. 
Hodges,  M.  D.;  A.  G.  Osborne,  M.  D.  and  W.  F. 
Clarke,  M.  D. 

Ballard  Cassady,  M.  D.,  Secretary-Treasurer 

SHELBY  - OLDHAM 

The  Shelby-Oldham  County  Medical  Society  held 
its  April  dinner  meeting  at  the  Old  Stone  Inn  in 
Simpsonville.  Twenty  six  members  were  present. 

A committee  was  appointed  to  arrange  the  annual 
picnic  in  June. 

The  members  were  urged  to  attend  the  district 
meeting  in  Frankfort  on  May  30. 

The  scientific  program  was  presented  by  Marvin 
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With  us 

policyholders  are  In  less  jeopardy 
from  malpractice  claims  and  suits 
today 

than  they  have  been 
for  the  past  thirty  years 


SfreccdUfed  Senvcce 
<ucn.  etoctofi 

MEPIGAIi.BRQXEgJ'JWE^ 

FjORT^^yimfE-.  folPIAMAv 

Professional  Protection  Exclusively 
since  1899 


LOUISVILLE  Office 
Calvin  Bimer,  Representative 
3119  Hewitt  Ave. 

Tel.  Glendale  8-3060 
If  no  answer,  call  Clay  3636 


r'  i 


For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 
americam  Ci^amunu/ cayfPANr  Pearl  River,  New  York 


Lucas,  M.D.,  Louisville.  He  spoke  on  proctology. 

The  next  regular  meeting  of  the  society  will  be 
held  on  September  27. 

C.  C.  Risk,  D.D.S.,  Secretary 

McCracken 

The  McCracken  County  Medical  Society  met 
March  28.  Vernon  Pettit,  M.D.,  presided. 

Rex  Holland,  M.D.,  discussed  the  Heart  Clinic. 

The  motion  was  made  and  seconded  that  the 
motion  concerning  the  Heart  Clinic  which  was  passed 
February  22  be  stricken  from  the  record.  This  passed 
unanimously. 

Walter  Johnson,  M.D.,  was  the  scientific  speaker 
for  the  evening.  He  discussed  “Management  of  the 
Menopause.” 

The  society  agreed  to  have  a cocktail  party  at  the 
April  meeting. 

C.  P.  Orr,  M.D.,  Secretary 

The  Disability  Freeze 

(Continued  from  Page  616) 
a medical  advisory  committee  were  closely 
followed.  This  committee,  composed  of  well 
qualified  representatives  of  the  medical  and 
related  non-medical  professions,  gives  advice 
and  guidance  to  the  Social  Security  Adminis- 
tration on  the  medical  aspects  of  the  “disability 
freeze”  program. 

If  you  have  received  this  medical  form  to 


fill  out  for  any  of  your  patients,  you  are  prob- 
ably aware  that  the  law  makes  the  disabled 
worker  responsible  for  seeing  that  medical 
evidence  is  submitted  for  him  and  for  paying 
any  costs  involved.  The  law  does  not  permit 
the  Government  to  pay  any  costs  in  connec- 
tion with  securing  the  medical  evidence  needed 
for  a determination  of  disability.  You  may  also 
know  that  to  insure  the  confidentiality  of  the 
medical  evidence,  the  medical  report  form  is 
not  to  be  returned  to  the  patient,  but  is  to  be 
mailed  by  the  physician  direct  to  the  local 
social  security  office.  This  office,  incidentally, 
is  ready  to  furnish  additional  information  to 
the  physician  concerning  the  medical  report 
form  and  the  operation  of  the  disability  freeze. 

Determining  Disability 

Determinations  as  to  disability  based  on  the 
evidence  submitted  are  made  under  an  agree- 
ment with  the  Federal  Government,  by  pro- 
fessional members  of  an  agency  of  the  State  in 
which  the  applicant  resides.  In  most  States, 
this  is  the  vocational  rehabilitation  agency. 
Since  referral  of  disabled  individuals  for  any 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN: 

wideh  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
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rehabilitative  services  which  might  return  them 
to  gainful  work  is  an  important  aspect  of  the 
program,  each  person  applying  for  the  social 
security  disability  freeze  is  told  about  the  avail- 
ability of  vocational  rehabilitation  services. 

On  the  professional  team  in  the  State  agency 
at  least  one  member  is  a doctor  of  medicine. 
The  team  reviews  and  evaluates  all  medical 
evidence  assembled  in  the  applicant’s  file,  as 
well  as  such  non-medical  factors  as  age,  educa- 
tion and  occupational  experience.  Certain  med- 
ical guides  and  standards,  worked  out  with  the 
advice  of  the  medical  advisory  committee  are 
used  in  the  consideration  of  the  medical  evi- 
dence. But,  although  these  guides  and  stand- 
ards can  be  applied  in  most  cases,  they  are  not 
rigid  and  arbitrary.  The  final  determination  in 
each  case  is  based  on  all  the  available  facts 
on  the  individual’s  impairment  and  vocational 
history,  and,  there  is  consultation  among  phy- 
sicians in  any  borderline  situation. 


Guides  to  Filling  Out  the  Medical 
Report  Form 

No  matter  how  good  the  standards,  nor  how 
considered  the  judgment  of  the  reviewing  team, 
the  determination  reached  can  be  no  sounder 
than  the  evidence  upon  which  it  is  based.  To 
make  sure  that  he  is  providing  sufficient  medi- 
cal evidence  for  a prompt  and  fair  determina- 
tion, the  doctor  will  want  to  consider  the  follow- 
ing guides  in  filling  out  medical  report  forms 
for  those  of  his  patients  who  have  applied  for 
the  social  security  disability  freeze: 

1.  Include  sufficient  clinical  detail  to  enable 
the  reviewing  team  to  make  a sound 
determination  as  to  the  severity  and  ex- 
tent of  the  patient’s  current  condition; 

2.  Give  enough  of  the  clinical  history  to 
provide  information  as  to  when  the  dis- 
ability began  and  when  it  became  so 
severe  as  to  keep  the  patient  from  work- 
ing; 

3.  Describe  the  probable  course  of  the  con- 
dition from  now  on,  so  that  a decision 
can  be  reached  as  to  whether  the  impair- 
ment is  likely  to  continue  indefinitely,  or 
end  in  death,  or  whether  it  is  self-limit- 
ing or  remediable  in  the  foreseeable 
future. 
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HAY  FEVER, 

COLDS, 

SINUSITIS 


DELIVERS  FINE  EVEN  SPRAY  C ? 
BHl  LEAKPROOF 


Supplied  in  > 
sproy  bottle 
containing  20  cc. 


A physiologically  balanced  formulation  of 
■'’"  three  well  known  and  widely  used  compounds: 

(^Nj^llhSynephrine®  HCI,  0.5% 

dependable  decongestant 

(r)ienfadil®  HCI,  0.1% 

powerful  antihistaminic 

>hiran®  Cl,  1:5000 

wetting  agent  and 
antibacterial 
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NTZ,  Neo-Synephrine  (brand  of  phenylephrine),  Thenfodil 
(brood  of  Ihenyidiomine)  ond  Zephiran  (brood  of  benzolkonigm, 
as  chloride,  refined),  trademorks  reg.  U.S.  Pat,  Off.  . ■ ; 


Equipped  to  provide  all  modern  and 
accepted  methods  of  treatment. 


Ample  classification  facilities  with 
qualified  psychiatric  nursing. 


Complete  occupational  therapy 
and  recreation  activities. 


Rest  Cottage,  a separate  depart 
ment  for  mild  neurotic  problems 
and  the  convalescent. 


Forty  acres  of  park-like  grounds 
affording  activities  with  privacy. 


OWEN  C.  CLARK,  M.D Medical  Director 

W.  N,  WRIGHT,  M.D.  . . . Psychiatrist  in  Residence 

HENRY  GRUENER,  M.D.  . . . Physician  in  Residence 

DOUGLAS  A.  JOHNSTON,  M.D. . . . Medical  Director 

Emeritus 

ISABELLE  DAULTON,  R.N Director  of  Nursing 

GRACE  SPINDLER,  R.N.  . . . Assistant  Director  of 

Nursing 

ELLIOTT  OTTE  . . . Business  Administrator 


THEfCINClNNATI  SANITARIUM 

' ..M  ESTABLISHED  1873 


A.Pnivate  Psychiatric  Hospitai  Offering 
ModerntDiagnostic  and  Treatme'nVProcedures 


1 1 

produces  superior  results  — greater 


symptomatic  relief  and  longer-lasting 
remissions  — in  both  rheumatoid 


arthritis  and  osteoarthritis. 


• OPPLieOl  SALINE  SUSPENSION  HVDROCORTONE-T.B.A. — 25  MG./CC„  VIALS  Of  5 CC. 

References:  1.  Hollander,  J.  t.,  Ann.  New  York  Acod.  Sc.  61:51 1,  May  27,  1955^ 

2.  Hollander,  i L,  ef  of.  J.AM.A.  158:476.  June  II.  1955. 
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PATENTED  ARCH  SUPPORT  CONSTRUCT 
TION  — WIDE  STEEL  SHANK  IMBEDDED 
IN  PLASTIC  COMPOUND^  ^ 


patients 

with  moderately 
severe  and  severe 
cardiac  failure, 
neohydrin 
is  the  oral  diuretic 
of  choice/’* 

jjcMoyer,  J.  H.,  and  others; 

J.  Chronic  Dis.  2:6TO,  1955. 


• Insole  extension  and  wedge  at  Inner  corner  of 
heel  where  support  is  most  needed. 

The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT«SO>PORT 
Shoe  Agency.  Refer  to  your  Classified  Direcfory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 
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PEACE  OF  MIND  FROM  OFFICE  AND  BUSINESS  WORRIES 

OUR  SERVICES  COVER: 

Tax  Returns 
Bookkeeping 
Delinquent  Accounts 
(No  Commission) 

Office  Routines 
Office  Planning 
Instructing  Personnel 

Fees 
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Hospitals 

Clinics 
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Insurance 

AwUtaLle 
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MANAGEMENT 

ASSOCIATES: 

Clayton  L.  Scroggins 
John  R.  Lesick 
Richard  D.  Shelley 

Hubert  G.  Stiffler 
Daniel  L.  Zeiser 
Richard  J.  Conklin 

FOR  DOCTORS 
ONLY 

CLAYTON  L.  SCROGGINS  ASSOCIATES 

ESTABLISHED:  1945 

141  West  McMillan  Street 

WOodburn  l-IOlO 

Cincinnati  19,  Ohio 
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WHAT  IS  THE  DIFFERENCE 

e'  v'-f*  ' ■ ■ ' ' ■ ' 

BETWEEN  A TRANQUILIZER 
AND  A SEDATIVE? 


r 


Comparison  of  the  effect  of  Raudixin  (tranquilizer)  and  a 
barbiturate  (sedative)  on  the  cortical  electroencephalogram 


No  drug. 


After  Raudixin.  E.  E.  G.  not  altered. 


Because  barbiturates  and  other  sedatives  depress  the  cerebi'al  cor- 
tex, the  sedation  achieved  is  accompanied  by  a reduction  in  mental 
alertness. 

Raudixin  acts  in  the  area  of  the  midbrain  and  diencephalon,  and 
does  not  depress  the  cerebral  cortex.  Consequently,  the  ti’anquiliz- 
ing  (ataractic)  effect  achieved  is  generally  free  of  loss  of  alertness. 


RAUDIXIN 

Squibb  Whole  Root  Rauwolfia  Serpentina 


DOSAGE;  100  mg.  b.i.cl.  initially;  may  be  adjusted  within  a range  of  50 
mg.  to  500  mg.  daily.  Most  patients  can  be  adequately  maintained  on 
100  mg.  to  200  mg.  per  day. 


Squibb 


SUPPLY:  50  mg.  and  100  mg.  tablets;  bottles  of  100,  1000  and  5000. 


SQUtbb  Q italtty ^ the  PtxccIcss  ItiQTcdtcti^  .raudixin*®  is  a squibb  traocmarh 
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NEW  Potent  Ataraxic 


* 


HYDROCHLORIDE 

Promazine  Hydrochloride 

10-(7-dimethylamino-n-propyl)-phenothiazine  hydrochloride 

INDICATIONS: 

• The  acute  alcoholic^’^ — delirium  tre- 
mens, acute  hallucinosis,  tremulousness 

• The  acute  psychotic^ — acute  excita- 
tion due  to  various  psychoses 

• The  drug  addict^ — withdrawal  syn- 
drome: nausea,  vomiting,  muscle  and 
bone  pains,  abdominal  cramps,  gen- 
eral malaise 

FINDINGS: 

“The  drug  ...  is  effective  in  . . . maintain- 
ing these  subjects  in  a quiescent  detached 
state. ...  Complications  such  as  jaundice, 
. . . dermatitis,  edema,  lactation,  basal 
ganglion  disturbances,  or  depression  were 
not  observed  during  these  studies.’’^ 

As  with  any  new  and  potent  agent,  it  is  well  to  be  fully 
informed  on  the  precautions  of  use  and  the  possibility 
of  side-effects.  Before  prescribing  SPARINE,  the  physi- 
cian should  consult  the  direction  circular. 

For  intravenous,  intramuscular,  or  oral 
administration. 


NOW  AVAILABLE 


a iiiiif|3ie  new  aiitihiofic 
of  major  iiiiportaiiee 
PROVED  EFFECTIVE  AOAIIVST 
SPECIFIC  OROAl^ISMS 

{staphylococci  and  protean) 

RESISTANT  TO  ALL  OTHER 


AXTIMICRORIAL  AGENTS 


gram-negative  pathogens. 

ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 

TOXICITY  — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS  — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis; including  strains  resistant  to  all  other 
antibiotics. 


DOSAGE — four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED— 250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘CATHOMYCIN’  is  a trademark  of  Merck  i3  Co.,  Inc, 


lagwHjjiP 

Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 
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POSITIONS  OPEN 

STATE  TUBERCULOSIS  HOSPITAL  COMMISSION 

The  State  Tuberculosis  Hospital  Commission  is  interested  in  employing  physicians  who 
have  qualified  for  their  Kentucky  license.  Assistant  Medical  Directorships  and  staff  posi- 
tions are  available.  Prior  experience  in  diseases  of  the  chest  is  not  required. 

Compensation  for  an  Assistant  Medical  Director  includes  a salary  of  $8500  per  year 
in  addition  to  a furnished  two-bedroom  apartment,  utilities,  food  as  supplied  and  laundry. 

Specific  openings  are  available  at  the  District  One  State  Tuberculosis  Hospital,  Madi- 
sonville  and  the  District  Two  State  Tuberculosis  Hospital,  Louisville  (Hazelwood).  Each  in- 
stitution has  a close  working  relationship  with  a nearby  general  hospital. 

Those  interested  should  apply  to: 

C.  C.  Howard,  M.D.  Chairman 
State  Tuberculosis  Hospital 
Commission 
c/o  Howard  Clinic 
Glasgow,  Kentucky 


Mr.  Joe  D.  Miller 
Executive  Director 
State  Tuberculosis 
Hospital  Commission 
New  State  Office  Bldg. 
Frankfort,  Kentucky 


OVER  3 MILLION  FACTS 

IN  THE  NEW  EIGHTEENTH  EDITION 


DATA  ON  219,677  PHYSICIANS 

Physicians  grouped  alpliabctically 
l)y  cities  and  states,  with  year  of 
i)irtli;  school,  year  grad.;  state 
license;  military  service;  whether 
(iiplomate  of  Natl.  Board  of  Med. 

ICxaminers,  or  certified  by  one  of 
examining  boards  in  med.  special- 
ties; home,  oflice  addresses;  mem- 
ber special  society;  medical  school 
professorship. 

LICENSING  AND  EXAMINING  BOARDS. 

HEALTH  OFFICERS 

Shows  State  Board  of  Med.  Exami- 
ners for  each  state;  personnel  of 
Natl.  Board  of  Med.  Examiners; 
educ.  requirements  of  applicants, 
plan  of  Natl.  Board  examinations. 

Also  Examining  Boards  in  Med. 

Specialties;  lists  of  Health  OHicers — 
state,  district,  county,  city. 

MEDICAL  LAWS;  JOURNALS;  UBRARIES 

Medical  Practice  Act,  Digest  of  Law 
and  Board  Bulings.  Bequireinents 
for  examination  and  reciprocity, 
grounds  for  refusing,  revoking  or 

susi)ending  a license,  penalties  for  Aiiipi'icnti  \tpHicnl  A*i^npintfrm 
violation  of  the  Act.  Also  fees  for  Aineiicon  Aieaicai  Association 

licensure,  dates  of  meetings,  name  53,5  At.  Dearborn  St.,  ChicaqO  10 
and  address  of  executive  oHicer. 


369  medical  libraries,  with  addresses, 
number  voiumes,  names  of  librar- 
ians. 246  medical  journals  listed. 


FACTS  ON  7,482  HOSPITALS 

Listing  all  recognized  hospitals  and 
sanatoriums  of  each  state — name  and 
address,  year  established,  type  of 
service;  number  of  beds;  how  con- 
trolled; whether  approved  for  gen- 
eral internship  and  residencies  in 
specialties;  director’s  name. 


ALPHABETICAL  INDEX  OF  PHYSICIANS 

All  physicians  are  alphabetically 
listed  by  name,  with  city  location. 

MEDICAL  SCHOOLS 

Existing  and  extinct,  arranged  chron- 
ologically under  state.  A general 
descriptive  section  shows  all  schools 
geographically,  with  history,  location, 
name  of  dean. 


MEDICAL  SOCIETIES 

Members  of  special  societies  grouped 
geographically,  classified  by  related 
interests  in  seven  groups.  Names 
of  nearly  150  societies  shown. 


AMERICAN  MEDICAL  DIRECTORY 
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I The  Southeastern  Surgical  Congress  recently  an- 

I nounced  its  Annual  Prize  Scientific  Paper  Award  for 
! 1957.  The  author  of  the  best  unpublished  paper  on 

, surgery  or  allied  subjects  will  be  awarded  $100  and 
I an  expense  paid  trip  to  the  Congress’  next  annual 
meeting  in  St.  Petersburg,  Florida.  For  more  com- 
plete information  write:  A.  H.  Letton,  M.D.,  Chair- 
man, Scientific  Paper  Award  Committee.  The  South- 
i eastern  Surgical  Congress,  701  Hurt  Building,  Atlanta, 
3,  Georgia. 


The  Committee  on  Careers,  National  League  for 

Nursing,  recently  announced  the  availability  of  mate- 
rial concerning  graduate  nurse  study.  “The  demand 
I'  for  nurses  with  leadership  training,”  said  John  Hayes, 
1 chairman  of  the  committee,  “can  be  an  incentive  to 
any  nurse  to  set  her  sights  high  in  planning  her  pro- 
fessional career.”  More  information  can  be  obtained 
1 at  cost  by  writing  to:  Committee  on  Careers,  Na- 
tional League  for  Nursing,  2 Park  Avenue,  New 
York  16,  N.  Y. 


The  New  York  Medical  College  recently  announced 

a Post-Graduate  Course  in  Pediatric  Allergy  begin- 
ning November  7,  1956  and  running  through  May 
29,  1957.  The  30  session  course  will  be  under  the 
direction  of  Bret  Ratner,  M.D.,  professor  of  clinical 
pediatrics  and  associate  professor  of  immunology.  To 
apply  for  enrollment  write:  Office  of  the  Dean,  New 
York  Medical  College,  Fifth  Avenue  at  106th  Street, 
New  York  29,  N.  Y. 

The  Seventh  Congress  of  the  Pan-Pacific  Surgical 

Association  will  be  held  in  Honolulu,  Hawaii,  No- 
vember 14-22,  1957,  according  to  F.  J.  Pinkerton, 
M.D.,  director  general.  Dr.  Pinkerton  urged  inter- 
ested physicians  to  make  arrangements  as  soon  as 
possible.  For  more  complete  information  write  to 
Dr.  Pinkerton,  Director-General  of  the  Pan-Pacific 
Surgical  Association,  Room  230,  Young  Building, 
Honolulu,  Hawaii. 

The  nation  gained  3,800  physicians  during  1955, 

according  to  a recent  release  from  the  American 
Medical  Association.  Seven  thousand  seven  hundred 
thirty  seven  were  licensed,  but  nearly  4,000  physicians 
died  during  the  year,  leaving  3,800.  One  hundred 
eight  were  licensed  by  examination  in  Kentucky  last 
year  and  90  who  had  previously  practiced  elsewhere 
were  granted  Kentucky  licenses. 


Sam  T.  Gibson,  M.D.,  became  national  director  of 

the  Red  Cross  Blood  Program  and  acting  medical 
director  of  the  American  National  Red  Cross  June 
15.  Dr.  Gibson,  associate  director  since  November 
1952,  succeeds  David  N.  W.  Grant,  M.D.  Dr.  Gibson 
was  in  Louisville  at  the  1953  annual  meeting  of  the 
Louisville  Red  Cross  Chapter. 


“Summer  Serenade"  a 13  program  transcription 

series  is  now  available  to  state  and  county  medical 
societies  for  airing  over  local  radio  stations.  The 
series  prepared  by  the  AMA’s  Bureau  of  Health  Edu- 
cation features  tips  on  summertime  health  topics 
interspersed  with  classical  and  semi-classical  music. 
For  more  information  contact  the  Bureau  of  Health 
Education,  535  N.  Dearborn  Street,  Chicago  10, 
Illinois. 


Relax  the  best  way 

...  pause fov  Coke 


continuous  quality 
is  quality  you  trust 
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Mr.  Daniels 
was  willing  to 
be  bombed 


Admirals  smiled  when,  in  1921,  he 

claimed  air  power  could  sink  battleships. 
And  Mr.  Josephus  Daniels,  the  Navy  secre- 
tary, said  he  was  “prepared  to  stand  bare- 
headed on  the  deck  of  a battleship  and  let 
General  Mitchell  take  a crack  at  me  with 
bombing  airplane.” 

But  in  an  actual  test,  the  most  heavily 
armored  dreadnaught  ever  built  sank  in 
minutes  under  the  sledge-hammer  blows  of 
the  world’s  first  1-ton  bombs  — bombs  built 
to  Billy  Mitchell’s  order. 

Mitchell  was  used  to  disbelief.  In  World 
War  I,  Pershing  called  his  idea  for  dropping 
infantry  by  parachute  absurd.  “Experts” 
laughed  when  he  talked  of  putting  cannon 
in  planes,  scoffed  when  he  predicted  air 
speeds  way  in  excess  of  200  miles. 

In  his  early  fight  for  a strong  air  force, 
Mitchell  saw  very  dark  days.  Yet  he  never 
lost  faith  in  the  American  people,  nor  they 
in  him.  For  they  recognized  his  clear  fore- 
sight and  great  fighting  heart  as  part  of  the 
real  American  spirit. 

It  is  this  courageous  spirit  that  makes 
America  strong  — so  strong,  in  fact,  that  our 
country’s  Savings  Bonds  are  regarded  as 
one  of  the  finest  investments  in  the  world. 

Why  not  take  advantage  of  that  strength? 
Use  United  States  Savings  Bonds  to  guard 
your  future,  and  your  country’s  future.  In- 
vest in  them  regularly — and  hold  onto  them. 


It’s  actually  easy  to  save  money  — when  you 
buy  United  States  Series  E Savings  Bonds 
through  the  automatic  Payroll  Savings  Plan 
where  you  work!  You  just  sign  an  application 
at  your  pay  office;  after  that  your  saving  is 
done  for  you.  And  the  Bonds  you  receive  will 
pay  you  interest  at  the  rate  of  3%  per  year,  com- 
pounded semiannually,  for  as  long  as  19  years 
and  8 months  if  you  wish!  Sign  up  today!  Or, 
if  you’re  self-employed,  invest  in  Bonds  regu- 
larly where  you  bank.  There’s  no  surer  place 
to  put  your  money,  for  United  States  Savings 
Bonds  are  as  safe  as  America! 

as  America 
£fS.  Savings  Bonds, 


The  V»S»  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  cooperation  toltU 
Advertising  Council  and  the  Magazine  Publishers  of  America. 


5 1-2  X 8 in.  100  Screen 
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WAYSIDE  HOSPITAL 

168  North  Broadway' 

Lexington,  Kentucky 

A private  psychiatric  hospital  for  men,  offering  modern  diagnostic  and  treat- 
ment procedures,  a luxurious  cluh-like  atmosphere,  and  a cordial  hospitality. 

Approved  By  American  Medical  Association 
Staff 

H.  Halbert  Leet,  M.D.  John  H.  Rompf,  M.D. 

Carl  Wiesel,  M.D.  Irving  A.  Gail,  M.D. 

Edward  L.  Houchin,  Administrator 

Phone:  2-2050 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

(T/ie  Pioneer  Postgraduate  Medical  Institution  in  America) 


UROLOGY 

A combined  full-time  course  in  Urology,  covering  on  academic  year 
(8  monihs).  It  comprises  instruction  in  pharmacology;  physiology; 
embryology;  biochemistry;  bacteriology  and  pathology;  practical  work 
in  surgical  anatomy  and  urological  operative  procedures  on  the  cadaver; 
regionol  and  general  anesthesia  (cadaver);  office  gynecology;  proc- 
tological  diagnosis;  the  use  of  the  ophthalmoscope;  physical  diagnosis; 
roentgenological  interpretation;  electrocardiographic  interpretation;  der- 
matology and  syphitology;  neurologic  physical  medicine;  continuous  in- 
struction in  cysto-endoscopic  diognosis  and  operative  Instrumental  ma- 
nipulation; operative  surgical  clinics;  demonstrations  in  the  operative 
instrumental  management  of  bloddet  tumors  and  other  vesical  lesions 
as  well  os  endoscopic  prostatic  resection. 


PROCTOLOGY  and 
GASTROENTEROLOGY 

A combined  course  comprising  attendance  at  clinics  and 
lectures;  instruction  in  examination,  diognosis  ond  treat- 
ment; pathology,  radiology,  onotomy,  operative  proctology 
on  the  cadaver,  anesthesiology,  witnessing  of  operations, 
examination  of  patients  preoperotively  and  postoperotively 
in  the  words  and  clinics;  attendance  at  departmental  ond 
general  conferences. 


For  Information  about  these  and 
other  courses  Address: 


THE  DEAN,  345  WEST  50th  St.,  New  York  19,  N.  Y. 
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WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords  protec- 
tion against  loss  of  income  from  accident  and  sick- 
ness (accidental  death,  too)  as  well  as  benefits  for 
hospital  expenses  for  you  and  all  your  eligible  de- 
pendents. 


organomercurial  diuretics 
permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition/'5{> 

JkModell,  W. : The  Relief  of  Symptoms,  Phil- 
adelphia, W.  B.  Saunders  Company,  1955, 
pp.  265-266. 


NEW  CASTLE  SANITARIUM 

Telephone  3621 
NEW  CASTLE,  KY. 

For  the  core  of 

CHRONIC,  CONVALESCENT  AND  GERIATRIC 
PATIENTS 

Member  of  the  Americon  Hospitol  Association 
Member  of  the  American  Assn,  of  Nursing  Homes 
Licensed  ond  Approved  by  the  State  of  Kentucky 

SPECIAL  DIETS  PREPARED  — ELECTRO-THERAPY 
TREATMENTS  AVAILABLE 

PRIVATE  PHYSICIAN  AVAILABLE  AT  ALL  HOURS 
24-HOUR  EFFICIENT  AND  CHEERFUL  NURSING  CARE 

REASONABLE  RATES 

New  Selectemp  Modulated  Steam  Heat  With  Filtered  Air 
For  Maximum  Comfort  and  Safety 
Protected  Throughout  With  Automatic  Fire  Detection 
and  Alarm  System 

IRA  O,  WALLACE,  Administrator 


looked  over  often... 


the  patient  with  nonspecific  rheumatism 

NOW— thoroughgoing  relief  with  ' 

New 

SlGMAG€N 

TABLCTS 

combining 

Prednisone  0.75  mg.  —best  of  the  new 

Acetylsalicylic  acid  . . . 325  mg.  —best  of  the  old 

Ascorbic  acid 20  mg. 

Aluminum  hydroxide  . . 75  mg. 

antirheumatic  • anti-inflammatory  • analgesic  • supportive 

Combined  effectiveness  of  the  antirheumatic 
agents  in  Sigmagen  permits  maintenance  of  clinical 
' relief  at  minimal  dosages. 

Sigmagen,*  brand  of  coriicoid-analgesic  compound. 

*T.M. 


OCULISTS’  PRESCRIPTIONS  EXCLUSIVELY 


MUTH  OPTICAL  COMPANY 

Prescription  Opticians 

665  S.  4th  Brown  Hotel  Building  Louisville  2 


On  The  Kratzville  Road 


TELEPHONE  5-6181 

A PRIVATE  HOSPITAL  FOR  THE  TREAT- 
MENT OF  PATIENTS  SUFFERING  FROM 
MENTAL  ILLNESS,  ALCOHOLISM  AND 
DRUG  ADDICTION. 


EVANSVILLE,  IND. 


SEPARATE  BUILDINGS  FOR  DISTURBED  AND 
CONVALESCENT  PATIENTS. 


Equipped  for  Surgery 

ELECTROENCEPHALOGRAPH  — CLINICAL  LABORA- 
TORY—EKG  AND  BMR  EQUIPMENT— STEREOSCOPIC 
X-RAY  — HYDROTHERAPY. 

ALBERT  J.  CREVELLO,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
& Neurology,  Inc. 

MEDICAL  DIRECTOR 


MEDICAL-DENTAL  BUSINESS  BUREAU,  INC 

227  HE YBURN- BUILDING  — P.  O.  BOX  1465 

WAbash  6725 

334  W.  BROADWAY 

LOUISVILLE,  KENTUCKY 

Gentlemen,  I am  interested  in  talking  with  you  about  the  subjects  checked  below. 

See  me  at  (address) on  (date) 

Doctor 

( ) Practice  Survey  and  Recommendations 

( 

) Centralized  Bookkeeping 

( ) Financial  Records  and  Reports 

(Statements  to  Patients) 

( ) Professional  Management  Service 

( 

) Pre-Collection  Program 

( ) Long-Term  Financial  Planning 

( 

) Partnership  Formation 

( ) Tax  Returns 

( 

) Sale  of  Practice 

( ) Other: 

( 

) Collections 

SECLUSION  MATERNITY 


Write  for  Information 

HELEN  AMOS 
4911  East  27th  St. 


FAIRMOUNT 

HOSPITAL 

FOR 

UNMARRIED 
GIRLS 
Est.  1909 

Private  sanitarium 
with  certified  obstet- 
rician in  charge.  Fold- 
er fully  describing 
services  FREE  on  re- 
quest. Early  entrance 
advised. 


Kansas  City,  Mo. 
Phone:  WA.  3-3577 


Rates  reasonable.  In 
certain  cases  work  giv- 
en to  reduce  expenses. 


PLEASE  NOTICE 

Advertising  space  in  the  Kentucky  Medical  Journal 
is  worth  just  what  you  make  it.  When  you  buy 
from  firms  advertising  in  the  Kentucky  Medical 
Journal,  you  protect  yourself  against  questionable 
products  and  you  increase  the  value  of  this,  your 
own  Journal,  to  its  advertisers.  If  a product  is  not 
advertised  in  the  Kentucky  Medical  Journal,  it  may 
have  been  declined  in  order  to  protect  you.  Re- 
member this,  and  use  these  pages  as  your  buying 
guide. 
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PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 


Certain  diuretics  are  apt  to  mask  the  gradual  onset  of  severe  failure  because  they 
are  effective  only  in  the  milder  ambulatory  cardiacs.  The  recurrent  accumulation  of 
fluid  permitted  by  intermittent  or  arbitrarily  limited  dosage  must  eventually  pro- 
gress to  more  severe  decompensation. 

Because  they  can  control  any  grade  of  failure,  the  organomercurials  improve  prog- 
nosis and  prolong  life. 


TABLET 


NEOHYDRIN 


BRAND  OF  CM  LOR  M ERODR I N ttd.3  mg.  of  3Chloromcrcuri-2methoxy-propylurca 


LAKESIDE 


a standard  for  initial  control  of  severe  failure 


EOUIVALCNT  TO  10  MG.  OF  NON*IONIC  MERCURY  IN  EACH  TABLET) 


MERCUHYDRIN®  SODIUM 


BRAND  OF  MERALLURIDE  INJECTION 
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NOW  AVAILABLE 


a unique  new  antibiotic 
of  major  iniportance 
PROVED  EFFECTIVE  AGAINST 
SPECIFIC  ORGANISMS 

(staphylococci  and  proteus) 

RESISTANT  TO  ALL  OTHER 


ANTIMICRORIAL  AGENTS 


gram-negative  pathogens. 

ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 

TOXICITY — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS  — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis; including  strains  resistant  to  all  other 
antibiotics. 


DOSAGE — four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED — 250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘CATHOMYCIN’  is  a trademark  of  Merck  Cf  Co.,  Inc. 


HgWBjlP 

Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc, 


?dical  Association  • July  1956 


6i9 


recognized 

as  a potent,  specific  anti-arthritic 

established 

by  over  100  million  patient  days 

substantiated 

in  more  than  700  published  reports 


BUTAZOLIDIN 

(phenylbutazone  geigy) 

potent,  specific 
anti-arthritic 

Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  all  the  major  forms  of  arthritis, 

Butazolidin  is  recognized  as  one  of  the  most  effective 
anti-arthritic  agents  currently  available. 


relieves  pain 
improves  function 
resolves  inflammation 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar 
with  its  use  are  urged  to  send  for  literature  before  prescribing  it. 


GEIGY  PHARMACEUTICALS,  Division  of  Geigy  Chemical  Corporation.  New  York  13,  N.  Y. 

7255C 
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for  results  you  can  trust... 
patients’  reports  you  can  rely  on... 


BRAND 


the  urine-sugar  test  with  the  Laboratory-Controlled  color  scale 


• clear-cut  color  changes 
in  the  clinically  significant  range 

• avoids  trace  reactions  that  confuse 
the  clinical  picture 

• close  correlation  with  quantitative  tests 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


OSSS6 


announcing 


• • • 


Cytomel* 

a new  agent  for  treatment  of 

metabolic  insufficiency 


Because  it  exerts  its  metabolic  effect  directly  at  the  cel- 
lular level,  'Cytomel’  offers  the  first  positive  treatment 
for  the  many  clinical  problems  caused  by  metabolic  in- 
sufficiency— such  as  physical  sluggishness,  slowed-down 
mental  capacity  and  decreased  emotional  control,  and 
decreased  function  in  various  organs  and  organ  systems. 

'Cytomel’  works  swiftly — a positive  effect  will  often  be 
seen  within  several  days  in  patients  suffering  from  meta- 
bolic insufficiency. 

★Trademark  for 

'Cytomel’  Tablets  are  available  in  two  strengths: 

L-triiodothyronine,  S.K.F. 

5 meg.  and  25  meg.  of  L-triiodothyronine,  S.K.F.,  as 
the  sodium  salt.  In  bottles  of  100. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


p 


d.'phenyllsy-::  - - 

For  patients  with  grand  tnal  and  psychomotor  seizures , 


DILANTIN  — alone  or  in  combination  — continues  as  an 
anticonvulsant  of  choice.  Effective  control  of  seizures, 
with  resulting  greater  social  acceptance  and  increased 
vocational  opportunities,  forecasts  a fuller  life  for  such 
patients.  DILANTIN  has  little  or  no  hypnotic  effect. 

DILANTIN  Sodium  is  supplied  in  a variety  of  forms 
including  Kapseals®  of  0.03  Gm.  gr.) 
and  0.1  Gm.  [1%  gr.)  in  bottles  of  100  and  1,000. 


Kapseals  and  Suspension 


phensuximide,  Parke-Davis) 


For  patients  with  petit  mal  epilepsy,  a drug  of  choice  in 
initiating  treatment  — with  very  few  and  mild  side  effects. 


MILONTIN  Kapseals,  0.5  Gm.,  bottles  of  100 
and  1,000;  also  available  as  MILONTIN  Suspension 
(250  mg.  per  4 cc.)  in  16-ounce  bottles. 

For  patients  with  mixed  grand  mal-petit  mal  epilepsy, 
compatibility  permits  use  of  DILANTIN  with  MILONTIN. 


C A ^ 

m 

^ f ^ ^ 


PARKE,  DAVIS  & COMPANY  DETROIT.  MICHIGAN 
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results  are  obtained 
with  Steraxe'  — 3 to  5 
times  more  active  than 
hydrocortisone  or  cortisone. 


capacity  is  greatly  enhanced. 
“Relief  of  symptoms  is  more 
complete  and  maintained  for 
longer  periods  with  relatively 
small  doses. 


of  minerals  and  fluids  usually 
remains  undisturbed.  This 
proves  “especially  advan- 
tageous in  those  patients  with 
cardiac  failure  requiring 
therapy . . 


brand  of  prednisolone 

: White,  5 mg.  oral  tablets, 
bottles  of  20  and  100.  Pink,  1 mg. 
oral  tablets,  bottles  of  100. 

Both  deep-scored. 

I . Johnston,  T.  G.,  and  Cazort,  A.  G. : 

J.  Allergy  27 :90, 1956.  2.  Schwartz,  E.: 

New  York  J.  Med.  56:570, 1956. 

3.  Schiller,  I.  W.,  et  al.:  J.  Allergy 
27:96,  1956. 


Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 
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in  inflammatory  stin  diseases 


all  the  benefits  of  the  “predni-steroids 
plus  positive  antacid  action 
to  minimize  gastric  distress 


ROUTINELY  ACHIEVED  WITH 


Clinical  evidence'-^-S  indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  predniso- 
lone, antacids  should  be  routinely 
co-administered  to  minimize  gas- 
tric distress. 

References:  1.  Boland,  E.  W.,  J.A.M.A. 
160:613,  (February  25,)  1956.  2.  Margolia, 
H.  M.  et  al,  J.A.M.A.  158:454,  (June  11,) 
1955.  3.  Bollet,  A.  J.  el  al,  J.A.M.A. 
158:459,  (June  11,)  1955. 


Multiple 

Compressed 

Tablets 


(Buffered  Prednisone) 


CoBydeltni' 


(Buffered  Prednisolone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel.  * 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  A CO  . INC. 
PHILADELPHIA  1.  PA. 


•CO-DELTRA*  and  'COHYDELTRA*  are  the  trademaris  of  Merck  & Co..  iNC. 
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in  bronnhial  asthma 


clinical  evidence'  '"’ ^indicates  that  to  augment  the 
therapeutic  advantages  of  the  '‘predni- steroids” 
antacids  should  be  routinely  co-administered 
to  minimize  gastric  distress 


ROUTINE  I 

CO-ADMINISTRA  TION 
MEANS 


Multiple 

Compressed 


(Buffered  Prednisolone) 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

References:  1.  Boland,  E.  W., 

J.A.M.A.  160:613,  (February 
25,)  1956.  2.  Margolis,  H.  M. 
et  al,  J.A.M.A.  158:454,  (June 
11.)  1955.  3.  Bollet,  A.  J.  et  al, 

J.A.M.A.  158:459,  (June  11,) 

1955. 

‘CO-DELTRA’  and  ‘CO-HYDELTRA’  are  the  trademarks  »/  Merck  & Co..  iNC. 


CoDeltra 


(Buffered  Prednisone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  d CO  . INC. 
PHILADELPHIA  \.  PA. 
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During  the  past  10  months  I have  had  a great  personal  privilege 
in  being  your  president.  I have  been  permitted  to  visit  each  councilor 
district  in  the  state.  More  than  this  I have  been  given  the  opportunity 
to  meet  with  you-all  socially,  to  know  you  and  to  banquet  with  you. 
But  the  real  opportunity  was  when  I was  allowed  to  make  short  addresses 
to  your  groups. 

In  these  semiformal  speeches  I have  been  allowed  the  chance  to 
bring  to  your  attention — to  get  into  your  inner  minds  the  wedge  to 
accentuate  the  values  and  the  needs  of  the  Kentucky  State  Medical 
Association.  I hope  I have  been  successful.  I have  tried. 

Thank  you-all  very  much  for  these  courtesies. 

Now,  may  I in  turn  give  you  an  urgent  invitation!  It  is  an  invitation 
which  I hope  each  reader — each  member  of  our  association  will  feel 
as  obligated  to  accept  as  I did  the  one  to  visit  you. 

It  is  to  attend  without  fail  our  annual  meeting  in  Louisville  during 
the  third  week  in  September.  I should  like  for  every  physician  in  the 
entire  State  to  attend  this  meeting  which  is  our  scientific  banquet  for 
you.  I came  to  yours,  now  you  come  to  mine! 

There  is  a great  feast  prepared  for  you,  for  delectation  as  well  as 
development.  Your  committee  on  scientific  assembly  has  arranged  a 
magnificent  group  of  distinguished  experts  in  their  specialties,  to  give 
you  daily  an  occasion  to  refresh  yourself  along  various  lines  in  which 
you  may  feel  an  interest  or  a need. 

Please  do  not  let  me  down.  Begin  now  preparing  to  be  away  from 
your  home,  let  your  patrons  know  that  during  that  week  in  September 
you  will  be  doing  them  a service  by  attending  your  state  meeting.  I shall 
enjoy  seeing  you  there. 


Gant  Gaither,  M.  D. 


! 


anxiety  is  part 
of  EVERY  ILLNESS' 


anxiety  that  it  brings.^  All  too  often,  the  anxiety  is  a threat  to  the 
patient’s  progress.  It  may  intensify  symptoms,  give  uncertainty  to 
therapy,  and  impair  rapport. 

To  combat  the  anxiety  component  of  physical  illness,  Equanil  pro- 
motes equanimity,  relieves  muscle  tension,  and  encourages  normal 
sleep.2  By  these  specific  actions,  Equanil  gives  breadth  to  the  treat- 
ment program — expands  the  physician’s  resources. 

Supplied:  Tablets,  400  mg.,  bottles  of  50. 

Usual  Dose:  1 tablet,  t.i.d. 

1.  Braceland,  F.J.:  Texas  State  J.  Med.  51:287  (June)  1955. 

< 2.  Lemere,  F.:  Northwest  Med.  54:1098  (Oct.)  1955. 


anti-anxiety  factor  with  muscle-relaxing  action 


The  physically  sick  patient  faces  two  stresses — the  sickness  and  the 


c 


Meprobamate 


* 


(2-methyl-2-n-propyl-l,3-propanedrol  dicarbamate) 


UctOMd  undtr  U.S.  Patent  No.  2,724,720 


*TrademarN 


DOCTORS  EVERYWHERE  NOW  KNOW  WHY 


Brand  B 


Mcerov 


/r/ir£/iSj^ 


Professional  men  who  have  studied  the 
microscopic  analysis  of  the  Viceroy  filter 
now  know  why  the  Viceroy  taste  is 
smoother— never  rough.  Only  Viceroy  has 
20,000  tiny  filters  in  every  tip— twice  as 


many  filters  as  the  other  two  largest-selling 
filter  brands.  That  is  why  Viceroys  are 
smoother  by  far— never,  never  rough.  That 
is  why  so  many  doctors  now  smoke  and 
recommend  Viceroys. 


Yes,  smoother  taste  because  there  are 

TWICE  AS  MANY  FILTERS 


IN  EVERY  VICEROY  TIP 

as  the  other  two  largest-selling  filter  brands! 


Viceroy 

filter  ^ip 

CIGARETTES 

KING-SIZE 


Viceroy’s  exclusive  filter  is  made  from 
pure  cellulose— soft,  snow-white,  natural! 


Brand  C 


( 
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Merck  sharp  & dohme 

DIVISION  OF  MERCK  & CO.,  Inc. 

In  name 
as  well  as 
in  fact 


On  August  1,  1956,  Sharp  & Dohme,  the  pharmaceutical  and  biological  division  of  Merck  & Co.,  Inc., 
adopts  the  name  “Merck  Sharp  & Dohme”  and  a new  trademark  to  reflect  the  teamwork  which  has 
already  produced  significant  new  medical  products.  • Developing  modern  medical  products  and  making 
them  widely  available  requires  teamwork  of  the  highest  order  in  research,  production,  and  distribution. 
The  desire  to  achieve  this  unity  of  effort  prompted  the  merger  of  Merck  & Co.,  Inc.,  and  Sharp  & Dohme, 
Inc.,  three  years  ago.  • Merck  Sharp  & Dohme — combining  in  name  as  well  as  in  fact  the  traditions  and 
experience  of  two  time-honored  leaders  in  the  medicinal  field — offers  bright  promise  for  further  advances 
in  helping  physicians  conquer  disease. 


MERCK  SHARP  & DOHME 
Pharmaceuticals  • Biologicals 
Division  of  Merck  & Co.,  iNCi 
Philadelphia  1,  Pai 
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IN  THE  BOOKS 


CLINICAL  RECOGNITION  AND  MANAGEMENT  OF  DIS- 
TURBANCES OF  BODY  FLUIDS;  by  John  H.  Blond,  M.D.; 
522  pages;  109  illustrations;  $11.50;  published  by  W.  B. 
Saunders  Company. 

This  is  a practical  and  useful  book  on  the  recog- 
nition, diagnosis,  and  management  of  water,  elec- 
trolyte, and  hydrogen  ion  concentration  disorders. 
Clinical  signs  and  symptoms  of  fluid  and  electrolyte 
imbalance  with  emphasis  on  the  bedside  application 
are  presented. 

The  author  has  taken  a complicated  subject,  in 
which  there  is  a confusing  mass  of  information 
available,  and  he  has  presented  the  material  in  a con- 
cise, interesting  and  understanding  manner.  There  are 
numerous  useful  illustrations  to  help  clarify  con- 
cepts that  are  difficult  to  explain  in  words. 

The  material  presented  in  the  book  covers  almost 
every  medical  and  surgical  situation  in  which  fluid 
and  electrolyte  balance  may  become  a problem.  It 
is  applicable  especially  to  the  internist,  surgeon,  and 
pediatrican  but  would  be  useful  to  every  physician. 

This  new  second  edition  offers  three  new  chapters 
covering:  pathophysiology  of  water  and  electrolyte 
metabolism  in  disease  of  the  liver  and  pulmonary  dis- 
eases and  the  metabolic  consequence  of  head  in- 
juries. 

New  material  in  the  second  edition  also  includes 
mechanisms  of  exchange  of  electrolyte  between  intra 
and  extra  cellular  water  and  more  recent  information 
on  the  mechanisms  of  intracellular  water  and  elec- 
trolyte metabolism. 

George  W.  Pedigo,  M.  D. 


HUNTERDON  MEDICAL  CENTER:  by  Ray  E.  Trussell,  M.D.; 
$3.75;  236  pages;  published  for  The  Commonwealth  Fund 
by  the  Harvard  University  Press. 

This  is  the  history  of  the  founding  of  a magnificent 
and  unique  hospital  in  a New  Jersey  farming  com- 
munity. Practically  every  aspect  of  the  project  was 
unusual.  From  the  first  proposal  unconquerable  effort 
and  enthusiasm  went  into  every  stage  of  the  develop- 
ment. The  book  has  the  suspense  of  fiction  as  one 
millon  dollars  is  raised  in  this  farming  community. 
Disappointment  is  great  when  it  is  discovered  that 
over  one-half  of  another  million  is  needed  and  must 
be  raised  before  construction  starts. 

The  book  is  written  in  a factual  manner.  But  the 
term  “dry"  cannot  be  applied  to  it.  In  fact  as  one 
reads  of  the  dynamic  efforts  that  are  displayed  so 
often  he  enters  the  project  in  complete  sympathy.  It 
is  an  unusual  experience  to  read  this  type  of  litera- 
ture and  see  staunch  characters  so  clearly  revealed. 
The  author  was  with  the  project  for  five  years.  One 
can  hardly  imagine  that  it  could  fail. 

The  chief  of  each  department  is  an  able  specialist 
who  teaches  in  a medical  school.  The  internes  and 
residents  are  on  a rotating  basis  from  affiliated  hos- 
pitals of  the  New  York  University-Bellevue  Medical 
Center.  The  interesting  account  is  given  of  the  re- 
lationship between  the  specialist  and  the  general 
practitioner.  In  this  medical  center  every  patient  ad- 
mitted has  a history  and  physical  examination  and 
is  seen  daily  by  the  house  staff.  Even  with  this 
supervison  by  the  house  staff  there  is  a friendly  and 


workable  relationship  between  the  specialist  and 
the  general  practitioner. 

Ones  education  in  the  advances  that  are  being 
made  for  the  care  of  the  sick  is  not  complete  without 
reading  this  book.  It  is  as  easily  and  entertainably 
read  as  fiction. 

Julian  B.  Cole,  M.  D. 


SURGERY  OF  THE  ALIMENTARY  TRACT:  Volumes  I,  II  and 
III,  by  Richard  T.  Shackelford,  M.D.,  assisted  by  Hammond 
J.  Dugan,  M.D.;  2575  pages;  1705  illustrations;  $60.00 
per  set;  Volume  I — Esophagus,  Stomach  and  Duodenum, 
Liver,  Gallbladder  and  Extrahepatic  Biliary  Ducts;  Volume 
II — Pancreas,  Spleen,  Small  Intestine  (Jejunum  & Ileum), 
Peritoneum,  Omenta  and  Mesentery,  Colon;  Volume  III — 
Anorectal  Tract,  Excisions  of  the  Rectum,  Hernia  of  the 
Gastrointestinal  Tract,  Incisions;  Published  by  W.  B.  Saun- 
ders Company,  Philadelphia  and  London,  1955. 

The  authors’  introduction  describes  the  develop- 
ment of  this  three-volume  work.  Originally  project^ 
as  a replacement  for  the  Bickham  six-volume  Opera- 
tive Technique,  the  present  work  has  been  narrowed 
down  to  include  only  surgery  of  the  alimentary 
tract,  though  its  scope  is  sufficiently  large  to  encom- 
pass nearly  all  abdominal  surgery  with  the  exception 
of  the  genitourinary  systems.  Not  alone  an  operative 
surgery,  this  work  also  includes  pertinent  principles 
in  the  diagnosis  and  management  of  the  various  dis- 
orders which  the  described  operations  aim  to  correct. 
The  authors  include  their  own  comments  upon  the 
advantages  and  disadvantages  of  most  of  the  des- 
cribed procedures  and  usually  indicate  which  they 
have  found  best. 

The  descriptive  matter  is  well  written  and  easy  to 
read.  Abundant  illustrations  have  been  used  and  most 
of  them  are  clear  and  graphic  in  their  presentation 
of  the  points  which  they  are  used  to  illustrate.  Most 
of  them  have  been  reproduced  from  papers  by  various 
authors  in  many  publications.  This  leads  to  a certain 
dissimilarity  in  techniques,  which  some  may  find  dis- 
tracting in  contrast  with  the  uniform  technique  which 
might  have  resulted  from  preparation  of  new  illus- 
trations by  a single  artist.  In  view  of  the  already 
high  cost  of  such  a publication,  however,  the  de- 
cison  against  this  was  no  doubt  well  justified.  Refer- 
ences to  the  pertinent  literature  are  included  at  the 
end  of  the  chapters,  and  these  appear  to  be  repre- 
sentative and  well  chosen.  Typography  and  format 
are  of  the  best. 

It  is  impossible,  with  such  a lengthy  work,  to 
consider  in  detail  any  of  the  individual  parts.  Suffice 
it  to  say  that  this  is  the  most  complete  and  up-to-date 
operative  treatise  covering  the  surgery  of  the  ali- 
mentary tract  presently  available.  It  should  prove  to 
be  an  invaluable  reference  work,  not  only  for  sur- 
geons, but  for  all  physicians  concerned  with  the  diag- 
nosis and  management  of  disorders  of  the  digestive 
system. 

Rudolf  J.  Noer,  M.  D. 


The  Life  Insurance  Medical  Research  Fund  recently 

announced  it  has  awarded  $960,340  in  grants  and 
fellowships  to  aid  research  on  heart  disease  this 
year.  This  brings  the  Fund’s  total  contributions  since 
1945  to  $8,161,170. 
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Announcing 
Revision  of 
N.  N.  R.  Monograph  for 


LYN 

dihydroxy  alummum  aminoacetate 


On  the  basis  of  considerable  in  vitro 
evidence  accumulated  over  a period  of 
seven  years,  the  Council  on  Pharmacy 
and  Chemistry  has  revised  the  original 
Alglyn  monograph  acknowledging  that 


this  most  recent  form  of  aluminum  ant- 
acid therapy  is  as  active — In  Tablet 
Form — as  the  various  aluminum  hydrox- 
ide preparations  are  in  Liquid  form: 


“Dihydroxy  aluminum  aminoacetate  . . . shares  the  properties  of  the  alumi- 
num hydroxide  gel  preparations.  In  vitro  studies  indicate  that  the  buffering 
action  of  dihydroxy  aluminum  aminoacetate  in  tablet  form  is  comparable  to 
that  of  the  liquid  preparations  of  aluminum  hydroxide  gel  when  compared 
on  the  basis  of  equivalent  aluminum  content.” 


Alglyn  Tablets,  0.5  Cm.  dihydroxy 
aluminum  amuioacetale,  are  supplied  in 
bottles  of  100  (white).  Your  patients  will 
welcome  the  change  from  liquid  antacid 
preparations  to  easy-to-take  convenient, 
lightly-flavored  Alglyn  TahletsL 

Also  supplied  in  combination  with 
spasmolytic  and  sedative  therapy  as 


Msiglyn  Compound,  each  tablet 
contains  dihydroxy  aluminum  aminoace- 
tate, 0.5  Cm.,  belladonna  alkaloids,  0.162 
mg.,  phenobarhital,  16.2  mg.,  per  tablet, 
bottles  of  100  (pink);  and  as  Belglyn, 
dihydroxy  aluminum  aminoacetate,  0.5 
Cm.,  belladonna  alkaloids,  0.162  mg.,  per 
tablet,  bottles  of  100  (yellow). 


Reprint  of  recent 
in  vivo  studies  avail* 
able  on  request 


1.  Rosseft,  N.E.  and  Rice,  M.L.,  Jr.:  Gastroenterology,  26:490,  1954. 

2.  Hammarlund,  E.R.  and  Rising,  L.W.;  J.  Am.  Pharm.  Assoc.,  Scientific  Edition, 
38:586,  1949. 


PHARMACEUTICAL  COMPANY 

CHATTANOOGA  9,  TENNESSEE 
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Plan  Now 


Doctor  Disabled 

OFFICE  EXPENSE  CONTINUES 

At  last,  here  is  tlie  practical  solution  to  this 
prohleni  - - - an  insurance  policy  to  pay  your 
expenses,  with  the  preiniuin  eligible  as  a 
Tax  Deduction. 

Latest  Tax  ruling  provides  that  preiniuins  on 
Health  and  Accident  insurance  are  not  de- 
ductihle  unless  the  policy  states  that  it  is  for 
the  express  purpose  of  meeting  husiness  over- 
head expenses. 

Ask  your  Accountant  or  Lawyer  about  this 
(juestion  and  then  ask  us  to  explain  this 
coverage.  , 


W.  R.  LONG  & ASSOCIATES 
1534  Bardstown  Road — Louisville,  Ky. 

Without  obligation  to  me  1 would  like  to  have 
more  information  on  your  office  expense 
policy.  I am  in  good  health  and  was 

born  

Month  Day  Year 

Name 

Address  .....* 


to  attend  the 

1 9 5 6 KSMA 
ANNUAL 
MEETING 

Columbia  Auditorium 
Louisville 

Sept.  18-19-20 

• 12  nationallij  known  guest  speakers 

• three  six  hour  refresher  courses 

• carefullg  selected  scientific  movies 

• outstanding  scientific  exhibits 

• 64  technical  exhibits 

• other  top  features 
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PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 


Certain  diuretics  are  apt  to  mask  the  gradual  onset  of  severe  failure  because  they 
are  effective  only  in  the  milder  ambulatory  cardiacs.  The  recurrent  accumulation  of 
fluid  permitted  by  intermittent  or  arbitrarily  limited  dosage  must  eventually  pro- 
gress to  more  severe  decompensation. 

Because  they  can  control  any  grade  of  failure,  the  organomercurials  improve  prog- 
nosis and  prolong  life. 


TABLET 


NEOHYDRIN 


BRAND  OF  CH LORM ERODR I N ne.a  mg.  or  3-CHLOROMCRCURi-2-MCTHoxY-PROPYLUfteA 


LAKESIDE 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 


EQUIVALENT  TO  tO  MG.  OF  NQN-ION1C  MERCURY  IN  EACH  TABLET) 


BRAND  OF  MERALLURlOe  INJECTION 

0I3S« 
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XOW  AVAILABLE 


a linic|iie  new  aiitiliiotic 
of  major  importance 
PROVED  EFFECTIVE  AGAINST 
SPECIFIC  ORGANISMS 

(staphylococci  and  proteus) 


RESISTANT  TO  ALL  OTHER 

ANTIMICRORIAL  AGENTS 


(Crystoinne  Sodium 

SPECTRUM — most  gram-positive  and  certain 
gram-negative  pathogens. 


ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 


TOXICITY — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS  — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis, including  strains  resistant  to  all  other 
antibiotics. 


DOSAGc — four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED — 250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘C.ATHOMYCIN’  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHM 

DJVISION  OF  MERCK  i CO..  INC. 
PHILADELPHIA  I.  PA. 
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KARO®  SYRUP  . . . meets  the  need 
for  individualized  infant  formulas 


In  meeting  the  nutritional  needs  of 
formula-fed  infants,  the  methods  used 
are  dependent  upon  the  digestive 
capacity  and  tolerance  of  each  infant. 

But,  whether  the  formula  calls  for 
sweet,  acid,  evaporated,  dried  or  pro- 
tein milk — Karo  syrup  meets  the  need 
for  a well-tolerated  and  easily  di- 
gested source  of  carbohydrate.  This 
fluid  mixture  of  dextrins,  maltose 
and  dextrose  is  completely  utilized 
without  inducing  flatulence,  colic, 
fermentation  or  allergy. 

Either  light  or  dark  Karo  may  be 


used  in  prescribing  formulas  for  in- 
fants because  of  equivalent  digestive 
and  nutritive  values.  Each  fluid  ounce 
(2  tablespoonfuls)  yields  120  calories. 

Mothers  will  appreciate  the  ease  of 
making  formulas  with  Karo  syrup... 
as  well  as  its  ready  availability  and 
economy. 


1906  • 50th  ANNIVERSARY  • 1956 
CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y, 
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Washington,  D.  C. — If  medical  research  doesn't 
move  ahead  in  the  current  fiscal  year  (ending  June 
30,  1957),  it  won't  be  the  fault  of  Congress.  The 
seven  research  organizations  that  make  up  the 
National  Institutes  of  Health  have  far  more  money 
than  they  have  ever  had,  and  probably  much  more 
than  their  directors  even  dared  hope  for  last  winter 
at  the  start  of  hearings  on  their  budgets.  Every  one 
of  the  research  institutes  received  a substantial  in- 
crease over  last  year,  and  the  funds  of  five  of  them 
were  almost  doubled. 

The  Institutes  have  a total  of  $170.4  million  to 
spend  before  next  July  1.  This  is  about  80  per  cent 
more  than  they  had  last  year.  In  discussing  the  ap- 
propriations bill  on  the  Senate  floor.  Senator  Lister 
Hill  (D.,  Ala.)  said  the  bulk  of  the  money  will  go 
for  grants  to  non-federal  institutions — hospitals, 
medical  schools,  clinics  and  state  and  local  organi- 
zations engaged  in  research. 

A breakdown  by  disease  categories  shows  the  fol- 
lowing picture: 

For  cancer  research,  $48.4  million,  in  contrast  to 
$24.8  million  for  the  previous  year.  This  year’s  total 
is  $16  million  more  than  the  administration  asked 
when  budget  requests  were  sent  to  Congress  in  Jan- 
uary. 

For  mental  health  work,  $35.1  million,  in  contrast 
to  last  year’s  $18  million.  This  is  $13.4  million  more 
than  had  been  requested  originally. 

For  heart  disease  research,  $33.3  million,  com- 
pared with  $18.7  million  last  year  and  $22.1  million 
originally  requested. 

For  work  on  arthritis  and  metabolic  diseases,  $15.8 
million,  or  $5.1  million  more  than  last  year  and 
$2.5  million  more  than  Congress  was  asked  for. 

For  research  in  neurology  and  blindness,  $18.6 
million,  compared  with  $9.8  million  last  year  and 
$12.1  million  originally  requested. 

For  work  on  allergies  and  infectious  diseases, 
$13.2  million,  compared  with  $7.5  million  last  year 
and  $9.7  requested. 

For  dental  research,  $6.  million.  While  this  is 
small  compared  with  money  voted  for  other  US 
research  institutes,  it  is  almost  triple  the  $2.1  million 
spent  last  year.  The  huge  increase  is  the  result  of  a 
sustained  campaign  by  the  American  Dental  Asso- 
ciation. 

Senator  Hill  and  Rep.  John  E.  Fogarty  (D.,  R.  I.) 
led  the  fight  in  Congress  for  the  record-breaking  re- 
search appropriations.  Under  the  latter’s  chairman- 
ship, a House  appropriations  subcommittee  boosted 


the  total  for  the  seven  institutes  to  about  $124  mil- 
lion, a figure  that  was  accepted  both  by  the  full 
Appropriations  Committee  and  the  House. 

In  addition  to  heading  the  Senate  appropriations 
subcommittee  that  handled  this  funds  bill.  Senator 
Hill  also  is  chairman  of  the  Labor  and  Welfare 
Committee  and  extremely  active  in  health  legisla- 
tion. His  subcommittee  pulled  up  the  totals  to  the 
$170  million.  After  the  Senate-House  conference 
committee  disagreed  on  the  spending.  Rep.  Fogarty 
carried  the  fight  to  the  floor,  where  he  persuaded 
the  House  to  accept  all  of  the  higher  Senate  figures. 

Other  federal  health  programs,  mainly  concerned 
with  disease  control  and  hospital  construction,  also 
fared  well  with  the  Congress.  The  Hill-Burton  pro- 
gram, for  construction  grants  to  hospitals,  has  $125 
million  for  the  current  year,  or  $14  million  more 
than  last  year.  For  vocational  rehabilitation  grants, 
the  figure  is  $41.5  million,  a $2.7  million  increase; 
for  general  public  health  assistance  to  states,  it  is 
$18.16  million,  a $600,000  increase;  for  Indian 
health  work,  it  is  $38  million,  a $3.3  million  increase. 

NOTES: 

With  Salk  vaccine  being  released  in  ever  expand- 
ing volume,  the  Public  Health  Service  is  urging 
states  and  communities  to  increase  the  priority  age 
to  20  and  to  use  up  supplies  as  fast  as  received.  Said 
Secretary  Folsom:  “I  urge  parents,  physicians,  and 
health  officials  to  cooperate  in  making  the  maximum 
use  of  the  increasing  supply  as  soon  as  it  becomes 
available  ...” 

Civil  Aeronautics  Administration,  believing  the 
time  has  come  to  review  procedures  in  pilot  medical 
examinatons  has  hired  a private  organization  to  con- 
duct a thorough  investigation  and  make  recommen- 
dations. Two  questions:  Should  lower  standards  be 

allowed  for  older,  experienced  pilots?  Should  crew 
members  and  ground  crewmen,  as  well  as  pilots,  be 
examined  periodically? 

Less  than  three  months  after  his  third  appoint- 
ment to  a four-year  term  as  Surgeon  General  of 
U.S.  Public  Health  Service,  Leonard  Scheele,  M.  D., 
resigned  to  take  a post  in  the  pharmaceutical  in- 
dustry so  he  could  “provide  more  properly”  for  his 
family. 

Although  no  new  legislation  was  enacted  in  that 
field,  witnesses  at  a long  series  of  hearings  on  civil 
defense  were  pretty  much  in  agreement  that  the  job 
can’t  be  done  properly  unless  more  authority  is  voted 
to  the  Federal  Civil  Defense  Organization. 
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Peach-flavored, 
peach-colored,  newest 
liquid  form  of  the 
established  broad- 
spectrum  antibiotic , . . 
Terramycin®! 

125  mg.  per  5 cc. 
teaspoonful; 
specially  homogenized 
for  rapid  absorption; 
bottles  of  2 fl.  oz. 
and  1 pint,  packaged 
ready  to  use. 


\ 


delightful  peach  taste  in 
broad-spectrum  therapy 

TKKUABON 


BRAND  OF  OXYTETRACYCLINE 


HOMOGENIZED  MIXTURE 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 

tSrand  of  oxytetracycline 
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POLYMYXIN  B-BACITRACIN  OINTMENT 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  ’/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  n.  V. 


-Aqai»wttJi& 
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MONILIA 

BACTERIA 


welcome  clinical  advance... 
effective  medication 
In  an  appealing  form 


Soft  and  pliant  as  a tampon,  the  Milibis  vaginal  suppository  offers  proved  therapeutic 
action*  in  a v^icle  giving  unusual  clinical  advantages  to  both  patients  and  physician. 

COVERS  CERVIX  AND  VAGINAL  WALL —The  pliant  Milibis  suppository 
disintegrates  readily  and  molds  itself  to  the  cervix  as  well  as  the 
columns  and  rugae  of  the  vaginal  vault. 


SHORT  DOSAGE  SCHEDULE— The  short  course  of  treatment  with 
Milibis— only  10  suppositories  in  most  cases— together  with  the  clean,  odorless, 
non-staining  qualities  eliminates  psychic  barriers  which  often  interrupt 
longer  treatments  before  complete  cure. 


MILIBIS 


Vaginal  Suppositories 


Supplied:  boxes  of  10 


LABORATORIES 

New  York  18,  N.Y. 


*97  per  cent  effective  in  a study  of  564  cases; 
94  per  cent  effective  in  a series  of  510  cases. 


Milibis  (brand  of  trademark  reg.  U.  S.  Pat.  Off. 


The  BROWN  HOTEL  is  pren\ 
for  the  KENTUCKY  STAT\ 


No  men  in  this  entire  State  work  under  more  strain 
or  pressure  than  the  members  of  the  Kentucky  Medi- 
cal Profession. 

No  men  are  of  greater  VALUE  to  all  the  people  of 
this  Commonwealth. 

Hence,  during  the  endless  hours  of  their  “work  days”, 
and  during  their  few  priceless  minutes  outside  their 
professional  duties.  Doctors  DESERVE  the  utmost  in 
comfort,  convenience  and  friendly  service,  in  the  hotels 
and  restaurants  they  patronize. 


be  HEADQUARTERS 
EDICAL  ASSOCIATION 


Under  the  circumstances,  the  Brown  Hotel  is  more 
than  proud  of  the  fact  that  we  have  always  been  chosen 
as  HEADQUARTERS  for  the  Kentucky  State  Medical 
Association — not  only  during  Convention-time,  but 
EVERY  DAY  OF  THE  YEAR. 

We  feel  that  we  owe  you  not  only  our  best  “hospitality” , 
but  also  our  deepest  respect  and  our  warmest  friend- 
ship. And,  in  some  cases,  our  lives.  . . . 

For  all  these  reasons,  now  and  always — WELCOME 
TO  THE  BROWN  HOTEL. 


Harold  E.  Harter 
Managing  Director 


new  dimensks  in  the  treatment  of  sevei 


narrows  side  effects 

• minimizes  incidence  of  fluid  and  electrolyte  disturbance 

• dietary  regulation  usually  unnecessary 


lengthens  established  gains 

• permits  a smoother,  undisturbed  regimen 

• extends  and  maintains  benefits  to  more  patients 


broadens  benefits 

• rapid  control  of  allergic  sneezing,  lacrimation,  nasal 
congestion;  relief  of  pruritus,  edema  and  erythema 

• up  to  5 times  more  effective  than  oral  hydrocortisone, 
milligram  for  milligram 


I 


I- 

( 


I 


ly  fever  and  other  difficult  allergies... 

tAETICORTEN* 

(prednisone) 


for  outstanding  hormonal  control 
with  minimal  electrolyte  disturbances 


in  hay  fever  and  other  respiratory  allergies, 
contact  dermatitis  and  allergic  eczemas, 
drug  and  other  allergic  reactions, 
allergic  and  inflammatory  eye  disorders 


METICORTEN 

PREDNISONE 


M ETicoRTEN,*  brand  of  prednisone.  *T.  M. 
1 , 2.5  and  5 mg.  tablets.  mc.j.3os6 


Schering 


Ergotrate  Maleate’ 

(ERGONOVINE  MALEATE,  LILLY) 


. . . produces  rapid  and  sustained  contraction  of  the  postpartum  uterus 


'Ergotrate  Maleate’  almost  completely  eliminates  the  in- 
cidence of  postpartum  hemorrhage  due  to  uterine  atony. 
Administered  during  the  puerperium,  'Ergotrate  Maleate’ 
increases  the  rate,  extent,  and  regularity  of  uterine  invo- 
lution; decreases  the  amount  and  sanguineous  character 
of  the  lochia;  and  decreases  puerperal  morbidity  due  to 
Supplied:  uterine  infection. 


Ampoules  of 
0.2  mg.  in  1 cc. 
Tablets  of  0.2  mg. 


DOSAGE.  Generally,  0.2  to  0.4  mg.  I.V.  or  I.M.  immediately  follow- 
ing delivery  of  placenta.  Thereafter,  0.2  to  0.4  mg.  three  or  four 
times  daily  for  two  weeks. 
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RICHARD  R.  SLUCHER,  M.D. 

President-elect 


Dr.  Slucher,  Louisville  internist,  will  become 
the  seventieth  president  of  the  Kentucky  State 
Medical  Association  at  the  close  of  the  1956 
Annual  Meeting,  September  20. 

Born  May  25,  1905,  Dr.  Slucher  is  a native 
of  Anderson  County.  After  graduation  in  1926 
from  the  University  of  Louisville  with  a BS 
in  medical  science,  he  entered  the  University  of 
Louisville  School  of  Medicine.  He  received  his 
medical  degree  in  1930.  In  1929  he  became  a 
member  of  the  Alpha  Omega  Alpha  fraternity. 

Dr.  Slucher  interned  at  the  Louisville  Gen- 
eral Hospital.  From  1931  to  1935  he  served  a 
residency  in  medicine  at  the  General  Hospital 
and  Long  Island  College  and  Hospital  in  New 
York. 

After  completion  of  his  residency  in  ’35  he 
became  clinical  instructor  of  medicine  at  the 
University  of  Louisville  Medical  School.  Also 
in  the  same  year  he  began  private  practice  in 
Buechel. 

In  1942  after  the  outbreak  of  World  War  II 
Dr.  Slucher  joined  the  Navy.  He  served  as  a 
commander  in  the  medical  corps.  He  was  dis- 
charged in  1946  and  returned  to  his  practice  in 
Buechel. 

In  1940  Dr.  Slucher  married  Emma  Hood 
of  Greensburg.  They  have  no  children. 

Dr.  Slucher  is  past  president  of  the  Jefferson 
County  Medical  Society  and  the  staff  of  the 
Kentucky  Baptist  Hospital.  He  is  a former 
chairman  of  the  Jefferson  County  Medical  So- 
ciety’s Board  of  Governors. 

He  is  a member  of  the  Louisville  Society  of 
Internists  and  is  a past  president  of  the  Ken- 
tucky Academy  of  General  Practice. 

Always  active  in  the  Kentucky  State  Medical 
Association,  Dr.  Slucher  was  a member  of  the 
Council  from  1947  to  1955.  He  has  served  on 
the  Executive  Committee  of  the  KSMA  Coun- 
cil for  three  years.  He  is  chairman  of  the  Com- 
mittee on  Arrangements  and  a member  of  the 
KSMA  Committee  on  Scientific  Assembly  and 
Committee  to  Study  Relations  With  Voluntary 
Health  Groups. 

During  his  post-graduate  training.  Dr. 
Slucher,  who  has  a warm  and  friendly  disposi- 
tion, demonstrated  his  capacity  as  a leader 
when  he  served  as  the  chief  resident  in  medi- 
cine at  the  then  Louisville  City  Hospital.  The 
intervening  years  have  seen  his  colleagues  give 
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him  more  and  more  responsibility  as  he  moved 
from  one  position  of  leadership  to  another. 

While  president  of  the  Jefferson  County 
Medical  Society,  Dr.  Slucher  attracted  attention 
on  a national  basis  in  organized  medical  circles 
when  the  society  modernized  its  organization, 
expanded  its  services  and  appointed  an  execu- 
tive secretary. 

Because  of  his  deep  loyalty  to  his  profession, 
his  willingness  to  accept  responsibility  and  the 
effective  way  he  discharges  it,  plus  his  broad  : 
experiences  as  a leader,  the  House  of  Delegates  ' 
felt  in  choosing  Dr.  Slucher  it  was  living  up  to 
the  standards  it  had  met  in  the  past  by  electing 
an  outstanding  man  for  this  most  important 
position.  p 


Vice-Presidents 

EVERETT  H.  BAKER,  M.D. 

Louisville 

Dr.  Baker,  a graduate  of  Vanderbilt  Univer- 
sity and  the  University  of  Louisville  School 
of  Medicine,  was  born  in 
Louisville  March  30,  1903. 

He  began  a practice  in 
Louisville  in  1927. 

From  1942  to  1946  he  • 
served  in  the  US  Air  Force. 
During  this  time  he  did  post 
graduate  work  in  anesthe- 
siology at  Mayo  Clinic  and 
Flower  Hospital  in  New 
York. 

Dr.  Baker,  a graduate  of  Vanderbilt  Univer- 
Society  of  Anesthesiologists,  is  a diplomate 
of  the  American  Board  of  Anesthesiology.  He 
is  chief  of  the  anesthesia  section  at  St.  Joseph 
Infirmary,  consultant  in  anesthesia  at  Veter- 
ans Hospital  and  Army  Hospital,  Fort  Knox. 
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N.  LEWaS  BOSWORTH,  M.D. 

Lexington 

Dr.  Bosworth  received  his  medical  degree  in 
1933  from  the  Medical  Department  of  the  Uni- 
versity of  Virginia.  He  in- 
terned in  New  York  at  the 
Post-Graduate  Hospital. 

From  1933  to  1937  he 
served  two  residencies  — 
one  in  surgery  at  the  New 
York  Post  - Graduate  and 
the  other  in  urology  at  the 
Jersey  City  Medical  Center. 
He  served  in  the  US  Army 

from  1940  to  1946. 

Dr.  Bosworth,  a diplomate  of  the  American 
Board  of  Urology,  is  immediate  past  president 
of  the  Fayette  County  Medical  Society  and  the 
staff  of  the  St.  Joseph  Hospital. 

HOWELL  J.  DAVIS,  M.D. 

Owensboro 

Dr.  Davis  was  born  in  Whitley  County, 
February  16,  1908.  He  was  graduated  summa 
cum  laude  from  the  Uni- 
versity of  Kentucky  in 
1929.  He  received  his  med- 
ical degree  from  the  Univer- 
sity of  Pennsylvania. 

He  served  a two  year  in- 
ternship at  the  University 
Hospital  and  a surgical  resi- 
dency at  St.  Joseph  Infir- 
mary. In  1936  he  started  a 
practice  in  Owensboro.  He 
was  called  into  the  military  service  in  1941 
and  served  four  and  one-half  years. 

Dr.  Davis  is  a member  of  Daviess  County 
Medical  Society,  KSMA,  AMA,  Southeastern 
Surgical  Congress,  American  College  of  Sur- 
geons and  the  Kentucky  Surgical  Society.  He 
is  chief  of  surgical  services  at  the  Owensboro- 
Daviess  County  Hospital. 

Secretary-Editor  Pro  tern 

WOODFORD  B.  TROUTMAN,  M.D. 

Louisville 

Dr.  Troutman,  KSMA  treasurer  since  1946, 
has  served  as  secretary-editor  pro  tern  of  the 
Association  since  January  5.  He  was  named  to 


the  office  after  the  resignation  of  Bruce  Under- 
wood, M.D.  Dr.  Underwood  resigned  to  take 
a position  with  the  United  States  Public  Health 
Service  in  Washington,  D.  C. 

Treasurer 

WOODFORD  B.  TROUTMAN,  M.D. 

Louisville 

Dr.  Troutman,  a native  of  Bullitt  County, 
has  been  treasurer  of  the  Kentucky  State  Med- 
ical Association  for  the  past 
years.  He  was  first 
elected  by  the  House  of 
I Delegates  April  17,  1946. 

' Ail  ^ ^ Dr.  Troutman  was  grad- 

uated  from  the  University 
of  Louisville  School  of 
Medicine  in  1921.  He  in- 
terned  at  McKeesport  Hos- 
pital in  Pennsylvania  and 
Bellevue  Hospital  in  New  York. 

In  1929  he  left  Louisville  where  he  had  prac- 
ticed general  medicine  for  five  years,  and  stud- 
ied in  Vienna,  London  and  Edinburg.  He  re- 
turned to  Louisville  in  1930  and  began  a 
practice  of  cardiology.  He  served  in  the  Army 
Air  Force  in  World  War  II. 

Speaker 

CHARLES  A.  VANCE,  M.D. 

Lexington 

This  year  marks  the  end  of  Dr.  Vance’s  first 
three-year  term  as  Speaker  of  the  House  of 
Delegates.  He  served  as  vice 
speaker  up  to  1953. 

President  of  the  KSMA 
in  1948,  Dr.  Vance  has  for 
many  years  been  chairman 
of  the  McDowell  Home 
Committee.  In  1955  he  was 
chairman  of  the  Profession- 
al Relations  Committee  and 
a member  of  the  Medical 
School  Advisory  Committee. 

Born  in  1880,  Dr.  Vance  was  graduated 
from  the  Medical  Department  of  Kentucky 
University  in  1903.  A founder  and  charter 
member  of  the  Kentucky.  Surgical  Society,  Dr. 
Vance  is  a member  of  the  Southern  Surgical 
Association,  the  American  College  of  Surgeons 
and  the  American  Association  for  the  Surgery 
of  Trauma. 
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Vice-Speaker 

E.  W.  JACKSON,  M.D. 

Paducah 

Dr.  Jackson  was  elected  to  the  office  of  vice- 
speaker of  the  Kentucky  State  Medical  Asso- 
ciation in  1953.  Previously 
in  1946,  he  had  served  as 
president  of  the  Associa- 
tion. 

In  addition  to  his  KSMA 
activities.  Dr.  Jackson  is 
past  president  of  the  South- 
western Kentucky  Medical 
Society  and  the  Kentucky 
Surgical  Society.  He  is  a 
member  of  the  Southeastern  Surgical  Congress 
and  the  American  College  of  Surgeons. 

A 1912  graduate  of  the  Medical  Department 
of  the  University  of  Louisville,  Dr.  Jackson, 
who  was  president  of  his  graduating  class,  in- 
terned at  Louisville  General  Hospital  and 
Eastern  Indiana  Hospital. 

Delegates  to  the  AMA 

W.  CLARK  BAILEY,  M.D. 

Harlan 

Dr.  Bailey,  a physician  in  his  birthplace, 
Harlan  since  his  graduation  from  medical 
school  in  1926,  has  been  a 
KSMA  delegate  to  the 
AMA  since  1944.  He  was 
vice-president  of  the  AMA 
in  1954-55. 

President  of  the  KSMA 
in  1951,  Dr.  Bailey,  is  a 
member  of  the  AMA’s  leg- 
islative committee  and  the 
Committee  on  Medical 
Care  of  Workers  in  the  Bituminous  Coal  Min- 
ing Area.  He  has  also  served  on  many  KSMA 
committees. 

Dr.  Bailey  is  a graduate  of  the  University 
of  Louisville  School  of  Medicine.  He  took  his 
hospital  training  at  the  Tuberculosis  Hospital 
in  Louisville,  the  Children’s  Hospital  and 
Louisville  City  Hospital. 

W.  VINSON  PIERCE,  M.D. 

Covington 

Dr.  Pierce  was  named  a delegate  to  the 
AMA  at  the  1955  meeting  of  the  KSMA 
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House  of  Delegates.  Prior 
to  that  time  he  had  been  an 
alternate  delegate. 

A native  of  Catlettsburg, 
Dr.  Pierce  is  a 1934  grad- 
uate of  the  University  of 
Louisville  Medical  School. 
He  interned  at  St.  Elizabeth 
Hospital  in  Covington  and 
the  Louisville  City  Hospital. 
He  served  a residency  in  urology  at  the  City 
Hospital. 

A major  in  the  medical  corps  during  World 
War  II  Dr.  Pierce,  who  limits  his  practice  to 
urology,  is  now  president  of  the  Kentucky 
Physicians  Mutual,  Inc.,  and  immediate  past 
president  of  the  Kentucky  Chapter  of  the 
American  College  of  Surgeons. 


KSMA  House  of  Delegates 
to  Meet  Sept.  17  and  19  j 

The  KSMA  House  of  Delegates  will  hold  its 
first  ,1956  meeting  during  the  Annual  Meeting,  Ij 

September  17  at  7 PM  in  the  Columbia  Audi- 
torium. Registration  will  begin  at  6 PM.  i 

Reports  and  new  business  in  the  form  of 
resolutions  will  be  introduced  at  the  first  ses- 
sion, according  to  Charles  Vance,  M.D.,  Lex- 
ington, speaker  of  the  House.  After  introduc-  : 

tion,  these  matters  will  be  assigned  to  reference 
committees  who  will  meet  on  Tuesday  after- 
noon. 

The  Delegates  will  hold  their  second  session 
Wednesday  night,  September  19  at  the  same 
time.  At  this  time  the  reference  committees 
will  present  their  recommendations  on  the  re- 
ports and  final  actions  will  be  taken.  ' 

At  this  second  session  the  general  officers 
and  councilors  will  be  elected. 


Following  are 

a list  of  the  KSMA  delegates: 

Adair: 

James  C.  Salato,  Columbia 

Allen: 

J.  W.  Meredith,  Scottsville 

Anderson: 

Boyd  Caudill,  Lawrenceburg 

Ballard: 

H.  G.  Sargent,  Barlow 

Barren: 

Clifton  G.  Follis,  Glasgow 

Bath: 

H.  S.  Gilmore,  Owingsville 

Bell: 

David  C.  Asher,  Pineville 

Boone: 

G.  L.  Rouse,  Florence 

Bourbon: 

Jesse  Smith,  Paris 

Boyd: 

H.  E.  Martin,  Ashland 

Boyle: 

Chris  Jackson,  Danville 

Bracken: 

Breathitt: 

C.  A.  Marquardt,  Augusta 

Breckinridge: 

Bullitt: 

W.  H.  Brown,  Irvington 

Butler: 

D.  G.  Miller,  Morgantown 

Caldwell: 

F.  P.  Giannini,  Princeton 

August  1956  • The  Journal  of  the  Kentuc\ 


Calloway: 

A.  D.  Butterworth,  Murray 

H.  B.  Martin,  Louisville 

Campbell-Kenton:  Norman  Adair,  Covington 

R.  H.  Moore,  Jr.,  Louisville 

Carl  Kumpe,  Ft.  Mitchell 

R.  F.  Monroe,  Louisville 

J.  J.  Rolf,  Covington 

John  Bell,  Louisville 

Robert  Hoffmann,  Ft.  Mitchell 

John  Weeter,  Louisville 

Marc  Reardon,  Covington 

Carroll  Witten,  Louisville 

Carlisle: 

J.  F.  Harrell,  Bardwell 

Samuel  Smith,  Louisville 

Carroll: 

E.  S.  Weaver,  Carrollton 

Jessamine: 

J.  S.  Williams,  Nicholasvillc 

Carter: 

J.  Watts  Stovall,  Grayson 

Johnson: 

Casey: 

K.  R.  Adams,  Liberty 

Knott: 

M.  F.  Kelley,  Hindman 

Christian: 

Charles  Yancey,  Hopkinsville 

Knox: 

T.  R.  Davis,  Barbourville 

Clark: 

Charles  F.  Martin,  Winchester 

Larue: 

J.  D.  Handley,  Hodgenville 

Clay: 

W.  E.  Becknell,  Manchester 

Laurel: 

S.  M.  Adams,  London 

Clinton: 

E.  A.  Barnes,  Albany 

Lawrence: 

J.  E.  Carter,  Louisa 

Crittenden: 

Lee: 

J.  M.  Smith,  Beattyville 

Cumberland: 

Joseph  Schickel,  Burksville 

Leslie: 

Daviess: 

A.  B.  Colley,  Owensboro 

Letcher: 

Carl  Pigman,  Whitesburg 

Edmonson: 

S.  E.  Farmer,  Brownsville 

Lewis: 

Elliott: 

John  F.  Greene,  Sandy  Hook 

Lincoln: 

M.  M.  Phillips,  Crab  Orchard 

Estill: 

S.  G.  Marcum,  Irvine 

Livingston: 

Fayette: 

R.  G.  Elliott,  Lexington 

Logan : 

G.  L.  Richardson,  Adairville 

C.  C.  Johnson,  Lexington 

Lyon : 

J.  E.  Cotthoff,  Kuttawa 

N.  L.  Bosworth,  Lexington 

Madison: 

Douglas  Jenkins,  Richmond 

John  W.  Scott,  Lexington 

Magoffin: 

T.  L.  Adams,  Lexington 

Marion: 

Eli  George,  Lebanon 

Carl  Fortune,  Lexington 

Marshall: 

George  McLain,  Benton 

R.  C.  Blount,  Lexington 

Martin: 

Fleming: 

R.  W.  Fidler,  Flemingsburg 

Mason: 

C.  G.  Prindle,  Maysvillc 

Floyd: 

M.  V.  Wicker,  Wayland 

McCracken: 

Leon  Higdon,  Paducah 

Franklin: 

Esten  S.  Kimbel,  Frankfort 

McCreary: 

M.  D.  Haley,  Stearns 

Fulton: 

R.  Ward  Bushart,  Fulton 

McLean: 

W.  G.  Edds,  Calhoun 

Gallatin: 

George  Harris,  Warsaw 

Mead: 

Garrard: 

V.  G.  Kinnaird,  Lancaster 

Menifee: 

D.  L.  Graves,  Frenchburg 

Grant: 

Mercer: 

T.  D.  Meredith,  Harrodsburg 

Graves: 

Robert  Orr,  Mayfield 

Metcalfe: 

E.  S.  Dunham,  Edmonton 

Grayson: 

Clyde  Nichols,  Clarkson 

Monroe: 

T.  L.  Carter,  Tompkinsville 

Green: 

J.  W.  Miller,  Greensburg 

Montgomery: 

J.  M.  Bush,  Mt.  Sterling 

Greenup: 

J.  G.  Boggs,  Rus'^cll 

Morgan: 

Alec  Spencer,  West  Liberty 

Hancock: 

Muhlenberg: 

H.  H.  Woodson,  Greenville 

Hardin:  W. 

A.  Litzenberger,  Elizabethtown 

Nelson: 

K.  L.  Stinnette,  Bardstown 

Harlan: 

E.  M.  Howard,  Harlan 

Nicholas: 

B.  F.  Reynolds,  Carlisle 

Philip  J.  Begley,  Harlan 

Ohio: 

Oscar  Allen,  Beaver  Dam 

Harrison: 

J.  P.  Wyles,  Cynthiana 

Oldham: 

J.  T.  Walsh,  LaGrange 

Hart: 

Fred  J.  Cecil,  Horse  Cave 

Owen: 

Maurice  Bowling,  Owenton 

Henderson: 

J.  L.  Tanner,  Henderson 

Owsley: 

W.  B.  Gabbard,  Booneville 

Henry: 

W.  P.  McKee,  Eminence 

Pendleton: 

W.  M.  Townsend,  Falmouth 

Hickman: 

V.  A.  Jackson,  Clinton 

Perry: 

C.  C.  Rutledge,  Hazard 

Hopkins: 

L.  C.  Trover,  Madisonville 

Pike: 

Adam  Osborne,  Pikeville 

Jackson: 

Powell : 

Jefferson: 

R.  H.  Akers,  Louisville 

Pulaski : 

Brent  Weddle,  Somerset 

W.  C.  Buschemeyer,  Louisville 

Robertson: 

Perry  Overby,  Mt.  Olivet 

F.  D.  Coleman,  Louisville 

Rockcastle: 

R.  G.  Webb,  Livingston 

W.  B.  Davis,  Louisville 

Rowan: 

R.  S.  Dyer,  Louisville 

Russell: 

M.  M.  Lawrence,  Jamestown 

A.  H.  Keeney,  Louisville 

Scott: 

H.  G.  Wells,  Georgetown 

J.  S.  Llewellyn,  Louisville 

Shelby: 

Don  Chatham,  Shelbyville 

A.  O.  Miller,  Louisville 

Simpson: 

L.  F.  Beasley,  Franklin 

Houston  W.  Shaw,  Louisville 

Spencer: 

W.  H.  Skaggs,  Taylorsville 

U.  R.  Ulferts,  Louisville 

Taylor: 

W.  R.  Mann,  Mannsville 

Rudy  Vogt,  Louisville 

Todd: 

R.  D.  Lynn,  Elkton 

John  Allen,  Louisville 

Trigg: 

John  Futrell,  Cadiz 

W.  H.  Bizot,  Louisville 

Trimble: 

Carl  Cooper,  Jr.,  Bedford 

G.  W.  Bryant,  Louisville 

Union : 

G.  B.  Carr,  Sturgis 

Blaine  Lewis,  Louisville 

Warren:  J 

. T.  Gilbert,  Jr.,  Bowling  Green 

R.  C.  Long,  Louisville 

Washington: 

M.  A.  Coyle,  Springfield 
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Wayne:  F.  L.  Duncan,  Monticello 

Webster: 

Whitley:  K.  P.  Smith,  Corbin 

Wolfe: 

Woodford:  George  H.  Gregory,  Versailles 

KSMA  Officers  to  be  Elected 
at  Second  Session  of  House 

The  KSMA  House  of  Delegates  will  elect 
the  Association's  1956-57  officers  at  the  second 
session  of  the  House,  September  19.  Offices  to 
be  filled  are: 

President-elect:  (Eastern  Section)  one  year 

Vice  Presidents:  (Central,  Eastern  and  West- 
ern Sections)  one  year 

Secretary:  (to  fill  the  unexpired  term  of 
Bruce  Underwood,  M.D.)  two  years 

Speaker  of  the  House:  (Charles  Vance, 

M.D.,  Lexington)  three  years 

Vice  Speaker:  (E.  W.  Jackson,  M.D.,  Pa- 
ducah ) three  years 

Delegate  to  the  AMA:  (W.  Clark  Bailey, 
M.D.,  Harlan)  two  years 

Alternate  delegate  to  the  AMA:  two  years 

(Incumbent  officers  are  listed  in  paren- 
theses ) . 

According  to  By-law  provisions  the  Nomi- 
nating Committee,  which  was  named  at  the 
final  meeting  of  the  1955  Session,  will  an- 
nounce its  candidates  at  the  beginning  of  the 
Second  Scientific  Session  on  Tuesday  afternoon 
September  18.  The  House  of  Delegates  will 
vote  on  these  nominees  at  the  second  session. 
Additional  nominations  can  be  made  from  the 
floor. 

Chairman  Pace  to  Read  Report 
of  KSMA  Council  Sept.  17 

Actions  taken  during  the  1955-56  associa- 
tional  year  by  the  KSMA  Council  and  its  Exec- 
utive Committee  will  be  reported  to  the  House 
of  Delegates  on  Monday  night,  September  17 
at  the  initial  session  by  J.  Vernon  Pace,  M.D., 
Paducah,  chairman. 

The  report  will  demonstrate  anew  the  great 
amount  of  responsibility  the  members  of  the 
Council  must  assume  in  looking  after  the  as- 
sociation’s affairs  between  meetings  of  the 
House  of  Delegates. 

The  Executive  Committee  of  the  Council 
has  held  four  day-long  meetings  and  the  Coun- 
cil has  held  five  sessions,  prior  to  the  meeting 
scheduled  for  Monday  afternoon,  September 
17. 

With  the  elevation  of  Richard  R.  Slucher, 
M.D.,  Louisville,  to  the  office  of  President- 
elect, at  the  end  of  the  first  year  of  a three  year 
term  as  councilor  of  the  Fifth  District,  the 
House  of  Delegates  in  1955  elected  Carlisle 
Morse,  M.D.,  Louisville,  to  fill  the  vacancy. 


The  House  also  elected  in  1955  the  follow- 
ing five  councilors  to  succeed  themselves  for 
three  year  terms:  Walter  L.  O’Nan,  M.D.,  Hen- 
derson, Second  District;  Branham  B.  Baugh- 
man, M.D.,  Frankfort,  Seventh  District;  J.  M. 
Stevenson,  M.D.,  Brooksville,  Ninth  District; 
J.  Farra  Van  Meter,  M.D.,  Lexington,  Tenth 
District  and  Charles  B.  Johnson,  M.D.,  Rus- 
sell, Thirteenth  District. 

CARLISLE  MORSE,  M.D. 

Louisville 
Fifth  District 

Dr.  Morse,  a native  of  Caldwell  County,  is 
a graduate  of  Western  Kentucky  Teachers  Col- 
lege and  Swarthmore  College.  He  received  his 
medical  degree  in  1930  from  the  University 
of  Louisville  School  of  Medicine. 

He  spent  four  years  at  the  Louisville  General 
Hospital  in  a rotating  internship  and  residencies 
in  psychiatry  and  medicine.  Now  he  is  assist- 
ant professor  of  medicine  at  the  University 
of  Louisville. 

A member  of  the  KSMA,  AMA,  and  SMA, 
Dr.  Morse  is  a fellow  of  the  American  College 
of  Physicians.  He  is  Governor  for  Kentucky 
for  the  American  Diabetes  Association,  and 
chairman  of  the  KSMA  Diabetes  Committee. 
Dr.  Morse  is  past  secretary  and  treasurer  of 
the  Jefferson  County  Medical  Society. 

Seven  Reference  Committees 
to  Operate  at  ’56  Meeting 

Having  as  its  purpose  to  provide  each  Refer- 
ence Committee  with  more  time  for  considera- 
tion of  the  various  reports  of  committees  and 
officers  made  to  the  House  of  Delegates  two 
new  reference  committees  will  be  in  operation 
at  the  1956  Annual  Session. 

Charles  A.  Vance,  M.D.,  Lexington,  speaker 
of  the  House,  said  that  the  KSMA  Council  had 
authorized  him  to  name  seven  reference  com- 
mittees instead  of  five  to  handle  the  work  of 
the  1956  meeting.  The  new  committees  will 
meet  in  the  same  room  and  at  the  same  time 
the  original  five  have  met  for  years.  Dr.  Vance 
said. 

Dr.  Vance  outlined  the  duties  of  the  com- 
mittees as  follows: 

1.  At  the  first  meeting  of  the  House  of  Dele- 
gates on  September  17,  the  60-odd  reports  of 
the  officers,  council  and  KSMA  committees 
and  agencies  which  are  made  to  the  House  v/ill 
be  referred  to  one  of  the  seven  reference  com- 
mittees. 

2.  The  members  of  the  Reference  commit- 
tees will  meet  in  the  reference  committee  room 
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at  Columbia  Auditorium  at  1:45  p.m.  Tuesday 
for  a short  briefing  session.  They  will  go  into 
session  at  2 p.m. 

3.  The  Committees  will  hold  hearings  for  two 
hours.  During  this  period  any  member  of  the 
KSMA  who  wants  to  be  heard  on  one  or  more 
issues  before  the  House  is  urged  to  be  present 
and  make  his  views  known.  Dr.  Vance  said  if 
the  member  did  not  know  where  to  go  to  be 
heard  to  contact  him,  any  KSMA  officer  or 
member  of  the  Headquarters  staff. 

4.  The  reference  committees  will  go  into 
executive  session  following  the  hearings.  Dur- 
ing this  session  the  committees  will  study  the 
reports,  review  the  testimony  heard,  and  decide 
on  recommendations  on  the  reports  assigned  to 
them. 

5.  The  final  duty  of  the  Committees  is  to 
present  the  recommendations  on  the  reports  at 
the  final  meeting  of  the  Delegates,  Wednesday, 
September  19. 

Following  are  the  names  of  the  delegates 
who  will  make  up  the  reference  committees 
and  the  names  of  those  who  will  serve  on  the 
Credentials  Committee  and  who  make  up  the 
Alternate  Committee  member  list: 

REFERENCE  COMMITTEE  NUMBER  1 — 

Reports  of  Officers  and  Councilors 

E.  M.  Howard,  M.D.,  Harlan,  Chairman 
Rankin  C.  Blount,  M.D.,  Lexington,  Vice- 

Chairman 

A.  O.  Miller,  M.D.,  Louisville 
J.  L.  Tanner,  M.D.,  Henderson 
H.  E.  Martin,  M.D.,  Ashland 

REFERENCE  COMMITTEE  NUMBER  2— 

Reports  on  Medical  Care,  Medical  Educa- 
tion, Hospitals  and  Related  Subjects 
Richard  G.  Elliott,  M.D.,  Lexington,  Chairman 
Chris  Jackson,  M.D.,  Danville,  Vice-Chairman 
John  D.  Handley,  M.D.,  Hodgenville 
Clifton  Follis,  M.D.,  Glasgow 
Marc  Reardon,  M.D.,  Covington 

REFERENCE  COMMITTEE  NUMBER  3— 

Reports  on  Legislation  and  Public  Relations 
Charles  Maguire,  M.D.,  Louisville,  Chairman 
Carl  Fortune,  M.D.,  Lexington,  Vice-Chairman 
Donald  L.  Graves,  M.D.,  Frenchburg 
Ralph  D.  Lynn,  M.D.,  Elkton 
Norman  Adair,  M.D.,  Covington 

REFERENCE  COMMITTEE  NUMBER  4— 

Reports  on  Miscellaneous  Business 
T.  O.  Meredith,  M.D.,  Harrodsburg,  Chairman 
W.  E.  Becknell,  M.D.,  Manchester,  Vice- 
Chairman 

F.  P.  Giannini,  M.D.,  Princeton 
Robert  S.  Dyer,  M.D.,  Louisville 
T.  R.  Davies,  M.D.,  Barbourville 

REFERENCE  COMMITTEE  NUMBER  5— 

Reports  on  Miscellaneous  Business 
Roy  H.  Moore,  Jr.,  M.D.,  Louisville,  Chairman 
Frank  Duncan,  M.D.,  Monticello,  Vice-Chair- 
man 


Glenn  W.  Bryant,  M.D.,  Louisville 
A.  D.  Butterworth,  M.D.,  Murray 
Charles  F.  Martin,  M.D.,  Winchester 
REFERENCE  COMMITTEE  NUMBER  6 — 

Reports  on  Miscellaneous  Business 
Leon  Higdon,  M.D.,  Paducah,  Chairman 
Carl  Pigman,  M.D.,  Whitesburg,  Vice-Chair- 
man 

Blaine  Lewis,  Jr.,  M.D.,  Louisville 
Douglas  Jenkins,  M.D.,  Richmond 
W.  G.  Eads,  M.D.,  Calhoun 
REFERENCE  COMMITTEE  NUMBER  7— 

Reports  on  Miscellaneous  Business 
L.  F.  Beasley,  M.D.,  Franklin,  Chairman 
Keith  P.  Smith,  M.D.,  Corbin,  Vice-Chairman 
Carl  Cooper,  Jr.,  M.D.,  Bedford 
Charles  C.  Rutledge,  M.D.,  Hazard 
J.  A.  Llewellyn,  M.D.,  Louisville 
CREDENTIALS  COMMITTEE 
Charles  R.  Yancey,  M.D.,  Hopkinsville,  Chair- 
man 

Glenn  Marcum,  M.D.,  Irvine 
E.  A.  Barnes,  M.D.,  Albany 

ALTERNATE  COMMITTEE  MEMBERS 

H.  G.  Sargent,  M.D.,  Barlow 

J.  P.  Wyles,  M.D.,  Cynthiana 

Ward  Bushart,  M.D.,  Fulton 

J.  S.  Williams,  M.D.,  Nicholasville 

W.  P.  McKee,  M.D.,  Eminence 

Robert  Hoffman,  M.D.,  South  Fort  Mitchell 

John  Allen,  Jr.,  M.D.,  Louisville 

Carl  Kumpe,  M.D.,  Fort  Mitchell 

S.  E.  Farmer,  M.D.,  Brownsville 

David  Asher,  M.D.,  Pineville 

J.  W.  Miller,  M.D.,  Greensburg 

D.  G.  Miller,  M.D.,  Morgantown. 

Nominating  Committee  to  Hold 
First  Session  September  17 

Any  KSMA  member  wishing  to  confer  with 
the  Nominating  Committee  for  General  KSMA 
Officers  for  the  1956-57  year  will  have  the  op- 
portunity to  do  so  immediately  following  the 
close  of  the  first  session  of  the  House  of  Dele- 
gates at  the  Columbia  Auditorium,  Monday 
evening,  September  17,  according  to  Howell  J. 
Davis,  M.D.,  Owensboro,  chairman  of  the  com- 
mittee. 

Procedures  for  the  operation  of  the  com- 
mittee as  set  forth  by  the  By-laws  adopted  at 
the  1955  session  will  be  carefully  followed.  Dr. 
Davis  said.  The  Speaker  of  the  House  will  an- 
nounce at  the  close  of  the  first  meeting  the  lo- 
cation of  the  second  session  the  Nominating 
Committee  will  hold.  Dr.  Davis  urged  all  mem- 
bers interested  in  the  work  of  this  committee 
to  appear  at  that  time. 

Recommendations  of  the  nominating  com- 
mittee will  be  presented  at  1:45  PM,  Tuesday 
in  the  Auditorium  just  prior  to  the  beginning  of 
the  second  scientific  session,  as  called  for  in 
the  By-laws.  At  this  time  the  nominee  or  nomi- 
nees for  each  office  will  be  announced. 
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General  election  of  officers  will  be  held  on 
1 Wednesday  evening,  September  19  near  the 
close  of  the  final  session  of  the  House.  The 
recommendations  of  the  Nominating  Commit- 
tee will  again  be  read.  By-laws  provide  that 
other  nominations  may  be  made  from  the  floor 
I “without  discussion  or  comment.” 

Other  members  of  the  Nominating  Commit- 
! tee  are:  W.  B.  Atkinson,  M.D.,  Campbellsville; 
Thomas  J.  Gilbert,  M.D.,  Bowling  Green;  John 
Harter,  M.D.,  Louisville  and  Harvey  Stone, 

I M.D.,  Hopkinsville. 

I Five  KSMA  District  Councilors 
to  be  Elected  September  19 

Five  KSMA  councilors  will  be  elected  for 
I three  year  terms  at  the  final  session  of  the 
I House  of  Delegates,  Wednesday  September  19 
at  Columbia  Auditorium,  according  to  J.  Ver- 
I non  Pace,  M.D.,  Paducah,  chairman  of  the 
Council. 

j Councilors  will  be  elected  for  the  following 
j districts:  first,  third,  fourth,  twelfth  and  four- 
I teenth. 

Incumbent  councilors  are:  J.  Vernon  Pace, 
M.D.,  Paducah;  Delmas  Clardy,  M.D.,  Hop- 
kinsville; W.  Keith  Crume,  M.D.,  Bardstown; 
Garnett  Sweeney,  M.D.,  Liberty  and  John 
Archer,  M.D.,  Prestonsburg.  All  are  eligible  to 
succeed  themselves  except  Dr.  Clardy. 

The  method  of  selecting  nominees  for  the 
office  of  district  councilor  as  set  forth  in  the 
By-laws  is: 

“The  Delegates  from  the  counties  in  each 
Councilor  District  shall  form  the  Nominating 
Committee  for  the  purpose  of  nominating 
Councilor  for  the  Councilor  District  concerned. 
This  committee  shall  hold  a meeting  open  to 
all  active  members  of  Councilor  District  con- 
cerned who  are  in  attendance  at  the  meeting 
for  the  purpose  of  discussing  the  nomination 
for  the  Councilor  to  serve  the  District.  Addi- 
tional nominations  may  be  made  from  the  floor 
by  any  member  of  the  House  of  Delegates 
when  the  Nominating  Committee  makes  its  re- 
port to  the  House  of  Delegates.” 

The  Speaker  of  the  House  will  announce, 
at  the  close  of  the  first  session  of  the  House,  the 
location  of  the  meetings  for  the  delegates  of 
each  district  who  will  nominate  a councilor. 

A>vards  Committee  to  Follovy/ 
New  Procedure  at  ’56  Meet 

The  1956  winners  of  the  Distinguished 
Service  Medal  and  the  Outstanding  General 
Practitioner  Award,  named  each  year  by  the 
House  of  Delegates,  will  be  selected  by  a new 


procedure  as  a result  of  action  at  the  1955 
meeting  of  the  House. 

The  Awards  Committee,  of  which  Ernest 
Strode,  M.D.,  Lexington,  is  chairman,  has 
functioned  throughout  the  year  following  its 
appointment  by  the  speaker  of  the  House  at  the 
close  of  the  1955  meeting. 

The  new  procedure  calls  for  Dr.  Strode’s 
committee  to  report  its  nominations  for  the 
two  high  honors  at  the  first  meeting  of  the 
House,  on  Monday  evening  Sepember  17.  At 
the  second  meeting  on  Wednesday  evening, 
before  the  House  votes  on  these  nominees,  ad- 
ditional nominations  may  be  made  from  the 
floor. 

Last  year  the  Distinguished  Service  Medal 
went  to  J.  B.  Lukins,  M.D.,  Louisville  and  A. 
O.  Miller,  M.D.,  Scottsville,  was  presented  the 
General  Practitioner  Award. 

Other  members  of  the  Awards  Committee 
are:  Hugh  Adkins,  M.D.,  Louisville;  Joseph 
Kurre,  M.D.,  Owensboro;  Frank  Sewall,  M.D., 
Mt.  Sterling;  and  Charles  Yancey,  M.D.,  Hop- 
kinsville. 


Record  Number  of  Exhibitors 
to  Participate  in  Meeting 

Benefits,  both  practical  and  positive,  will  be 
received  by  all  who  visit  the  booths  in  the 
Technical  Exhibit  Hall  at  the  1956  Annual 
Meeting,  W.  O.  Johnson,  M.D.,  chairman  of 
the  Committee  on  Technical  Exhibits,  prom- 
ised. 

A record  number  of  65  spaces  have  been 
purchased  by  companies  that  are  working  to- 
gether to  meet  today’s  exacting  requirements 
of  medicine  and  surgery.  Dr.  Johnson  stated. 

“The  1956  KSMA  Technical  Exposition 
stands  out  as  an  important  educational  feature 
of  this  meeting — and  encyclopedia  of  new 
ideas,  new  services,  new  techniques  and  au- 
thoritative information  about  the  products  with 
which  we  work”.  Dr.  Johnson  said. 

The  exposition  officially  opens  at  8 AM 
(CDST),  Tuesday  morning,  September  18.  It 
will  open  each  morning  at  8 and  close  at  5:30 
except  on  Thursday,  when  it  will  close  for  the 
meeting  at  3:30  PM.  The  program  committee 
has  scheduled  time  for  all  attending  the  meet- 
ing to  visit  the  exhibits  at  regularly  scheduled 
intermissions  both  during  the  morning  and 
afternoon  sessions,  as  well  as  between  and  after 
sessions. 

Dr.  Johnson  pointed  out  that  each  exhibiting 
company  was  carefully  screened  and  only  com- 
panies with  approved  products  accepted. 

A new  three-cent  commemorative  US  postage 

stamp,  honoring  the  fiftieth  anniversary  of  the  pas- 
sage of  the  first  Federal  Food  and  Drug  Act,  was 
issued  June  27.  The  stamp  is  dedicated  to  Dr.  Harvey 
W.  Wiley,  the  chemist  who  was  a major  force  behind 
the  passage  of  the  act. 
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Guest  Speakers 


EDGAR  BURNS,  M.D.* 

New  Orleans,  Louisiana 

Dr.  Burns,  director  of  the  department  of 
urology  at  the  Ochsner  Clinic  and  Foundatiin 

Hospital  in  New  Or- 
leans, is  president  of 
the  American  Board 
of  Urology. 

A graduate  of 
Northwestern  Univer- 
sity Medical  School, 
he  is  professor  and 
chairman  of  the  De- 
partment of  Urology 
at  Tulane  University 
Medical  School. 

Dr.  Burns  is  a member  of  the  Southern  Sur- 
gical Association,  the  American  College  of 
Surgeons,  the  American  Association  of  Genito- 
urinary Surgeons  and  the  American  Urological 
Association. 

On  Thursday  September  20  at  2 PM  Dr. 
Burns  will  talk  on  “Management  of  Urinary 
Tract  Infections.”  His  talk  before  the  specialty 
group  session  Wednesday  afternoon  will  be 
entitled  “Injuries  of  the  Urinary  Tract  During 
General  and  Gynecologic  Surgery.” 

FRANZ  REICHSMAN,  M.D.* 

Rochester,  New  York 

Dr.  Reichsman,  a native  of  Vienna,  Austria, 
is  assistant  professor  of  psychiatry  and  medi- 
cine at  the  University 
of  Rochester.  He  re- 
ceived his  MD  in  1938 
from  the  University 
of  Vienna. 

Dr.  Reichsman, 
who  became  an  Amer- 
ican citizen  in  1947, 
was  research  assistant 
in  the  department  of 
medicine  at  Johns 
Hopkins  Medical 
School  from  1939-40;  assistant  professor  of 
medicine  at  Southwestern  Medical  College  in 
Dallas  from  June  1944  to  December  1945 


* Indicates  that  the  speaker  in  addition  to  addressing  one  of  the 
General  Scientific  Sessions  of  the  KSMA  Annual  Meeting  is  also 
scheduled  to  speak  before  one  of  the  Specialty  groups  on  Wednes- 
day afternoon. 


and  Commonwealth  Fund  Fellow  in  Psy- 
chiatry and  Medicine  at  Rochester  University 
from  1952  to  1954. 

He  is  a member  of  the  American  Psycho- 
somatic Society,  American  Psychiatric  Asso- 
ciation (associate)  and  the  New  York  Academy 
of  Sciences. 

He  will  discuss  “Behavior  and  Gastric 
Secretion:  A Study  of  an  Infant  with  a Gas- 
tric Fistula”  before  the  general  assembly  at 
1:50  PM,  Tuesday,  September  18,  and  “Spon- 
taneous and  Experimentally  Induced  Depres- 
sions in  an  Infant  with  a Gastric  Fistula”  at 
the  specialty  group  session. 

PAUL  T.  CHAPMAN,  M.D.* 

Detroit,  Michigan 

Dr.  Chapman,  tuberculosis  controller  for 
the  City  of  Detroit  since  1951,  is  the  author  of 

a number  of  papers  on 
the  treatment  and  con- 
trol of  tuberculosis. 
He  is  a graduate  of 
the  University  of  Cin- 
cinnati Medical 
School. 

Since  completion  of 
a residency  in  thoracic 
surgery  in  1939  he 
has  served  as  chief 
physician  and  later  as 
chief  of  tuberculosis  hospitalization  and  field 
service  for  the  City  of  Detroit. 

Dr.  Chapman  is  assistant  clinical  professor 
at  Wayne  University;  instructor  in  the  School 
of  Public  Health  at  the  University  of  Michigan; 
special  consultant  of  the  United  States  Public 
Health  Service  and  senior  consultant  in  TB 
at  the  Veterans  Administration  Hospital  in 
Dearborn. 

He  will  discuss  “Present  Status  of  Chemo- 
therapy for  Tuberculosis”  before  the  general 
assembly,  at  4 PM  Tuesday,  September  18. 
Before  the  specialty  group  session  on  Wednes- 
day the  19th,  Dr.  Chapman  will  speak  on 
“Hospital  and  Post  Sanatorium  Treatment  of 
Tuberculosis  in  Detroit.” 


FRANK  L.  McPHAIL,  M.D.* 

Great  Falls,  Montana 

Dr.  McPhail,  past  president  of  the  Montana 
Medical  Association,  is  the  senior  obstetrician 

and  gynecologist  at 
the  Great  Falls  Clinic 
and  obstetrician  and 
gynecologist  at  the 
Montana  Deaconess 
Hospital. 

A graduate  of  the 
University  of  Michi- 
gan Medical  School, 
he  was  certified  by  the 
American  Board  of 
Obstetrics  and  Gyne- 
cology in  1937. 

Dr.  McPhail  is  a member  of  the  American 
Association  of  Obstetricians  and  Gynecologists, 
the  American  Academy  of  Obstetrics  and 
Gynecology  and  a Fellow  of  the  American  Col- 
lege of  Surgeons.  He  is  past  president  of  the 
Pacific  Northwest  Obstetrical  and  Gynecologi- 
cal Association  and  of  the  Central  Association 
of  Obstetricians  and  Gynecologists  and  is 
chairman  of  the  Western  Interstate  Commission 
on  Higher  Education. 

Dr.  McPhail’s  talk  before  the  general  as- 
sembly Thursday,  September  20  will  be  en- 
titled “Early  Diagnosis  of  Carcinoma  of  the 
Cervix”  and  before  the  specialty  group  session, 
“Pelvic  Endometriosis.” 

JOSEPH  R.  BUSTETTER,  D.D.S. 

Louisville 

Dr.  Bustetter,  Louisville,  nationally  recog- 
nized in  the  field  of  prosthetics,  will  be  the 
guest  scientific  speak- 
er from  the  Dental 
profession  at  the  1956 
Annual  Meeting.  He 
is  past  president  of  the 
Kentucky  Section  of 
the  American  College 
of  Dentists. 

Born  in  Greenup, 
Kentucky,  April  28, 
1906,  Dr.  Bustetter 
was  graduated  from 
the  Universty  of  Louisville  School  of  Dentis- 
try in  1930.  Since  graduation  he  has  been  a 
member  of  the  faculty. 

A past  president  of  the  Louisville  District 
Dental  Society  and  consultant  in  Prosthetic 


Dentistry  to  the  Veterans  Administration,  Dr. 
Bustetter  is  a member  of  the  ADA,  the  Amer- 
ican Association  for  Cleft  Palate  Rehabilitation 
and  the  American  College  of  Dentists. 

He  will  speak  September  18  at  2:30  PM  on 
“The  Prosthetic  Management  of  Palatal  De- 
ficiencies, Congenital  and  Acquired." 

LOUIS  A.  BUIE,  M.D. 

Rochester,  Minnesota 

Dr.  Buie,  professor  emeritus  of  proctology 
at  the  Mayo  Foundation  Graduate  School, 

University  of  Minne- 
sota, is  also  an  emeri- 
tus member  of  the 
Mayo  Clinic. 

A graduate  of  the 
University  of  Mary- 
land School  of  Medi- 
cine, Dr.  Buie  has 
been  certified  by  the 
American  Boards  of 
Surgery  and  Proctol- 
ogy. 

Dr.  Buie,  a member  of  the  AMA  Judicial 
Council,  is  chairman  of  the  Council  on  Con- 
stitution and  By-laws.  He  is  vice  chairman  of 
the  General  Advisory  Committee  of  the  Nation- 
al Foundation  for  Infantile  Paralysis. 

He  will  discuss  “Office  Practice  in  Proc- 
tology” at  the  specialty  group  session  Wednes- 
day afternoon,  September  19. 

WENDELL  G.  SCOTT,  M.D.* 

St.  Louis,  Missouri 

Dr.  Scott,  a graduate  of  Washington  Uni- 
versity School  of  Medicine  in  St.  Louis,  is  as- 
sociate professor  of 
clinical  radiology  at 
the  school. 

Chairman  of  the 
Commission  on  Pub- 
lic Relations  of  the 
American  College  of 
Radiology,  Dr.  Scott 
is  associate  editor  of 
the  American  Journal 
of  Roentgenology,  Ra- 
dium Therapy  and 
Nuclear  Medicine. 

Dr.  Scott  is  also 
consultant  to  the  Veterans  Administration  and 
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the  Department  of  the  Navy  and  chairman  of 
the  Special  Medical  Advisory  Group  Depart- 
ment of  Medicine  and  Surgery  of  the  Veterans 
Administration  in  Washington,  D.  C. 

Dr.  Scott  will  discuss  “Carcinoma  of  the 
Colon  and  Its  Early  Detection”  at  3:30  PM, 
September  18.  He  will  speak  on  “The  Use  of 
Radioactive  Isotopes  in  the  Treatment  of  Can- 
cer” before  the  specialty  group  session  Septem- 
ber 19. 

KATHARINE  DODD,  M.D.* 

Little  Rock,  Arkansas 

Dr.  Dodd,  a native  of  Providence,  Rhode 
Island,  attended  Bryn  Mawr  College  and  was 

graduated  from  The 
Johns  Hopkins  Medi- 
cal School  in  1921. 
She  served  residencies 
in  pediatrics  at  Hop- 
kins and  Yale. 

She  began  her  med- 
ical career  with  the 
Quakers  and  in  1925 
went  to  Vanderbilt  as 
assistant  and  later 
associate  professor  of 
pediatrics.  From  1944  to  1952  she  was  associ- 
ate professor  of  pediatrics  and  research  fellow 
of  the  Children's  Hospital  Research  Founda- 
tion in  Cincinnati.  She  is  now  professor  of 
pediatrics  and  head  of  the  Department  at 
the  University  of  Arkansas  School  of  Medicine. 

“Salicylate  Poisoning”  will  be  the  subject 
for  discussion  by  Dr.  Dodd  at  the  general 
session  September  18.  She  will  discuss 
“Anaphylactoid  Purpura”  at  the  specialty 
group  session. 

Dr.  Dodd  will  give  a third  talk  at  the 
specialty  group  session  on  Wednesday,  Sep- 
tember 19.  She  will  speak  on  “Diabetes 
Mellitus  in  Childhood.” 

KSMA  members  are  urged  by  the  Committee 
on  Arrangements  to  purchase  tickets  for  the 
President's  Luncheon,  Wednesday,  September 
19  at  the  registration  desk  at  the  Auditorium. 
The  same  system  of  reserving  seats  that  has 
.worked  successfully  for  the  last  two  years  will 
be  employed  at  the  1956  session. 

6Q0 


J.  OTTO  LOTTES,  M.D.* 

St.  Louis,  Missouri 

Dr.  Lottes,  clinical  instructor  in  orthopedic 
surgery  at  Washington  University  School  of 

Medicine,  received  a 
PhG  degree  from  the 
St.  Louis  College  of 
Pharmacy  and  his  MD 
from  the  University  of 
Louisville.  He  took 
his  orthopedic  surgery 
training  at  St.  Louis 
City  Hospital,  Barnes 
Hospital  and  Wash- 
ington University. 

A diplomate  of  the 
American  Board  of  Orthopedic  Surgery  and 
the  American  College  of  Surgeons,  Dr.  Lottes 
is  section  chief  of  orthopedic  surgery  at  St. 
Anthony’s  Hospital  and  the  St.  Louis  City 
Hospital. 

He  is  a member  of  the  AMA,  SMA,  St. 
Louis  Orthopedic  Society  and  the  American 
Academy  of  Orthopedic  Surgeons. 

Dr.  Lottes,  who  is  in  charge  of  the  US  Army 
research  of  Intramedullary  Nailing  of  the 
Tibia,  will  talk  on  “Complications  and  Errors 
in  the  Treatment  of  Fractures  of  the  Tibia  With 
the  Lottes  Nail”  at  the  specialty  group  session 
on  Wednesday  September  19.  He  will  discuss 
“Treatment  of  Fractures  in  Children”,  Wednes- 
day, September  19  at  11  AM. 

JOHN  E.  BORDLEY,  M.D.* 

Baltimore,  Maryland 

Dr.  Bordley,  a 1929  graduate  of  The  Johns 
Hopkins  University  School  of  Medicine,  is 

now  otolaryngologist- 
in-charge  at  the  Hop- 
kins Hospital  and 
professor  and  director 
of  the  Department 
of  Laryngology  and 
Otology  at  the  school. 

Other  appointments 
include  visiting  otolar- 
yngologist at  Prince 
Alfred  Hospital  in 
Sydney,  Australia; 
chief  consultant  at  Baltimore  City  Hospital; 
regional  consultant  in  audiology  for  the  Vet- 
erans Administration;  and  faculty  member  of 
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The  International  Course  in  Audiology. 

Dr.  Bordley,  who  served  in  the  US  Army 
Medical  Corps,  is  a diplomate  of  the  Ameri- 
can Board  of  Otolaryngology,  a member  of 
the  American  Laryngological  Association, 
American  Otological  Society  and  the  National 
Board  of  Medical  Examiners. 

Topics  Dr.  Bordley  will  discuss  are  “Clini- 
cal Evaluation  of  the  Rhinotomy  Operation" 
at  the  general  session  on  Wednesday,  September 
19  and  “The  Diagnosis  of  Central  Nervous 
Pathway  Hearing  Impairment”  at  the  specialty 
group  session. 


C.  RONALD  STEPHEN,  M.D.* 

Durham,  North  Carolina 

Dr.  Stephen,  a 1940  graduate  of  McGill 
University  has  been  consultant  in  anesthesia  it 
the  Veterans  Admin- 
istration Hospital  in 
Durham  since  1953. 

In  1946  and  47  he 
was  director  of  anes- 
thesia at  the  Neuro- 
logical Institute  in 
Montreal.  From  1947 
to  1950  he  was  direc- 
tor of  the  department 
of  anesthesiology  at 
Children’s  Memorial 

American  Society  of 
Anesthesiologists,  Dr.  Stephen  is  professor  of 
anesthesia  and  chief  of  the  division  of  anes- 
thesia at  Duke  Hospital  and  University  School 
of  Medicine.  From  1948  to  1950  he  was 
assistant  professor  of  anesthesia  at  McGill 
University. 

Dr.  Stephen  will  speak  on  “Ventilation  in 
Anesthesia”  at  the  specialty  group  session 
Wednesday,  September  19.  He'll  discuss  “Pit- 
falls  in  Pediatric  Anesthesia”  at  the  general 
assembly,  Thursday,  September  20,  at  2:30 
PM. 


The  Committee  on  Arrangements  urges  that  K.S.M.A. 
members  wear  their  badges  at  all  times  while  attending 
the  Annual  Meeting  Sessions  at  Columbia  Auditorium, 
September  18,  19  and  20. 


I.  FRANK  TULLIS,  M.D.* 

Memphis,  Tennessee 

Dr.  Tullis  is  professor  of  medicine  and  chief 
of  the  division  of  medicine  at  the  University  of 
Tennessee  School  of 
Medicine.  He  is  a 
graduate  of  the  school. 

Dr.  Tullis  interned 
and  served  a residency 
at  John  Gaston  Hos- 
pital in  Memphis.  He 
served  in  the  army  as 
chief  of  the  field  party 
of  the  Institute  of  In- 
ter - American  Affairs 
in  Honduras,  Central 
America. 

He  is  a diplomate  of 
the  American  Board  of  Internal  Medicine  and 
a fellow  of  the  American  College  of  Physicians. 

“Isotropylnoretinethrine  in  Complete  Heart 
Block”  will  be  the  title  of  Dr.  Tullis’  specialty 
group  speech  on  Wednesday  afternoon,  Sep- 
tember 19.  He  will  discuss  “The  Problem  of 
Arrhythmias  in  Cardiac  Emergencies”,  at 
10:45  AM  Tuesday,  September  18  before  the 
General  Assembly. 

William  McGrath  to  Speak 
at  President’s  Luncheon 

William  L.  McGrath,  Cincinnati,  employer’s 
delegate  to  the  International  Labor  Organiza- 
tion, will  be  the  guest 
speaker  at  the  annual 
President's  Luncheon 
Wednesday  September 
19  at  12:00  on  the 
Roof  Garden  at  the 
Brown  Hotel. 

The  Rt.  Rev.  C. 
Gresham,  Louisville, 
of  Christ  Church  Ca- 
thedral, will  give  the 
invocation.  Gant  Gai- 
ther, M.D.,  Hopkinsivlle,  KSMA  president,  will 
preside  at  the  luncheon.  Dr.  Gaither  will  rec- 
ognize past  presidents  of  the  KSMA  and  presi- 
dents of  the  Council  on  Allied  Medical  Service. 

Mr.  McGrath,  who  will  be  remembered  for 
his  dynamic  talk  at  the  1956  County  Society 
Officers  Conference  in  Lexington,  will  speak 
on  “Life  Among  the  World  Planners.” 

Mr.  McGrath,  president  of  a Cincinnati  heat- 
ing company,  is  director  of  a trust  company, 
gas  and  electric  company,  Cincinnati  Enquirer 
and  the  National  Association  of  Manufacturers. 


Hospital  in  Montreal 
A member  of  th 
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He  is  past  president  of  the  Cincinnati  Chamber 
of  Commerce  and  the  National  Society  for  the 
Advancement  of  Manufacturers. 

1 1 Specialty  Groups  to  Meet 
at  1956  Annual  Meeting 

Two  more  groups  have  joined  the  specialty 
group  rank  bringing  the  ’56  Annual  Meeting 
number  to  1 1 . according  to  KSMA  president, 
Gant  Gaither,  M.D.  The  two  new  ones  are  the 
Kentucky  Radiological  Society  and  the  Ken- 
tucky Orthopedic  Society. 

Each  of  these  1 1 groups  will  sponsor  an 
afternoon  long  scientific  program  on  Wednesday 
afternoon,  September  19. 

KSMA  members  are  free  to  attend  any  of 
the  meetings  which  will  run  simultaneously. 

Talks  by  nationally  recognized  physicians 
and  top  flight  Kentucky  men  and  round  table 
discussions  will  be  presented  at  these  sessions 
according  to  Dr.  Gaither. 

Dr.  Gaither  pointed  out  that  the  general  as- 
sembly will  be  teamed  primarily  to  the  general 
practitioner.  “These  specialty  group  sessions 
are  more  technical  and  are  aimed  at  the  men 
who  limit  their  practice.  These  sessions  will 
offer  an  opportunity  for  them  to  get  the  latest 
knowledge  on  happenings  in  their  particular 
fields.” 

Other  specialty  groups  besides  the  two  al- 
ready mentioned  are:  Kentucky  Society  of  An- 
esthesiologists; Kentucky  Chapter,  American 
College  of  Chest  Physicians;  Kentucky  Eye, 
Ear,  Nose  and  Throat  Society;  Kentucky  Acad- 
emy of  General  Practice;  Kentucky  Obstetrical 
and  Gynecologic  Society;  Kentucky  Chapter, 
American  Academy  of  Pediatrics;  Kentucky 
Chapter,  American  College  of  Physicians;  Ken- 
tucky Psychiatric  Association  and  the  Surgical 
Congress. 

GP’s  Will  Receive  Credit 

The  entire  scientific  program  of  the  1956 
Annual  Meeting  of  the  Kentucky  State  Medical 
Association  will  be  recognized  for  credit  by 
members  of  the  Kentucky  Academy  of  General 
Practice.  All  programs  will  be  accepted  for 
credit  under  category  II.  It  is  expected  by 
competent  observers  that  those  who  sign  up 
for  either  of  the  three  two-hour  post-graduate 
refresher  courses  and  those  who  attend  the 
Wednesday  afternoon  program  of  the  Kentucky 
Academy  of  General  Practice  will  receive  credit 
under  category  I. 
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OFFICIAL  CALL 
ANNUAL  MEETING 
KENTUCKY  STATE  MEDICAL 
ASSOCIATION 

To  the  officers  and  members  of  the  compo- 
nent county  societies  of  the  Kentucky  State 
Medical  Association. 

Meeting  Place 

The  Annual  Meeting  of  the  KSMA  will  con- 
vene at  the  Columbia  Auditorium,  Louisville, 
Tuesday,  Wednesday  and  Thursday,  September 
18,  19,  and  20,  1956.  The  General  Session 
will  be  called  to  order  at  10:30  AM  Tuesday. 
Three  refresher  courses  and  scientific  movies 
start  at  8 AM. 

The  House  of  Delegates 

The  first  regular  session  of  the  House  of 
Delegates  will  convene  at  7:00  PM,  Monday, 
September  17;  the  second  regular  session  will 
begin  at  7:00  PM,  Wednesday,  September  19. 
Both  sessions  will  be  held  in  the  Columbia 
Auditorium. 

Registration 

The  registration  department  will  be  open  in 
the  Columbia  Auditorium  from  6:00  PM  to 
8:00  PM  Monday,  September  17  from  7:45 
AM  to  5:00  PM  on  Tuesday,  September  18; 
from  7 : 45  AM  to  5 : 00  PM  and  6 : 00  PM  to 
8:00  PM  on  Wednesdav,  September  19,  and 
from  7:45  AM  to  5:00  PM  on  Thursday,  Sep- 
tember 20. 


WOMAN’S  AUXILIARY  j 

to  the  i 

KENTUCKY  STATE  MEDICAL 
ASSOCIATION 

Tuesday,  September  18,  Brown  Hotel 

Pre-convention  Board  Breakfast.  9 AM.  Parlors 
A,  B,  C,  Brown  Hotel;  Formal  opening  of  the 
thirty-fourth  Annual  Meeting,  10:30  AM, 

South  Room.  | 

Wednesday,  September  19,  Brown  Hotel  | 

Morning  session,  9 AM,  South  Room;  After-  ' 

noon  session,  beginning  with  a subscription 
luncheon;  Style  show  at  1 PM  in  the  Ball 
Room. 

] 

Thursday,  September  20,  Brown  Hotel  ! 

Post-convention  Board  Breakfast  (subscrip- 
tion) and  meeting,  9 AM,  South  Room. 

Registration 

The  registration  department  of  the  Woman’s 
Auxiliary  will  be  open  in  the  North  Bay  of  the 
lobby  of  the  Brown  Hotel  on  Monday,  Septem- 
ber 17  from  12  noon  to  5 PM;  Tuesday,  Sep- 
tember 18,  9 AM  to  5 PM  and  Wednesday, 
September  19,  9 AM  to  1 1 AM. 
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Post-graduate  Refresher  Courses 
Innovation  at  ’56  Meeting 

A bold  new  carefully  planned  program,  de- 
signed especially  for  the  top  level  general  prac- 
titioner, will  be  presented  from  8 to  10  o’clock 
Central  Daylight  Time  each  morning  during 
the  Annual  Meeting. 

There  will  be  three  of  these  courses  staged 
simultaneously,  with  attendance  limited  to  50 
in  each  course,  according  to  Rudolf  Noer, 
M.D.,  Louisville,  of  the  KSMA  Committee  on 
Scientific  Assembly,  who  is  chairman  of  the 
subcommittee  on  Post  Graduate  Refresher 
Courses  for  the  1956  session. 

“The  Management  of  Trauma”,  “Common 
Problems  in  Infants  and  Children”  and  “A 
Medical  Symposium”  are  the  titles  of  the  three 
courses.  These  programs  will  include  discus- 
sions of  the  latest  procedures  and  drugs,  and 
will  be  given  by  top-flight  faculty  members  of 
the  University  of  Louisville  School  of  Medicine. 

The  Management  of  Trauma  course  will  be 
under  the  direction  of  Harold  E.  Kleinert, 
M.D.,  Louisville,  and  will  be  held  in  the  old 
ballroom  at  the  Columbia  Auditorium.  The 
Tuesday  program  will  center  around  the  gen- 
eral considerations  in  the  management  of  in- 
jured patients.  Special  considerations  will  be 
given  to  anesthesia  for  the  injured  patient  and 
to  recent  developments  in  attempts  at  preven- 
tion of  automobile  produced  injuries. 

Problems  on  the  multiple  injury  patient  will 
be  discussed  on  Wednesday.  Special  considera- 
tion will  be  given  to  the  emergency  treatment 
of  fractures  and  to  transportation  of  the  in- 
jured patient,  particularly  those  with  fractures. 

Thursday's  program  will  feature  special 
problems  in  trauma.  This  will  include  a motion 
picture  demonstration  of  thoracic  injuries,  the 
use  of  tracheostomy  in  badly  injured  patients, 
cranial  trauma,  the  emergency  treatment  of 
burns  and  the  emergency  care  of  eye  injuries. 
This  final  session  will  end  with  a question  and 
answer  period  in  which  all  participants  in  the 
course  will  be  available  for  a round  table  dis- 
cussion of  the  material  covered. 

“Common  Problems  of  Infants  and  Chil- 
dren” will  be  presented  under  the  leadership  of 
Alex  J.  Steigman,  M.D.,  and  Joseph  Little, 
M.D.,  Louisville.  The  pediatrics  group  will 
meet  in  the  Louis  XVI  Room  of  the  Brown 
Hotel. 

Dr.  Steigman  will  preside  at  the  Tuesday 
session  and  Dr.  Little  at  the  Thursday  meeting. 
W.  A.  Brodsky.  M.D.,  Louisville,  will  act  as 
presiding  officer  at  the  Wednesday  refresher 
course. 

The  first  course  on  Tuesday  will  concern  the 
various  causes  of  diarrhea  in  infants  and  chil- 
dren and  the  means  for  diagnosis  and  treat- 
ment. Wednesday’s  program  will  present  the 
anemias  of  childhood.  Discussions  on  infec- 
tious disease  of  childhood  will  be  presented  at 
the  final  session  on  Thursday. 


“Medical  Symposium”  will  be  under  the 
supervision  of  the  new  chairman  of  the  Uni- 
versity of  Louisville  School  of  Medicine,  Bev- 
erly Todd  Towery,  M.D.  This  course  will  be 
held  in  the  lounge  on  the  lower  level  at  the 
Columbia  Auditorium. 

J.  Murray  Kinsman,  M.D.,  dean  of  the  medi- 
cal school,  will  preside  over  the  first  course  on 
Tuesday.  This  discussion  will  center  around  a 
consideration  of  the  recognition  and  manage- 
ment of  the  common  causes  of  coma. 

Dr.  Towery  will  preside  over  the  Wednesday 
and  Thursday  sessions.  Attendants  at  the 
Wednesday  session  will  hear  discussed  the 
problems  encountered  in  the  care  of  the  desper- 
ately ill  patient.  Thursday’s  session  will  be  en- 
titled “Recent  Progress  in  the  Recognition  and 
Treatment  of  Thyroid  Disorders.” 

A small  registration  fee  of  $5.00  to  cover 
costs  of  this  and  future  courses  will  be  charged, 
according  to  Dr.  Noer.  No  fee  is  being  paid 
physicians  giving  the  programs.  Since  attend- 
ance is  limited,  Dr.  Noer  urged  that  the  cou- 
pon provided  below  be  clipped  and  returned 
at  your  earliest  convenience  together  with  your 
check  in  order  that  you  may  be  insured  a place 
at  the  course. 

Full  details  on  the  refresher  courses  were  not 
available  at  press  time.  A complete  program 
will  be  mailed  to  each  KSMA  member  at  a later 
date. 

I i 

j COMMITTEE  ON  POST  GRADUATE  I 
I REFRESHER  COURSES  | 

I 620  South  Third  Street  | 

I Louisville  2,  Kentucky  I 

I Please  enroll  me  in  i 


(subject  of  course  you  desire) 

Which  will  be  held  from  8 to  10  AM  September  18-20 
I enclose  a check  for  $ to  cover  cost  of  course. 

M.D. 


! Town  County  | 

Kentucky  Urologists  to  Meet 

The  Kentucky  Urologists  will  hold  their 
regular  quarterly  meeting  in  Louisville,  Tues- 
day, September  18  at  the  Pendennis  Club. 

The  meeting,  which  will  be  held  during  the 
KSMA  Annual  Meeting,  will  begin  at  6 PM 
with  cocktails  and  dinner.  A pyelogram  clinic 
will  follow.  Reservations  can  be  made  by  writ- 
ing John  Robbins,  M.D.,  1423  Heyburn  Build- 
ing, Louisville. 
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ANNUAL  MEETING  PROGRAM  SUMMARY 

THE  KENTUCKY  STATE  MEDICAL  ASSOCIATION 
SEPTEMBER  17,  18,  19,  20,  1956 
LOUISVILLE 


2:00 

A. 

M. 

5:00 

P. 

M. 

6:00 

P. 

M. 

7:00 

P. 

M. 

MONDAY,  SEPTEMBER  17 

Council  Meeting  Louis  XVI  Room,  Brown  Hotel 

Council  Dinner  Louis  XVI  Room,  Brown  Hotel 

Registration  of  House  of  Delegates Columbia  Auditorium 

First  Meeting  of  House  of  Delegates Columbia  Auditorium 


7:45 

A. 

M. 

8:00 

A. 

M. 

10:30 

A. 

M. 

10:45 

A. 

M. 

1 1:45 

A. 

M. 

1 :45 

P. 

M. 

2:00 

P. 

M. 

TUESDAY,  SEPTEMBER  18 

Registration  Columbia  Auditorium 

Refresher  Courses  and  Scientific  Movies  Columbia  Auditorium  & Brown  Hotel 

Opening  Ceremonies Columbia  Auditorium 

First  Scientific  Session  Columbia  Auditorium 

President's  Address Columbia  Auditorium 

Second  Scientific  Session  Columbia  Auditorium 

Reference  Committee  Meetings  Columbia  Auditorium 


8:00 

A. 

M. 

10:30 

A. 

M. 

1 1 :50 

A. 

M. 

1 :45 

P. 

M. 

5:00 

P. 

M. 

6:00 

P. 

M. 

7:00 

P. 

M. 

WEDNESDAY,  SEPTEMBER  19 

Refresher  Courses  and  Scientific  Movies Columbia  Auditorium,  Brown  Hotel 

Third  Scientific  Session Columbia  Auditorium 

President's  Luncheon  for  Distinguished  Guests  Roof  Garden,  Brown  Hotel 

Specialty  Group  Sessions  (Replacing  the  regular  general  session  will  be  11  specialty  group  scientific 
programs,  which  will  be  held  simultaneously.  Any  KSMA  member  may  attend  any  or  as  many  of  these 
meetings  as  desired.) 

Council  Dinner  Louis  XVI  Room,  Brown  Hotel 

Registration,  House  of  Delegates Columbia  Auditorium 

Second  Meeting,  House  of  Delegates Columbia  Auditorium 


THURSDAY,  SEPTEMBER  20 

8:00  A.  M.  Refresher  Courses  and  Scientific  Movies  Columbia  Auditorium  & Brown  Hotel 

10:30  A.  M.  Fourth  Scientific  Session  Columbia  Auditorium 

11:30  A.  M.  Inaugural  Ceremony,  Presentation  of  Awards Columbia  Auditorium 

12:15  P.  M.  Council  Luncheon  Parlors  A,B,C,  Brown  Hotel 

2:00  P.  M.  Fifth  Scientific  Session  Columbia  Auditorium 

4:30  P.  M.  Adjournment 

A 30-minute  intermission  has  been  scheduled  during  each  morning  and  afternoon  Scientific  Session  for  visitina  the  Scien- 
tific and  Technical  Exhibits. 
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SCIENTIFIC  PROGRAM 


THE  J.  A.  HODGE 

COLUMBIA 

♦ 

THE  KENTUCKY  STATE 


Tuesday,  September  1 8 
COLUMBIA  AUDITORIUM 

7:45  Registration 

8:00  Refresher  Courses  and  Scientific  Movies* 

10:00  Visit  Exhibits 
10:30  Opening  of  General  Session 
Call  to  Order  by  the  President 
Gant  Gaither,  M.D.,  Hopkinsville 
Invocation 

Rev.  Brent  Wood,  Louisville  Pastor,  Strath- 
moor  Presbyterian  Church 
Welcoming  Remarks 

Irvin  Abell,  Jr.,  M.D.,  Louisville,  President 
Jefferson  County  Medical  Society 
Announcements 

Richard  R.  Slucher,  M.D.,  Louisville,  KSMA 
President-elect 


FIRST  SCIENTIFIC  SESSION 

Gant  Gaither,  M.D.,  Hopkinsville,  KSMA  President, 
Presiding 

10:45  “The  Problem  of  Arrhythmias  in  Cardiac  Emer- 
gencies 

I.  Frank  Tullis,  M.D.,  Memphis,  Tennessee 
11:15  “Salicylate  Poisoning” 

Katharine  Dodd.  M.D.,  Little  Rock,  Arkansas 
1 1 :45  President’s  Address 
Lunch 


SECOND  SCIENTIFIC  SESSION 

Everett  Baker,  M.D.,  Louisville,  Vice  president  (Cen- 
tral), Presiding 

1 :45  Report  of  Nominating  Committee 
1 :50  “Behavior  and  Gastric  Secretion:  A Study  of  an 
Infant  with  a Gastric  Fistula” 

Franz  Reichsman,  M.D.,  Rochester,  New 
York 

2:30  “The  Prosthetic  Management  of  Palatal  Deficien- 
cies, Congenital  and  Acquired” 

Joseph  R.  Bustetter,  D.D.S.,  Louisville 
3:00  Visit  Exhibits 

3:30  “Carcinoma  of  the  Colon  and  its  Early  Detection” 
Wendell  G.  Scott,  M.D.,  St.  Louis,  Missouri 
4:00  “Present  Status  of  Chemotherapy  for  Tuberculosis” 
Paul  T.  Chapman,  M.D.,  Detroit,  Michigan 


Wednesday,  September  19 
THIRD  SCIENTIFIC  SESSION 

8:00  Refresher  Courses  and  Scientific  Movies* 

10:00  Visit  Exhibits 

10:30  “Clinical  Evaluation  of  the  Rhinotomy  Operation” 
John  E.  Bordley,  M.D.,  Baltimore,  Maryland 
1 1 :00  “Treatment  of  Fractures  in  Children” 

J.  Otto  Lottes,  M.D.,  St.  Louis,  Missouri 


*For  more  information  see  story  on  pages  693,  701. 


MEMORIAL  MEETING 

AUDITORIUM 

* * 

MEDICAL  ASSOCIATION 


PRESIDENT’S  LUNCHEON 

ROOF  GARDEN — BROWN  HOTEL 
Wednesday,  September  19 
1 1 :50  A.  M. 

Gant  Gaither,  M.D.,  Hopkinsville,  President,  Presid- 
ing 

Invocation 

Rt.  Rev.  C.  Gresham  Marmion,  Louisville, 
Bishop  of  the  Episcopal  Diocese  of  Ken- 
tucky 

Recognitions 

Gant  Gaither,  M.D. 

“Life  Among  the  World  Planners” 

William  I..  McGrath,  Cincinnati 
Employer’s  Delegate  to  the  International 
Labor  Organization.  Geneva 


Explanation  of  Wednesday  Afternoon  Program 

Eleven  specialty  groups  will  present  scientific  pro- 
grams simultaneously  Wednesday  afternoon  and  there 
will  be  no  general  session.  The  programs  will  be  held 
in  the  Columbia  Auditorium.  The  First  Christian 
Church,  and  the  Calvary  Episcopal  Church.  These 
eleven  group  meetings  will  get  under  way  at  1:45 
P.M.  At  2:45  a 45  minute  intermission  to  visit  the 
exhibits  has  been  scheduled.  At  3:30  the  eleven 
groups  will  again  go  into  session  for  the  final  portion 
of  their  programs.  KSMA  members  are  free  to  move 
from  one  group  to  another  during  these  sessions. 


Kentucky  Society  of  Anesthesiology 

1 :45  “Convulsion  During  Anesthesia” 

Robert  P.  Bergner.  M.D.,  Louisville 
2:15  “Anesthesia  for  Thoracic  Surgery” 

Walden  R.  Smith.  M.D..  Louisville 
2:45  Visit  Exhibits 

3:30  “Clinical  Experience  with  Use  of  Phenergan  in 
Prevention  of  Post-operative  Nausea  and  Vomit- 
ing” 

German  P.  Dillon.  Jr..  M.D.,  Louisville 
4:00  “Ventilation  in  Anesthesia” 

C.  R.  Stephen,  M.D.,  Durham,  North  Caro- 
lina 


Kentucky  Chapter — American  College  of 
Chest  Physicians 

1 :45  “Spontaneous  Pneumothorax,  Results  of  Pulmonary 
Resection” 

Porter  Mayo,  M.D.,  Lexington 
2:15  “Hospital  and  Post-Sanatorium  Treatment  of  Tuber- 
culosis in  Detroit” 

Paul  T.  Chapman,  M.D.,  Detroit,  Michigan 
2:45  Visit  Exhibits 
3:30  “Pleurisy  with  Effusion” 

Daniel  N.  Pickar,  M.D.,  Louisville 
4:00  “Clinical  Application  of  Pulmonary  Function 
Studies” 

Grover  B.  Sanders,  M.D.,  Louisville 
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Kentucky  Psychiatric  Association 

1:45  “Review  of  Commitment  Procedures" 

Frank  M.  Gaines,  M.D.,  Louisville 

2:15  “Report  on  Blue  Cross-Blue  Shield  Investigation" 
Louis  Foltz,  M.D.,  Louisville 

2:45  Visit  Exhibits 

3:30  “Spontaneous  and  Experimentally  Induced  De- 
pressions in  an  Infant  with  Gastric  Fistula" 

Franz  Reichsman,  M.D.,  Rochester,  New 
York 

4:00  Formal  Discussions 

H.  Halbert  Leet,  M.D.,  Lexington 
Abraham  Wikler,  M.D.,  Lexington 


Kentucky  Eye,  Ear,  Nose  and 
Throat  Society 
1:45  “Intermittent  Exotropia" 

Francis  Heed  Adler,  M.D.,  Philadelphia, 
Pennsylvania 

2:15  “Role  of  the  Boney  Orbital  Angles  in  Horizontal 
Strabysmus" 

Hoda  Zaki,  M.D.,  Louisville 
A.  Keeney,  M.D.,  Louisville 
2:45  Visit  Exhibits 

3:30  “Diagnosis  of  Central  Nervous  Pathway  Hearing 
Impairment" 

John  E.  Bordley,  M.D.,  Baltimore,  Maryland 
4:00  “Clinical  Otosclerosis-Fenestration  or  Stapes  Mo- 
bilization" 

Arthur  Juers,  M.D.,  Louisville 

Kentucky  Academy  of  General  Practice 

1 :45  “Antibiotic  Therapy" 

Edward  L.  Quinn,  M.D.,  Detroit,  Michigan 
2:15  “Arterial  Hypertension" 

Hunt  Jones,  M.D.,  Louisville 
2:45  Visit  Exhibits 
3:30  “Office  Practice  in  Proctology" 

Louis  A.  Buie,  M.D.,  Rochester,  Minnesota 
4:00  “The  Mechanism  and  Management  of  Breech 
Presentation" 

Erank  E.  Whiteacre,  M.D.,  Nashville,  Tennes- 
see 

Kentucky  Obstetrical  and  Gynecologic 
Society 

1 :45  “Complications  of  the  Puerperium" 

Douglas  Haynes,  M.D.,  Louisville 
2:15  “Endometriosis" 

Frank  McPhail,  M.D.,  Great  Falls,  Montana 
2:45  Visit  Exhibits 

3:30  “Obstetrical  Difficulties  (Round  Table) 

Frank  McPhail,  M.D. 

Silas  Starr,  M.D.,  Louisville 
Douglas  Haynes,  M.D. 

Ed  Masters,  M.D.,  Louisville  (moderator) 

Kentucky  Orthopedic  Society 

1:45  “Surgical  Treatment  of- Torticollis  in  Infants" 
Daniel  Costigan,  M.D.,  Louisville 
James  Riley,  Jr.,  M.D.,  Louisville 
2:15  “Ligamentous  Injuries  to  the  Cervical  Spine" 
Armand  Fischer,  M.D.,  Louisville 
Kenton  Leatherman,  M.D.,  Louisville 
2:45  Visit  Exhibits 

3:30  “Complications  and  Errors  in  Treatment  of  Fractures 
of  the  Tibia  With  the  Lottes  Nail" 

J.  Otto  Lottes,  M.D.,  St.  Louis,  Missouri 
4:00  “Functional  Fixation  of  Intracapsular  Fractures  of 
the  Neck  of  the  Femur" 

William  Massie,  M.D.,  Lexington 

Kentucky  Chapter,  American  Academy 
of  Pediatrics 

1 :45  “Anaphylactoid  Purpura” 

Katharine  Dodd,  M.D.,  Little  Rock,  Arkansas 
2:45  Visit  Exhibits 

3:30  “Diabetes  Mellitus  in  Childhood” 

Katharine  Dodd,  M.D. 

Kentucky  Chapter,  American  College 
of  Physicians 

1 :45  “Ovarian  Agenesis” 

Thornton  Scott,  M.D.,  Lexington 
2:15  “Isotropyinoretinethrine  in  Complete  Heart  Block" 

1.  Frank  Tullis,  M.D.,  Memphis,  Tennessee 
2:45  Visit  Exhibits 

3:30  “Roentgenology  in  Internal  Medicine" 

Sidney  E.  Johnson,  M.D.,  Louisville 
4:00  “Blood  Dyscrasia  Following  Drug  Therapy” 
Murray  L.  Rich,  M.D.,  Covington 


'For  more  information  see  story  on- pages  693.  701. 


Kentucky  Radiological  Society 

1 :45  “Roentgen  Differentiation  of  Ante  Lung  Diseases" 
Everett  L.  Pirkey,  M.D.,  Louisville 
2:15  “The  Use  of  Radioactive  Isotopes  in  the  Treatment 
of  Cancer" 

Wendell  G.  Scott,  M.D.,  St.  Louis,  Missouri 
2:45  Visit  Exhibits 
3:30  “Lesions  of  the  Small  Bowel" 

Norman  Adair,  M.D.,  Covington 
4:00  “Roentgen  Aspects  of  Blastomycosis” 

Ralph  Quillen,  M.D.,  Lexingtoa 
LeRoy  Boswell,  M.D.,  Lexington 

Kentucky  Chapter,  American  College 
of  Surgeons 

1 :45  “Problems  of  a Cancer  Clinic  in  a Hundred  Bgd 
Hospital" 

Henry  S.  Harris,  M.D.,  Bowling  Green 
2:15  “A  Follow  Up  on  a Cholecystectomy  Patient" 
Marc  Reardon,  M.D.,  Covington 
2:45  Visit  Exhibits 

3:30  Injuries  of  the  Urinary  Tract  During  General 
and  Gynecologic  Surgery” 

Edgar  Burns.  M.D.,  New  Orleans,  Louisiana 

4:00  “The  Surgery  of  Peripheral  Arteriosclerotic  Oc- 
clusive Disease” 

J.  Herman  MahafFey,  M.D.,  Louisville 

Thursday,  September  20 
FOURTH  SCIENTIFIC  SESSION 
Gant  Gaither,  M.D.,  President,  Presiding 
8:00  Refresher  Courses  and  Scientific  Movies* 

10:00  Visit  Exhibits 

10:30  “A  New  Factor  in  Maternal  Mortality” 

Henry  Turner,  M.D.,  Memphis,  Tennessee 
1 1 :00  “Early  Diagnosis  of  Carcimona  of  the  Cervix” 

Prank  L.  McPhail,  M.D.,  Great  Falls,  Mon- 
tana 

1 1 :30  Presentation  of  Awards 

Woodford  B.  Troutman,  M.D.,  Louisville 
Inaugural  Ceremonies 

J.  Vernon  Pace,  M.D.,  Paducah,  Chairman  of 
the  Council 

Presentation  of  Past  President's  Key 
Richard  R.  Slucher,  M.D.,  Louisville 
Lunch 

FIFTH  SCIENTIFIC  SESSION 

Howell  J.  Davis,  M.D.,  Owensboro,  Vice  President 
(Western)  Presiding 

2:00  “Management  of  Urinary  Tract  Infections” 

Edgar  Burns,  M.D.,  New  Orleans,  Louisiana 
2:30  “Pitfalls  in  Pediatric  Anesthesia" 

C.  R.  Stephen,  M.D.,  Durham,  North  Caro- 
lina 

3:00  Visit  Exhibits 

3:30  Upper  Gastrointestinal  Bleeding  (Panel  Discus- 
sion I 

Rudolf  J.  Noer,  M.D.,  Louisville  (Moderator) 
Arthur  Schoen,  M.D.,  Louisville 
Everett  Pirkey,  M.  D.,  Louisville 
R.  Arnold  Griswold,  M.D.,  Louisville 
Richard  Gott,  M.D.,  Louisville 
William  Christopherson,  M.D.,  Louisville 
4:30  Adjournment 
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THIRTY-FOURTH  ANNUAL  MEETING 
of  the 

WOMAN’S  AUXILIARY 

to  the 

Kentucky  State  Medical  Association 
BROWN  HOTEL 
Louisville,  Kentucky 
September  18,  19,  20,  1956 

REGISTRATION: 

North  Bay  of  Lobby,  Brown  Hotel 
Monday — 12  noon  to  5 p.m. 

Tuesday — 9 a.m.  to  5 p.m. 

Wednesday — 9 a.m.  to  11  a.m. 

Chairman  of  Registration 

Mrs.  Donald  Chatham,  Shelbyville 
Chairman  of  Hospitality 

Mrs.  T.  J.  Overstreet,  Lexington 
Hospitality  Room  open 

Tuesday — 10  a.m.  to  5 p.m. 

Wednesday — 9 a.m.  to  1 p.m. 


Tuesday,  September  1 8 
9:00  A.  M. 

Parlors  A,  B,  C,  Brown  Hotel 

Preconvention  Board  Breakfast  (subscription).  The 
Board  consists  of  all  general  state  officers,  councilors, 
state  committee  chairmen,  county  auxiliary  presidents 
and  three  immediate  past  presidents. 


Paducah,  Editor  of  Blue  Grass  News 
and  Past  President 
Presentation  of  Convention  Chairman 

Mrs.  Parnell  Rollings 
Louisville 

Presentation  of  Distinguished  Guests 

Roll  Cali Mrs.  J.  O.  Mattax 

Carrollton,  Secretary 

Minutes  of  the  Thirty-Third  Annual  Meeting 

Mrs.  J.  O.  Mattax 

Report  of  the  1956  National  Convention 

Mrs.  J.  Andrew  Bowen 
Louisville,  State  Program  Chairman 
Report  of  the  Councilor  of  the  Woman’s  Auxiliary 
to  the  Southern  Medical  Association 

Mrs.  Lanier  Lukins 
Louisville 


REPORTS  OF  OFFICERS: 

Treasurer  Mrs.  B.  T.  Harris 

Lexington 

President-Elect  and  Organization  Chairman 

Mrs.  Charles  B.  Stacy 
Pineville 

President  Mrs.  R.  Ward  Bushart 

Old  Business 
New  Business 

Report  of  Nominating  Committee 

Mrs.  Karl  D.  Winter 
Chairman 

Election  of  Nominating  Committee,  1956-57 
Presentation  of  1956-57  Budget 

Mrs.  J.  Murray  Kinsman 
Chairman  of  Finance 

Report  of  Registration  Mrs.  Donald  Chatham 

Reports  of  State  Chairmen 


Tuesday,  September  1 8 
10:30  A.  M. 

South  Room 

Formal  opening  of  the  Thirty-Fourth  Annual  Meeting 
of  the  Woman’s  Auxiliary  to  the  Kentucky  State 
Medical  Association. 


Presiding Mrs.  R.  Ward  Bushart 

Fulton,  President 

Invocation  Mrs.  William  H.  Cartmell 


Maysville,  First  Vice-President 
Pledge  of  Allegiance  to  the  Flag 

Mrs.  Karl  D.  Winter 
Louisville,  Immediate  Past  President 
“I  pledge  allegiance  to  the  flag  of  the  United  States 
of  America  and  to  the  Republic  for  which  it  stands, 
one  Nation,  under  God,  indivisible,  with  Liberty  and 
Justice  for  all.” 

Pledge  of  Loyalty Mrs.  Karl  D.  Winter 

“I  pledge  my  loyalty  and  devotion  to  the  Woman’s 
Auxiliary  to  the  American  Medical  Association.  I 
will  support  its  activities,  protect  its  reputation  and 
ever  sustain  its  high  ideals.” 

Address  of  Welcome 

Mrs.  Marvin  A.  Lucas,  Louisville 
President  Jefferson  County  Auxiliary 

Response  Mrs.  Clyde  C.  Sparks 

Ashland,  Past  President 
In  Memoriam  Mrs.  E.  W.  Jackson 


12:30  P.  M. 

South  Room — Subscription  Luncheon 

Informal  Round  Table  Discussions  on  County  Projects 
during  Luncheon 
Luncheon  in  Honor  of 
Mrs.  Robert  Flanders 

Manchester,  New  Hampshire 
President,  Woman’s  Auxiliary  to 
the  American  Medical  Association 

Mrs.  John  J.  O’Connell  St.  Louis,  Missouri 

President,  Woman’s  Auxiliary  to 
the  Southern  Medical  Association 

Invocation  Mrs.  G.  B.  Froage 

Paducah,  Third  Vice-President 

Address  Mrs.  Robert  Flanders 

Address Mrs.  John  J.  O’Connell 

2:00  P.  M. 

South  Room 

Reports  of  County  Auxiliary  Presidents 

3:30  P.  M. 

Louis  XVI  Room 

Tea  Honoring  Distinguished  Guests 

McCracken  County  Auxiliary Hostesses 

All  Doctors’  Wives  Invited 
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ACHROMYCIN 

Tetracycline  Lederle 


Achromycin  is  unsurpassed  in  its  range  of 
effectiveness.  Each  successive  month  more 
physicians  are  confirming  this  fact  for  them- 
selves in  their  own  daily  practice  in  the  ther- 
apy of  respiratory,  genitourinary,  dermato- 
logic and  other  infections. 

Achromycin  can  be  of  service  to  you  because 
of  these  important  advantages: 

• true  broad-spectrum  action 

• rapid  diffusion  and  penetration 

• prompt  control  of  infection 

• proved  effective  against  a wide  variety  of 
infections  caused  by  Gram-positive  and 
Gram-negative  bacteria,  rickettsiae,  and 
certain  viruses  and  protozoa 

• side  effects,  if  any,  usually  minimal 

• produced  under  exacting  quality  control 
in  Lederle’s  own  laboratories  and  offered 
only  under  the  Lederle  label 

• a complete  line  of  dosage  forms 


ACHROMYCIN  SF 

Achromycin  Tetracycline  with  Stress  For- 
mula Vitamins  for  severe  or  prolonged  ill- 
ness. Attacks  the  infection  — defends  the  pa- 
tient — hastens  normal  recovery.  Offered  in 
Capsules  of  250  mg.  and  in  an  Oral  Suspen- 
sion, 125  mg.  per  5 cc.  teaspoonful. 


LEDERLE  LABORATORIES  DIVISION 


AMERICAN  CYANAMID  COMPAN 


Y 


PEARL  RIVER.  NEW  YORK 


:|cReO.  U.  S.  PAT.  OFP. 

PHOTO  DATA:  8 X 10  GROVFR  VIEW  CAMERA 
100  SEC.  AT  F.22  EXISTING  LIGHT 


Wednesday,  September  19 
9:00  A.  M. 

South  Room 

Invocation  Mrs.  William  C.  Cloyd 

Richmond,  Fourth  Vice-President 

Roll  Call Mrs.  J.  O.  Mattax 

Reading  of  the  Minutes Mrs.  J.  O.  Mattax 

■Announcements Mrs.  Parnell  Rollings 

Convention  Chairman 
Report  of  Revisions  Committee 

Mrs.  John  Harter 
Chairman 

Address — ‘‘One  Great  Avenue  for  the  Auxiliary” 

Gant  Gaither,  M.D. 
Hopkinsville,  President,  K.S.M.A. 

Safety  Panel  Mrs.  C.  Melvin  Bernhard 

Louisville.  Second  Vice-President,  Presiding 

Speaker  Arnold  Griswold,  M.D. 

Louisville,  Chairman,  American  College 
of  Surgeons’  Committee  on  Trauma 

Moderator  William  K.  Keller,  M.D. 

Professor  of  Psychiatry,  University  of 
Louisville  School  of  Medicine 
Panel  Members: 

Mrs.  Thomas  A.  Ballatine 

Louisville,  President  of  Yellow  Cab 
Colonel  Carl  Heustis 

Louisville,  Chief  of  Police 
Louis  Foltz,  M.D. 

Psychiatrist,  Louisville 

Election  of  Officers 

Presentation  of  Distinguished  Guests 

Installation  of  Officers  Mrs.  Robert  Flanders 

Inaugural  Address  Mrs.  Charles  B.  Stacy 

■Announcement  of  Committee  Chairmen 

Mrs.  Charles  B.  Stacy 

Final  Report  of  Registration 

Mrs.  Donald  Chatham 

Adjournment 


Wednesday,  September  19 
1 :00  P.  M. 

Subscription  Luncheon  and  Style  Show 
In  Honor  Of 

Mrs.  Robert  Flanders 

Manchester,  New  Hampshire 
President,  Woman’s  Auxiliary  to 
the  American  Medical  Association 

Mrs.  John  J.  O’Connell  St.  Louis,  Missouri 

President,  Woman’s  Auxiliary  to 
the  Southern  Medical  Association 

Mrs.  Clark  Bailey  Harlan,  Kentucky 

Second  Vice-President,  Woman’s  Auxiliary  to 
the  A.  M.  A.  and  Past  President  of  the  Wo- 
man’s Auxiliary  to  the  K.S.M.A. 

Past  Presidents  of  the  Woman’s  Auxiliary  to  the  Ken- 
tucky State  Medical  Association 

Invocation Mrs.  Clark  Bailey 

Presentation  of  Distinguished  Guests 
Presentation  of  Past  Presidents 
Presentation  of  Officers 
Presentation  of  Health  Citation  Award 


Mrs.  Earl  W.  Roles 
Louisville,  Chairman  Award  Committee 
of  Woman’s  Auxiliary  to  K.S.M.A. 
Style  Show Ball  Room 

Thursday,  September  20 
9:00  A.  M. 

South  Room 

Post-Convention  Board  Breakfast  (subscription)  and 
Meeting 

Presiding  Mrs.  Charles  B.  Stacy 

STATE  CONVENTION  COMMITTEE 

General  Chairman Mrs.  Parnell  Rollings 

Louisville 

Registration Mrs.  Donald  Chatham 

Shelbyville 

Style  Show  Luncheon  Mrs.  David  Kinnard 

Louisville 


Hospitality  and  Hospitality  Room 

Mrs.  T.  J.  Overstreet 


Lexington 

Publicity  Mrs.  Glenn  Bryant 

Louisville 

Flowers  Mrs.  Richard  Gott 

Louisville 

Finance Mrs.  Fred  Williams 

Louisville 


Hostess  for  Tea  McCracken  County  Auxiliary 


WOMAN’S  AUXILIARY  TO  THE  KENTUCKY 
STATE  MEDICAL  ASSOCIATION 
1955-1956 


State  Officers 


President Mrs.  R.  Ward  Bushart,  Fulton 

President-Elect 

Mrs.  Charles  B.  Stacy,  Pineville 

Vice-President 

Mrs.  William  H.  Cartmell,  Maysville 

Vice-President 

Mrs.  C.  Melvin  Bernhard,  Louisville 

Vice  President  Mrs.  G.  B.  Froage,  Paducah 

Vice-President  . . . .Mrs.  William  C.  Cloyd,  Richmond 
Recording  Secretary  . . .Mrs.  J.  O.  Mattax,  Carrollton 
Corresponding  Secretary 

Mrs.  J.  C.  Hancock,  Fulton 

Treasurer Mrs.  B.  T.  Harris,  Lexington 

Parlamentarian  . . . Mrs.  Garnett  Bale,  Elizabethtown 


Advisory  Committee 

John  S.  Harter,  M.D.,  Louisville,  Chairman 
R.  Ward  Bushart,  M.D.,  Fulton 
Samuel  Warren,  M.  D.,  Lexington 

Immediate  Past  Presidents 

Mrs.  David  Woolfolk  Barrow,  Milwaukee,  Wisconsin 

(resigned) 

Mrs.  Clyde  C.  Sparks,  Ashland 
Mrs.  Karl  D.  Winter,  Louisville 


District  Councilors 

1st — Mrs.  W.  J.  Petway,  Paducah 

2nd — Mrs.  William  W.  Wainer,  Providence 

3rd — Mrs.  George  Rodman,  Greenville 

4th — Mrs.  Lyman  Hall,  Campbellsville 

5th — Mrs.  Carlisle  Morse,  Louisville 

6th — Mrs.  Arthur  D.  Donnelly,  Jr.,  Bowling  Green 


The  Journal  of  the  Kentuc. 


TOO 


August  1956 


7th — Mrs.  Wyatt  Norvell,  New  Castle 
8th — Mrs.  W.  Vinson  Pierce,  Fort  Thomas 
9th — Mrs.  J.  E.  McKinney,  Maysville 
10th — Mrs.  John  Prewitt,  Lexington 
1 1th — Mrs.  O.  P.  Clark,  Winchester 
12th — Mrs.  Julian  Wright,  Stanford 
13th — Mrs.  C.  I.  Haeberle,  Russell 
14th — Mrs.  John  W.  Bailey,  Wheelwright 
15th — Mrs.  Samuel  H.  Flowers,  Middlesboro 

Committee  Chairmen 

American  Medical  Education  Foundation: 

Mrs.  Jesse  T.  Funk,  Bowling  Green 
Benevolence:  Mrs.  Clark  Bailey,  Harlan 
Bulletin:  Mrs.  Charles  C.  Kissinger,  Henderson 
Cancer:  Mrs.  Maurice  Kaufmann,  Lexington 
Civil  Defense:  Mrs.  J.  A.  Outland,  Murray 
Doctor’s  Shop:  Mrs.  Carroll  Price,  Harrodsburg 
Finance:  Mrs.  J.  Murray  Kinsman,  Louisville 
Heart:  Mrs.  J.  A.  Poe,  Fulton 
Historian:  Mrs.  Philip  E.  Blackerby,  Louisville 
Legislation:  Mrs.  Garland  Clark,  Winchester 
McDowell  House;  Mrs.  Walker  Owens,  Mt.  Vernon 
Mental  Health:  Mrs.  Irving  Gail,  Lexington 
Nominations:  Mrs.  Karl  D.  Winter,  Louisville 
Nurse  Recruitment;  Mrs.  Robert  Reeves,  Paducah 
Program:  Mrs.  J.  Andrew  Bowen,  Louisville 
Public  Relations:  Mrs.  Earl  W.  Roles,  Louisville 
Revision:  Mrs.  John  S.  Harter,  Louisville 
Rural  Health:  Mrs.  Garnett  J.  Sweeney,  Liberty 
Today’s  Health:  Mrs.  A.  B.  Colley,  Owensboro 
Tuberculosis:  Mrs.  Merle  M.  Mahr,  Madisonville 
Blue  Grass  News  Editor;  Mrs.  E.  W.  Jackson,  Paducah 
Publicity;  Mrs.  Glenn  Bryant,  Louisville 

PROPOSED  AMENDMENTS 

to  the 

CONSTITUTION  AND  BY-LAWS 
of  the 

WOMAN’S  AUXILIARY 
to  the 

KENTUCKY  STATE  MEDICAL  ASSOCIATION 

ARTICLE  VII  Section  3 page  5 ADD  another 
paragraph;  “Members-at-large,  in  good 
standing,  upon  application  to  the  Presi- 
dent may  be  named  to  serve  as  voting  * 
delegates  to  the  convention.  No  more  than 
25  members-at-large  shall  be  accredited 
(except  as  they  serve  in  other  classifica- 
tions ) ; no  more  than  one  from  a county 
and  they  shall  be  accepted  in  order  of 
application. 

Scientific  Movies  Replace  TV 
at  1956  Annual  Session 

Carefully  selected  scientific  movies  will  be 
a prominent  feature  of  this  year’s  Annual  Meet- 
ing, according  to  Rudolf  J.  Noer,  M.D.,  chair- 
man of  the  Subcommittee  on"  Scientific  Assem- 
bly. The  movies  will  run  from  8 to  10  each 
morning — simultaneously  with  the  post-gradu- 


ate refresher  courses. 

“Extreme  care  has  been  taken  to  insure  as 
wide  a coverage  as  possible  and  to  include  not 
just  operative  technique  but  rather  general  mat- 
ters of  diagnosis  and  treatment  and  considera- 
tions in  the  management  of  various  disorders 
which  are  common  problems  in  the  day  to  day 
life  of  the  average  general  practitioner,”  Dr. 
Noer,  head  of  the  Department  of  Surgery  at  the 
U of  L Medical  School,  said. 

Present  plans  for  the  films,  which  will  be 
selected  from  the  library  of  Davis  and  Geek, 
include  the  showing  of  a series  of  films  on  gall 
bladder  diseases,  and  presentations  on  such 
subjects  as:  varicose  veins,  treatment  of  diabetic 
functions,  tendon  injuries,  cancer  of  the  breast 
and  stomach,  rectal  and  anal  lesions  and  in- 
testinal obstruction. 

10  Class  Reunions  Scheduled 
September  20  in  Louisville 

Ten  classes  of  the  University  of  Louisville 
School  of  Medicine  will  hold  reunion  cocktail 
parties  and  dinners  at  the  Brown  Hotel  in 
Louisville,  September  20.  The  reunions  held 
in  conjunction  with  the  Annual  Meeting,  will 
according  to  Les  Shively,  director  of  alumni 
relations  of  the  University  of  Louisville,  be  in 
honor  of  classes;  ’06,  ’ll,  ’16,  ’21,  ’26,  ’31, 
’36,  ’41,  ’46  and  ’51. 

The  faculty  of  the  medical  school  will  spon- 
sor its  third  annual  cocktail  party  in  the  Roof 
Garden  of  the  Brown  from  5 PM  to  7PM. 

A dinner  in  the  Crystal  Ballroom  will  im- 
mediately follow  the  cocktail  party.  Oscar 
Miller,  M.D.,  Louisville,  ’ll,  will  be  the  fea- 
tured speaker. 

J.  Murray  Kinsman,  M.D.,  Louisville,  dean 
of  the  medical  school,  extended  an  invitation 
to  all  KSMA  members  to  attend  the  cocktail 
party. 

Following  is  a list  of  physicians  who  will 
serve  as  arrangements  chairmen  for  the  re- 
unions: 

Class  of  1911,  Oscar  Miller,  Louisville 
Class  of  1921,  W.  B.  Troutman,  Louisville 
Class  of  1926,  Armand  Fischer,  Louisville 
Class  of  1931,  Byron  Bizot,  Louisville 
Class  of  1936,  George  McAuliffe,  Louisville 
Class  of  1946,  McHenry  Brewer,  Lebanon 
Class  of  1951,  Letitia  Kimsey,  Louisville 
Chairmen  for  the  1906,  1916  and  1941 
classes  have  not  yet  been  named. 

The  American  Goiter  Association  has  again  an- 
nounced the  Van  Meter  Prize  Award  of  $300  and 
two  honorable  mentions  for  the  best  essays  submitted 
concerning  original  work  on  problems  related  to  the 
thyroid  gland.  Essays  can  be  written  on  either  clini- 
cal or  research  investigations  and  should  not  exceed 
3,000  words.  Send  the  completed  essays  in  duplicate 
typewritten  copies  double  spaced,  in  English  to  John 
C.  McClintock,  M.D.,  149V$  Washington  Avenue, 
Albany  10,  New  York  not  later  than  January  15. 
1957.  The  award  will  be  given  at  the  annual  meeting 
of  the  Association  in  New  York  May  28-30,  1957. 
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The  Kentucky  State  Medical  Golf  Association  tournament  will  be  held  at  the  Louisville  Country  Club  September  17-20. 
Physicians  are  invited  to  play  every  day  of  the  tourney,  but  only  the  score  made  the  first  day  of  play  will  count  in 
the  contest  for  the  tournament  prizes. 


i 


i 
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’56  Golf  Tournament  to  be  Held 
at  Louisville  Country  Club 

The  Louisville  Country  Club  is  the  site  of 
the  1956  annual  Kentucky  State  Medical  Golf 
Association  tournament,  September  17,  18,  19, 
20,  according  to  Robert  C.  Long,  M.D.,  chair- 
man of  the  golf  committee. 

Dr.  Long  said  that  although  physicians  and 
guests  could  play  every  day  of  the  tournament 
only  the  score  made  the  first  day  of  play  would 
count  in  the  contest  for  the  tourney  prizes. 

Three  traveling  trophies  will  be  awarded  to 
the  winners  in  the  low  gross,  low  net  and  senior 
championship  classifications.  These  winners 
will  receive  permanent  awards  also.  In  addition 
attractive  day  prizes  will  be  given  to  low  gross 
and  low  net  scorers. 

Paul  B.  Hall,  M.D.,  Paintsville,  took  top 
honors  last  year.  Other  1955  winners  were: 
J.  T.  Overstreet,  M.D.,  Lexington,  low  gross 
senior  trophy;  and  Joseph  Humpert,  M.D., 
Covington,  handicap  honors. 

Annual  dues  for  membership  in  the  golf 
association  are  $5.00.  Mail  these  dues  to  the 
secretary  of  the  KSMGA  at  the  Headquarters 
Office,  620  South  Third  Street,  Louisville. 

Other  members  of  the  golf  committee  are: 
Clifton  M.  Follis,  M.D.,  Kenton  Leatherman, 
M.D.,  Robert  Riechert,  M.D.,  and  William 
Wolf,  M.D. 

’56  Annual  Meeting  Will  Honor 

KSMA’s  President  in  1876 

The  1956  KSMA  Annual  Meeting  will  be 
held  in  honor  of  the  eighteenth  president  of  the 
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Association,  J.  A.  Hodge,  M.D.  ' 

Dr.  Hodge,  according  to  Emmet  F.  Horine,  ' 

M.D.,  Brooks,  KSMA  historian,  was  president 
of  the  association  in  1876.  | 

Since  1935  the  KSMA  has  memorialized  a ji 

past  president  of  the  association  or  some  dis-  j 

tinguished  Kentucky  physician.  Last  year’s  Ij 

meeting  honored  Jerman  Baker,  M.D.,  presi- 
dent in  1875.  ] 

:'i 

Special  Bus  Stop  Arranged 

A special  arrangement  has  been  made  to 
have  both  north  and  south  bound  Fourth  Street  j 

City  busses  accept  and  discharge  passengers  di- 
rectly in  front  of  Columbia  Auditorium  during  I 

the  Annual  Meeting  September  27,  28  and  29.  j 

. This  service  for  K.S.M.A.  members,  their  wives 
and  guests,  was  made  possible  through  the  | 

courtesy  of  John  S.  Akers,  Jr.,  Superintendent 
of  Schedules  of  the  Louisville  Transit  Company.  | 

Call  Physicians  at  WA  6903 

This  year,  for  the  seventh  straight  year, 
physicians  attending  the  KSMA  Annual  Meeting 
at  the  Columbia  Auditorium  in  Louisville  Sep- 
tember 18,  19,  and  20,  can  be  reached  by  | 

calling  WAbash  6903.  | 

This  telephone  set-up  is  made  possible  through  i 

special  arrangements  with  the  Southern  Bell  t 

Telephone  Company  and  Columbia  Auditori- 
um. Physicians  'attending  the  meeting  can  | 

make  outside  calls  at  any  of  the  four  booths 
located  near  the  main  entrance  of  the  building. 
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UROLOGIC  PATHOLOGY  OF  INTEREST  TO  THE 
GENERAL  PRACTITIONER* 

Frank  Woods,  M.D. 

Miami,  Florida 


The  complexities  of  general  practice  have 
been  multiplied  so  extensively  that  I feel 
justified  in  reviewing  in  a very  broad  sense 
certain  urologic  diseases.  The  vast  majority  of 
these  can  be  handled  by  the  general  practi- 
tioner and  the  minority  must  have  a more  ex- 
tensive urologic  investigation.  One  must  recog- 
nize those  conditions  that  should  be  referred  to 
a urologist  early  enough  to  allow  diagnosis  and 
treatment.  My  remarks  will  concern  five  cate- 
gories: Congenital  deformities,  stones,  neo- 
plasms, infections  and  hematuria. 

Symptoms  and  Signs 

Symptoms  referable  to  the  urinary  tract, 
such  as  frequency,  strangury,  difficulty,  pain, 
incontinence  and  hematuria  need  only  be  men- 
tioned to  focus  attention  on  the  proper  system 
for  investigation.  But  do  not  forget  that  the 
nerve  supply  of  the  urinary  tract  is  so  inti- 
mately connected  with  that  of  other  internal 
organs  that  referred  pains  of  a reflex  nature 
may  appear  to  rise  from  pathology  of  the  stom- 
ach, intestines,  gall  bladder,  appendix,  spleen, 
pancreas  or  elsewhere,  when  actually  the  pa- 
thology is  urinary.  Pain  is  always  a challenge 
and  demands  a search  for  the  underlying  cause. 
Digestive  symptoms  of  nausea,  vomiting  and 
ileus  are  frequently  caused  by  ureteral  obstruc- 
tion. Pain  in  the  testis  is  commonly  caused  by  a 
low  ureteral  stone.  The  most  common  opera- 
tion for  right  nephroptosis  is  appendectomy. 
Pain  in  the  region  of  the  gall  bladder  or  ap- 
pendix commonly  results  from  right  kidney  or 
ureteral  troubles,  and  appendicitis  may  often 


'* Presented  at  the  1955  KSMA  Annual  Meeting,  Sept. 
28-30  in  Louisville. 


be  confused  with  an  acute  right  seminal  vesi- 
culitis. At  this  point  I want  to  emphasize  the 
importance  of  the  rectal  digital  examination, 
which  is  so  distasteful  to  a large  number  of 
otherwise  capable  doctors  who  would  think 
nothing  of  feeling  for  a stone  in  Wharton’s  duct 
in  the  presence  of  a putrefactive  pyorrhoea,  but 
are  too  dainty  to  stick  a finger  in  the  rectum 
where  any  number  of  pathologic  conditions  and 
organs  can  be  palpated,  such  as  stricture,  hem- 
orrhoids, the  prostate,  infected  crypts,  polypi, 
tumors  and  the  seminal  vesicles,  to  mention 
only  a few.  The  rectal  digital  examination  is 
important  on  any  age  person.  This  has  been 
proved  by  the  finding  of  a prostatic  tumor  in  a 
four  year  old  boy.  Too  many  patients  with 
chills  and  fever  are  automatically  treated  for 
“virus”  without  examining  the  prostate  or  the 
urine. 

Hematuria 

Blood  in  the  urine,  whether  gross  or  micro- 
scopic may  be  caused  by  a multitude  of  dis- 
orders. It  may  be  caused  by  constitutional  di- 
seases such  as  nephritis  and  blood  dyscrasias 
that  concern  the  general  practitioner  and  in- 
ternist. Drugs  such  as  anticoagulants,  so  popu- 
lar at  present  in  cardiovascular  disease,  and 
sulfa  drugs,  may  cause  it.  Tumors,  infections, 
deformities,  injuries  and  foreign  bodies,  includ- 
ing stones  anywhere  from  the  kidneys  to  the 
urethral  meatus  must  be  considered.  Painful 
hematuria  is  commonly  associated  with  inflam- 
matory conditions,  foreign  bodies  and  stones  or 
a process  causing  obstruction.  Painless  hema- 
turia frequently  indicates  a tumor.  It  may  be  the 
first  symptom  and  never  manifest  itself  again  for 
months  while  the  pathologic  process  is  pro- 
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gressing  beyond  control.  All  patients  who  have 
hematuria  deserve  a thorough  urologic  investi- 
gation. Intravenous  urograms  are  frequently  of 
inestimable  value  but  they  are  limited  in  scope. 
In  my  opinion,  cystoscopy  is  mandatory  and 
should  be  done  during  the  time  of  the  gross 
bleeding.  Many  patients  with  large  bladder  or 
kidney  tumors  give  a past  history  of  a short 
bout  of  hematuria  one  or  two  years  previously, 
but  they  decided  it  was  not  important  because 
it  stopped. 

In  an  analagous  sense,  do  not  assume  that  a 
stone  has  passed  when  the  pain  stops.  The  pa- 
tient deserves  extensive  examination  in  the  care 
of  colic,  including  X-rays  when  possible  to  de- 
termine whether  a stone  is  causing  the  trouble 
and,  if  so,  whether  it  is  of  such  size  that  it  will 
pass  spontaneously  through  the  urinary  chan- 
nels. Any  stone  six  mms.  or  over  is  apt  to  be- 
come impacted  and  possibly  destroy  a kidney 
before  it  passes. 

Congenita!  Deformities  and  Infection 

As  for  congenital  deformities,  almost  any- 
thing can  occur  in  the  urinary  system  and  fre- 
quently does.  Duplication,  displacement,  horse- 
shoe kidneys,  pinpoint  urethral  meatus,  stric- 
tures, diverticula,  anomalous  openings,  con- 
tracted bladder  neck,  valves,  hypertrophied 
veru  and  extrophy  are  enumerated  for  your 
consideration.  Hydronephrosis  frequently  re- 
sults from  obstruction  anywhere  along  the 
urinary  tract.  A congenital  deformity  in  itself 
is  not  always  important  and  may  require  no 
correction  if  it  functions  properly  and  does  not 
cause  disturbing  symptoms  or  interfere  with 
the  function  of  adjacent  viscera.  Whenever 
stasis  occurs,  the  function  of  the  kidney  is  dis- 
turbed and  frequently  this  is  progressive,  caus- 
ing degenerative  changes.  Also,  whenever  stasis 
occurs,  infection  is  encouraged  and  is  difficult 
to  eradicate  by  administering  antiseptic  drugs. 

In  a child  or  in  an  adult,  if  the  infection  per- 
sists after  the  usual  antiseptics  are  given  the 
patient  should  have  the  benefit  of  further  uro- 
logic study  to  look  for  congenital  deformities  or 
some  other  complicating  factor.  The  antiseptics 
and  antibiotics  we  have  today  will  cure  almost 
any  uncomplicated  infection,  but  when  stasis 
exists,  it  is  almost  impossible  to  eradicate  it. 

Antibiotics  such  as  tetracycline,  terramycin® 
and  others  will  probably  kill  a wide  variety  of 
organisms,  both  bacillary  and  coccal.  Penicil- 
lin IS  of  especial  value  in  coccal  infections,  but 


will  have  no  effect  on  the  commonest  invader 
of  the  urinary  tract,  the  colon  group  of  bacilli. 
Soluble  sulfonamides  are  less  expensive  and 
very  efficacious  in  bringing  about  destruction  of 
a wide  variety  of  organisms.  In  large  institu- 
tions it  has  become  common  practice  to  per- 
form ultra  scientific  tests,  such  as  cultures  and 
sensitivity  tests,  to  determine  which  is  the  drug 
of  choice  for  the  bacteria  found.  It  must  be  re- 
membered that  this  is  a test  tube  reaction  and 
only  gives  helpful  information  in  treating  the 
patient.  The  bacteria  and  the  resultant  toxins 
must  be  overcome  by  the  body’s  defense  mech- 
anism which  is  not  always  in  accord  with  the 
test  tube  reaction.  If  cultures  are  made,  it  is  ad- 
visable to  do  them  before  starting  the  treat- 
ment, but  once  the  culture  has  been  started,  a 
broad  spectrum  antibiotic  or  antiseptic  drug 
should  be  given.  Many  times  the  infection  will 
be  eradicated  by  the  time  the  laboratory  report 
is  returned.  Do  not  lose  sight  of  some  of  the 
older  antiseptics  such  as  Urotropin®  and  man- 
delic  acid,  which  still  have  value,  and  many  of 
you  have  no  doubt  given  arsphenamine  for 
coccal  types  of  urinary  infection. 

Stones  and  Foreign  Bodies 

Foreign  bodies,  including  stones,  may  occur 
at  any  age.  Pencils,  pins,  thermometers,  glass 
stirring  rods  and  even  slippery  elm  have  been 
recovered  from  the  urinary  bladder.  Rarely 
gunshot  ends  its  trajectory  in  the  urinary  tract, 
but  shrapnel  has  been  removed  from  the  kid- 
neys and  in  one  instance,  to  my  knowledge,  a 
bullet  was  removed  from  the  shaft  of  the  penis 
in  a war  injury.  Stones  are  formed  of  chemical 
substances  normally  found  in  the  urine.  By  far 
the  majority  are  alkaline  in  composition  and 
cast  a shadow  on  X-ray.  They  are  commonly 
combinations  of  calcium  and  inorganic  salts 
such  as  phosphates  and  oxalates.  Uric  acid, 
urates,  carbonates,  xanthine  and  cystine  are 
elements  involved  in  stones  less  commonly. 
The  clinical  significance  of  stones  is  largely 
two-fold;  they  are  frequently  associated  with 
infection  and  they  may  produce  stasis  and  de- 
generative changes.  Most  stones  up  to  six  mms. 
in  size  will  pass  spontaneously.  Most  larger 
stones  require  surgical  removal.  Stones  less 
than  one  cm  in  size  in  the  kidney  pelvis  or 
calyces  are  frequently  X-rayed  periodically  for 
observation,  since  surgical  removal  might  result 
in  considerable  damage  from  trauma  to  the 
kidney  in  locating  the  stone. 
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Bladder  stones  can  frequently  be  removed  by 
cystoscopic  means  and  crushing  procedures.  Jt 
must  always  be  kept  in  mind  that  a high  per- 
centage of  bladder  stones  are  caused  by  stasis 
and  the  latter  condition  should  be  corrected  to 
prevent  recurrences. 

Neoplasms 

Tumors  of  the  urinary  tract  may  occur  from 
the  kidney  tubules,  the  pelves,  ureters,  bladder, 
prostate  and  urethra.  Most  of  these  are  epi- 
thelial in  origin;  however,  some  are  derived 
from  connecting  tissues.  Papillomatous  tumors 
of  the  bladder  are  always  clinically  malignant, 
even  through  the  pathologic  findings  in  the  re- 
moved portions  are  reported  as  benign.  They 
should  be  destroyed  by  fulguration  or  radiation, 
or  surgically  removed.  X-radiation  and  radium 
frequently  result  in  chronically  painful  condi- 
tions of  the  bladder  and  should  be  used  with 
care.  Extensive  tumors  of  the  bladder  without 


obvious  metastasis  sometimes  require  complete 
cystectomy  with  transplantation  of  the  ureters 
to  the  skin  or  bowel.  Papillomatous  tumors  are 
not  uncommon  in  the  kidney  pelves  and  ure- 
ters, but  are  considerably  less  frequently  seen 
than  those  in  the  bladder.  Kidney  tumors  in- 
vading the  parenchyma  of  the  kidney  are  al- 
most always  malignant  and  unilateral  and  re- 
quire nephrectomy  if  the  other  kidney  is 
normal.  The  great  majority  are  carcinomatous. 
The  classical  triad  of  symptoms,  pain,  hema- 
turia and  enlarged  kidney,  should  always 
prompt  immediate  study  by  pyelograms. 
Papanicolou  studies  of  the  urine  are  considered 
of  very  little  value  since  other  methods  are 
more  accurate.  Aortography,  with  or  without 
pyelograms,  is  of  value  in  differentiating  cysts 
from  solid  tumors  of  the  kidney,  and  has  value 
in  determining  the  vascularity,  but  I must  main- 
tain that  surgical  inspection  is  far  superior  once 
the  tumor  has  been  localized  in  the  kidney. 


THE  PAPANICOLAOU  PROCEDURE  AS  AN  AID  IN  THE 
EARLY  DIAGNOSIS  OF  CANCER  OF  THE  CERVIX* 

W.  Vernon  Lee.  M.D. 


The  N'AGINAL  smear  method  was  intro- 
duced by  George  N.  Papanicolaou,  M.D., 
who  in  1928  described  the  malignant  cells 
of  the  uterine  cancer  by  smears  from  the  vagi- 
nal fluid.  Our  introduction  to  the  vaginal  smear 
method  came  through  the  enthusiasm  of  Daniel 
Richfield,  M.D.,  pathologist  at  the  Booth  Me- 
morial Hospital,  who  studied  with  Dr.  Papa- 
nicolaou. His  training  overcame  our  natural  re- 
luctance as  physicians,  to  base  the  diagnosis 
of  malignancy  on  exfoliative  cells.  The  study  at 
Booth  Hospital  began  in  1950  when  46  smears 
were  examined.  Of  that  group,  one  was  re- 
ported as  suspicious  and  two  were  positive.  In 
1951,  157  smears  were  presented.  Five  of  these 
were  suspicious  and  eight  were  positive.  In 
1952,  of  648  smears  presented,  17  were  sus- 
picious and  13  were  reported  as  positive.  In 
1953,  of  1,005  smears  submitted,  17  were  sus- 
picious and  14  were  positive.  In  1954,  1,276 
smears  were  presented  to  the  cancer  lab  and  29 


^Presented  at  the  1955  KSMA  Annual  Meeting  in 
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were  reported  as  suspicious  and  17  as  positive. 
In  the  first  six  months  of  1955,  818  smears 
were  sent  to  the  cancer  laboratory.  Of  these  1 7 
were  suspicious  and  21  were  positive.  The  cy- 
tology report  form  calls  for  the  patient’s  name, 
the  date,  the  physician's  name  and  the  site  of 
the  smear:  vaginal,  cervical,  other.  The  report 
is  given  in  five  classes:  Class  1 — no  atypical  or 
abnormal  cells  (negative):  Class  2 — atypical 
cells  without  abnormal  features  (negative): 
Class  3 — cells  atypical  but  not  pathognomonic 
(suspicious):  Class  4 — moderate  number  of 
neoplastic  cells:  Class  5 — large  number  of  neo- 
plastic cells. 

Statistics  and  Cases 

I am  going  to  report  to  you  the  following 
statistics  regarding  the  170  smears  that  I have 
sent  from  my  office  to  the  Cancer  Clinic.  Nine 
of  these  were  reported  as  positive  or  class  4 
and  class  5.  Three  were  in  the  Class  3 or  sus- 
picious group.  Two  of  the  nine  so  far  have 
proved  to  be  false  positives.  In  the  suspicious 
group,  a 70  year  old  patient  had  a grade  3 
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squamous  cell  carcinoma  of  the  vagina.  In  an- 
other suspicious  group,  a 65  year  old  colored 
woman,  who  had  a large  fibroid  tumor  with 
post-menopausal  bleeding,  had  a proved  ad- 
enocarcinoma of  the  endometrium  with  exten- 
sion into  the  cervix.  A 39  year  old  patient  had 
a Papanicolaou  reported  in  the  class  3 of  the 
suspicious  group  and  she  had  a precancerous 
metaplasia  of  the  cervix. 

The  remaining  seven  patients  of  the  positive 
group,  that  being  class  4 and  5,  showed  that 
four  had  preinvasive  carcinomas — these  will  be 
discussed  in  more  detail  later — two  had  inva- 
sive carcinoma  of  the  cervix.  One  patient  had 
an  early  carcinoma  of  the  cervical  stump.  This 
patient  had  a sub-total  hysterectomy  performed 
eight  years  ago.  More  specific  history  concern- 
ing the  preinvasive  group,  patients  who  had 
come  to  the  office  for  other  reasons  than  gyne- 
cological examinations,  is  as  follows; 

The  first  patient  was  a woman,  35  years  of 
age,  who  was  seen  at  the  hospital  several 
months  previously  in  consultation  for  chole- 
cystitis. On  a post-operative  checkup,  she  men- 
tioned the  fact  that  she  had  had  some  irregular 
bleeding  and  a Papanicolaou  smear  was  re- 
ported as  class  4.  Biopsies  were  taken  and  they 
revealed  preinvasive  carcinoma.  The  patient 
was  treated  with  total  hysterectomy. 

The  second  patient  had  preinvasive  carci- 
noma which  was  proved  by  biopsy  after  a clue 
was  given  to  us  by  a class  4 Papanicolaou 
smear. 

A 60  year  old  woman  came  to  the  office  for 
examination  concerning  hemorrhoids.  Another 
patient,  age  33  years,  came  to  my  office  in  con- 
sultation concerning  cholecystitis  and  during  a 
routine  physical  examination,  erosion  was  seen 
on  the  cervix  so  a Papanicolaou  smear  was 
taken  and  it  also  revealed  a class  4.  Biopsy 
proved  this  to  be  a preinvasive  carcinoma. 

Another  patient,  age  34  years,  was  seen  in 
the  office  for  a tumor  in  the  right  axilla.  Rou- 
tine history  and  physical  examination  was  done 
and  a Papanicolaou  smear  was  taken  which  re- 
vealed class  4 and  preinvasive  carcinoma  of  the 
uterine  cervix. 

Two  cases  which  showed  a class  5 Papanic- 
olaou smear  did  not  fit  into  the  picture  of  the 
title  for  this  paper,  that  being  “The  Papanic- 
olaou Procedure  as  an  Aid  in  the  Early  Diag- 
nosis of  Cancer  of  the  Cervix.”  It  seemed  very 
obvious  that  the  patients  had  carcinoma  of  the 
cervix,  and  the  Papanicolaou  smear  was  taken 
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for  academic  interest.  One  of  the  patients,  60 
years  of  age,  a widow  of  a physician,  was  seen 
in  consultation  at  the  request  of  an  internist  be- 
cause of  uterine  bleeding  so  severe  the  patient 
was  m shock.  A Papanicolaou  smear  was  made 
and  neoplastic  cells  were  found.  Biopsies  were 
taken  at  the  same  time.  The  diagnosis  was 
squamous  cell  carcinoma.  Another  60  year  old 
patient  was  seen  in  the  office  because  of  post- 
menopausal bleeding.  A lesion  was  noted  on 
the  cervix  and  Papanicolaou  smear  revealed  a 
class  5.  Biopsies  made  at  the  same  time  re- 
vealed squamous  cell  carcinoma. 

In  the  false  negative  group,  a 3 1 year  old  pa- 
tient came  to  the  office  with  a history  of  metro- 
rrhagia. A dilatation  and  curettement  proced- 
ure was  recommended  to  the  patient.  The 
uterine  scrapings  revealed  squamous  cell  carci- 
noma. Probably  one  of  the  reasons  this  was  not 
obtained  on  the  Papanicolaou  smear  was  be- 
cause there  was  marked  cervical  stenosis.  An- 
other patient  had  a class  2 Papanicolaou  smear 
and  an  endometrial  carcinoma  which  was 
proved  by  curettement. 

In  the  false  positive  group,  one  20  year  old 
girl  was  admitted  to  the  hospital  for  a currette- 
ment  and  cervical  biopsies.  I am  not  entirely 
satisfied  and  will  study  this  patient  again.  In 
the  case  of  another  false  positive,  a 23  year  old 
patient,  curettement  and  biopsies  revealed  focal 
abscesses.  Remember  the  statement  of  Dr. 
Panpanicolaou,  “The  smear  should  be  used  as 
a preliminary  sorting  procedure  and  should  be 
confirmed  by  biopsies  and  tissue  diagnosis.” 
Justification  of  the  method  was  presented  in  a 
monograph  published  in  1943  by  Dr.  Papanic- 
olaou. Other  reports  were  made  by  Meigs  and 
his  group  and  more  recently  by  other  workers  ' 

and  they  illustrate  the  peculiar  advances  of  the  I 
vaginal  smear  which  suggests  that  it  may  be  a 
means  to  observe  the  first  stages  of  cancer  and  i 

possibly  the  transition  between  benign  and  ' 

malignant  lesions.  ^ 

Usefulness  of  Smear  | 

The  cases  in  which  the  smear  may  be  par-  > 

ticularly  helpful  are:  1.  Those  cases  with  symp-  I 

toms  compatible  with  carcinoma  but  with  nega-  ^ 

tive  findings  on  inspection  and  palpation;  2. 

Those  with  symptoms  compatible  with  carci- 
noma in  which  biopsies  and  scrapings  are  not 
justified;  3.  Cases  in  which  there  is  suspected 
carcinoma  and  biopsies  and  scrapings  are  nega- 
tive; 4.  In  those  cases  discovered  by  means  of 
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routine  use  of  the  method  when  the  patient  has 
presented  herself  for  a physical  examination  for 
another  disorder. 

The  practicability  of  the  smears  as  a screen- 
ing test  for  early  discovery  of  the  stages  of 
cancer  all  depends  on  whether  the  exfoliated 
malignant  cells  are  in  a stage  sufficient  for  di- 
agnosis, whether  the  number  of  cases  discov- 
ered is  great  enough  to  justify  the  use  of  this 
method  and  whether  false  impressions  can  be 
avoided.  False  positive  diagnosis  can  be  pre- 
vented only  by  proper  study.  The  number  of 
malignant  cells  in  each  smear  will  vary.  Tn 
some  cases  of  carcinoma,  there  might  be  a 
number  of  malignant  cells  in  a smear.  Again  in 
a slide  with  extensive  carcinoma,  there  might 
be  only  one  or  two  cells  present.  Cancer  cells 
are  more  likely  to  degenerate — this  tendency 
becomes  greater  with  loss  of  differentiation. 
The  number  of  cells  in  a smear  may  be  indi- 
rectly related  to  the  degree  of  malignancy. 
These  will  be  determined  by  the  presence  or 
absence  of  necrosis  and  by  the  surface  area  of 
the  lesion.  In  any  clinically  suspicious  case  of 


carcinoma,  a negative  smear  cannot  be  de- 
pended upon  to  exclude  the  diagnosis  of  can- 
cer. Specific  sources  of  error  could  be  chronic 
inflammation  with  large  histiocytes;  degenera- 
tion of  glands;  endometrial  hyperplasia;  hyper- 
plasia of  the  cervical  cells;  decreased  ovarian 
function  and  radiation  changes. 

Summary 

The  Papanicolaou  procedure  as  an  aid  in 
the  early  diagnosis  of  cancer  of  the  cervix  has 
been  discussed.  Brief  resumes  of  cases  from  an 
office  practice  have  been  presented.  With  the 
progressively  increasing  interest  in  the  method 
by  the  medical  profession  and  with  the  better 
preparation  of  cytological  materials  submitted 
for  examination,  great  advances  in  the  early 
diagnosis  of  many  types  of  cancer  may  come  in 
the  near  future. 
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VARIATIONS  IN  THE  DISEASE,  PULMONARY  TUBERCULOSIS* 

E.  M.  Medlar.  M.D, 

Ithaca,  Ncu'  York 


YOU  MAY  WONDER  as  I did  why  a 
pathologist  should  be  asked  to  talk  on  the 
disease,  tuberculosis,  since  with  the  firm 
establishment  of  chemotherapy  as  the  treat- 
ment of  choice  there  has  occurred  a consider- 
able decrease  in  the  death  rate  from  the  di- 
sease. There  are  many  who  now  seem  to  think 
that  tuberculosis  is  on  its  way  out  and  many 
tuberculosis  associations  are  casting  eager  eyes 
in  other  directions  with  the  idea  that  soon  there 
will  be  no  tuberculous  problem  with  which  to 
deal.  From  where  I sit  on  my  bench  in  the 
laboratory,  it  is  my  impression  that  the  tubercle 
bacillus  is  not  nearly  as  depressed  as  the  lay 
press  and  many  physicians  seem  to  think. 

A Pathologists  Viewpoint 

There  are  perhaps  two  reasons  why  a pa- 
thologist should  talk  on  the  subject  of  tuber- 

*  Presented  at  the  1955  KSMA  Annual  Meeting  in 
Louisville,  Sept.  28-30. 


culosis  at  the  present  time.  The  first  of  these 
concerns  the  nature  of  the  pathology  that  re- 
mains after  many  months  of  efficient  combined 
chemotherapy.  This  will  be  the  subject  of  a 
later  discussion. 

The  second  reason  pertains  to  the  present 
trend  of  treating  tuberculous  patients  at  home 
instead  of  in  tuberculosis  hospitals.  I do  not 
intend  to  trespass  upon  the  prerogatives  of 
clinicians  to  treat  sick  people  as  they  see  fit.  As 
a matter  of  fact  this  subject  is  entirely  outside 
the  field  of  the  proper  functioning  of  the  pa- 
thologist. I have  noticed  however  that  there  are 
now  empty  beds  in  most  tuberculosis  hospitals 
and  that  more  and  more  persons  found  to  have 
tuberculosis  are  resisting  the  idea  that  they 
should  enter  these  institutions  for  treatment. 
One  effect  of  this  trend  is  that  those  who  hold 
the  purse  strings  of  the  public  funds  are  becom- 
ing less  and  less  interested  in  tuberculosis,  a 
still  unsolved  problem,  and  funds  to  properly 
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run  tuberculosis  hospitals  are  being  curtailed. 
There  is  even  an  urge  to  close  tuberculosis 
hospitals.  This,  I am  sure,  the  tubercle  bacillus 
would  welcome. 

Probably  it  was  a mistake  in  the  first  place 
to  isolate  the  problem  of  tuberculosis  in  separ- 
ate hospitals,  but  at  the  time  this  program  was 
put  in  effect  the  main  effort  was  to  take  infec- 
tious persons  out  of  circulation.  This  has  had 
the  unfortunate  effect  of  making  the  treatment 
of  tuberculosis  a specialty  and  the  large  ma- 
jority of  physicians  have  washed  their  hands  of 
the  problem.  If  the  present  trend  to  treat  tuber- 
culous cases  at  home  and  by  the  general  phy- 
sician continues  there  will  inevitably  be  greater 
responsibility  thrown  upon  the  practicing  phy- 
sician if  the  problem  of  tuberculosis  is  not  to 
worsen  in  the  future.  The  treatment  of  the 
tuberculous  patient  is  far  more  complicated 
than  the  prescription  of  effective  chemotherapy 
agents  until  the  patient  feels  clinically  well. 
Tuberculosis  has  always  been  a most  difficult 
disease  to  evaluate  clinically.  When  the  disease 
is  first  discovered,  it  commonly  is  in  an  ad- 
vanced stage.  In  spite  of  the  considerable  cam- 
paign to  discover  the  disease  in  its  “early” 
stage  about  two-thirds  of  the  newly  discovered 
cases  continue  to  have  advanced  disease.  Any 
attempt  to  “date"  the  onset  of  the  disease  from 
clinical  history  usually  is  most  unsatisfactory. 
An  advanced  case  may  be  of  no  longer  and 
may  be  of  shorter  duration  than  a case  of 
minimal  disease.  Too  often  a considerable 
amount  of  disease  may  be  found  in  an  individ- 
ual who  is  in  a state  of  seemingly  good  health. 
It  is  not  feasible  to  determine  the  status  of  such 
disease  from  a single  X-ray  of  the  chest.  From 
serial  X-rays  a better  idea  may  be  obtained,  but 
here  again  what  meets  the  eye  is  often  decep- 
tive. 

Such  patients  often  claim  that  they  raise  no 
sputum  and  recourse  to  cultural  studies  of  fast- 
ing gastric  contents  may  or  may  not  reveal  the 
presence  of  tubercle  bacilli.  Although  sputum 
and  fasting  gastric  studies,  especially  cultures, 
are  now  recognized  as  a very  important  part  in 
the  study  of  tuberculous  cases,  it  is  becoming 
generally  recognized  that  failure  to  demonstrate 
tubercle  bacilli  by  such  methods  does  not  indi- 
cate their  absence  in  lesions  in  the  lung.  I have 
had  the  opportunity  to  study  pulmonary  tissue 
resected  after  many  months  of  chemotherapy 
from  patients  on  whom  repeated  sputum  and 
fasting  gastric  content  studies  failed  to  reveal 
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any  bacilli;  however,  within  the  necrotic  pneu- 
monic lesion  bacilli  in  large  numbers  were 
found. 

The  Behavior  of  Tuberculosis 

These  remarks  have  been  made  to  emphasize 
the  fact  that  the  manifestations  and  behavior  of 
tuberculous  disease  of  the  lung  are  both  erratic 
and  unpredictable.  The  reason  for  this  is  re- 
lated directly  to  the  complicated  pathological 
process  that  is  tuberculosis.  In  my  opinion,  it  is 
pertinent  to  discuss  this  complicated  pathologi- 
cal process,  especially  for  the  benefit  of  the 
general  practicing  physician,  for  I doubt  that 
he  has  been  “exposed”  to  this  problem  during 
his  medical  course  any  more  than  I was  and 
my  exposure  was  slight  indeed.  I am  not  aware 
that  any  more  time  is  allotted  in  medical  cur- 
ricula today  to  the  teaching  of  the  dynamics  of 
tuberculosis  than  was  allowed  40  years  ago. 
This  situation  will  have  to  be  changed  if  in  the 
future  the  general  practitioner  is  going  to  ac- 
cept the  responsibility  of  caring  for  tuberculous 
patients  at  home. 

My  discussion  will  deal  with  variations  in  the 
pathology  found  in  tuberculous  patients  who 
have  received  little  treatment  of  any  kind  and 
no  chemotherapy.  The  material  to  be  discussed 
has  been  obtained  from  resected  pulmonary 
tissue,  from  patients  who  died  from  causes 
other  than  tuberculosis  and  from  patients  who 
died  from  tuberculosis  shortly  after  a first  diag- 
nosis of  the  disease  had  been  made.  Discussion 
of  material  of  this  nature  serves  two  purposes. 
First,  it  will  show  how  variable  the  pathological 
picture  may  be  in  untreated  tuberculous  per- 
sons. Secondly,  it  will  serve  as  a base  for  an 
evaluation  of  the  effect  upon  this  variable  path- 
ological process  of  the  present  day  chemo- 
therapeutic treatment.  In  my  opinion,  it  is  im- 
possible to  evaluate  the  effect  of  chemotherapy 
without  a thorough  understanding  of  the  many 
variables  that  may  be  present  in  untreated 
tuberculous  persons. 

It  would  seem  that  progressive  pulmonary 
tuberculosis  is  initiated  by  the  liquefaction  and 
sloughing  through  the  connecting  bronchus  of 
an  initial  small  focus  of  tuberculous  lobular 
pneumonia.  The  amount  of  pulmonary  disease 
that  results  from  this  process  depends  upon  the 
amount  of  the  slough  that  is  scattered  through 
the  bronchi  to  lung  tissue  which  previously  had 
not  been  involved.  It  is  in  the  behavior  of  the 
new  areas  of  disease  that  the  two  major  com- 
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ponents  become  evident.  These  may  be  desig- 
nated as  the  non-necrotic  and  the  necrotic  com- 
ponent. The  non-necrotic  component  consists 
of  areas  of  pneumonia  in  which  tubercle  bacilli 
are  either  very  few  in  number  or  absent  alto- 
gether. This  portion  of  the  disease  may  largely 
resolve  like  other  types  of  lobular  pneumonia 
or,  more  often,  numerous  epithelioid  tubercles 
and  giant  cells  are  formed.  These  latter  struc- 
tures heal  by  scar  formation  and  it  is  this  por- 
tion of  the  tuberculous  disease  that  creates  the 
major  portion  of  parenchymal  scarringi  This 
component  commonly  heals  completely  and  the 
only  after-effect  on  the  patient  is  a lessened 
pulmonary  function  if  the  parenchymal  scar- 
ring is  considerable. 

Unfortunately,  the  new  areas  of  tuberculous 
pneumonia  usually  are  composed  in  part  of 
lesions  which  undergo  necrosis  and  the  pro- 
portional relationship  between  the  non-necrotic 
and  necrotic  components  varies  widely  from 
one  area  of  disease  to  another  and  from  one 
case  to  another.  The  necrotic  lesions  indicate 
those  areas  in  which  tubercle  bacilli  have  been 
most  numerous.  The  process  of  necrosis  ap- 
pears to  be  a product  of  the  reaction  of  the  host 
rather  than  to  be  related  directly  to  the  action 
of  the  bacilli,  for  in  this  process  large  numbers 
of  bacilli  disappear  from  the  lesions,  apparently 
lysed.  On  the  other  hand,  if  all  bacilli  are  not 
destroyed,  then  those  remaining  too  often  find 
it  possible  to  reproduce  after  necrosis  is  com- 
plete to  large  numbers,  sometimes  in  large 
colonies,  and  it  is  this  bacteriological  situation 
which  makes  the  necrotic  focus  a considerable 
potential  hazard. 

The  Threat  of  Slough 

The  real  threat  which  the  necrotic  area  of 
tuberculous  pneumonia  presents  is  that  there 
is  an  unpredictable  tendency  for  Nature  to 
liquefy  and  slough  the  necrotic  tissue  through 
the  connecting  bronchus.  It  seems  to  be  a gen- 
eral law  in  nature  to  slough  dead  tissue  if  possi- 
ble, and  this  applies  to  tuberculosis.  It  is  well 
illustrated  by  the  sloughing  of  tuberculous 
cervical  lymph  nodes  and  by  the  formation  of 
Pott’s  abseess.  The  same  process  occurs  in  the 
tuberculous  lung. 

The  danger  inherent  in  the  delayed  sloughing 
of  areas  of  necrotic  tuberculous  pneumonia 
lies  in  the  viable  bacteriological  content  of  the 
sloughing  lesion.  If  the  bacteriological  content 
is  insignificant  or  non-existent  the  sloughing 


is  not  of  great  significance  even  if  new  areas 
of  disease  may  become  evident  radiologically. 
If  on  the  other  hand  the  bacteriological  content 
is  high  then  new  areas  of  disease  that  too  often 
accompany  the  sloughing  indicate  a serious 
situation.  Unfortunately,  it  is  impossible  to 
distinguish,  radiologically,  between  these  two 
situations  early  and  it  is  only  the  behavior  of 
the  new  shadows,  as  evidenced  in  serial  X-rays 
of  the  chest,  that  the  difference  between  the 
two  eonditions  can  be  appreciated.  In  the 
period  before  chemotherapy,  it  was  well  known 
that  all  “spreads”  of  tuberculosis  were  not 
life  threatening  and  it  was  also  well  understood 
that  only  time  could  reveal  which  were  and 
which  were  not.  This  is,  perhaps,  the  out- 
standing and  the  most  perplexing  problem  in 
the  management  of  tuberculous  patients  and 
it  needs  re-emphasis  now  that  chemotherapy 
has  come  to  dominate  the  thought  with  regard 
to  the  treatment  of  tuberculous  patients. 

The  age  of  the  individual  is  not  the  deciding 
factor  in  the  course  of  the  disease.  It  seems  that 
at  no  age  is  there  an  absolute  “immunity”  to 
the  disease,  even  if  an  individual  had  received 
a natural  vaccination  with  virulent  tubercle 
bacilli  and  had  completely  healed  that  infection. 
The  major  problem  in  tuberculosis  occurs  in 
those  of  middle  age  or  older.  In  my  opinion, 
this  has  always  been  the  situation,  although  for 
a long  time  it  was  stressed  that  tuberculosis  was 
primarily  a disease  of  the  young.  To  me  it  is 
quite  evident  that  there  must  be  an  increased 
awareness  of  the  problem  of  tuberculosis 
among  older  persons  by  the  general  practicing 
physician  if  a continued  reduction  in  the  num- 
ber of  new  tuberculous  cases  is  to  be  achieved. 
Also  it  must  be  more  fully  appreciated  that 
serious  advanced  tuberculosis  in  a person  in 
later  life  may  represent  an  infection  of  fairly  re- 
cent origin,  not  one  that  was  acquired  in  child- 
hood. Finally,  it  should  be  evident  that 
pulmonary  shadows  which  have  remained 
“stationary,”  roentgenologically,  more  often 
than  not  represent  smouldering,  unhealed, 
tuberculous  disease.  Such  cases  should  be 
followed  with  periodic  X-rays  of  the  chest 
indefinitely,  for  there  is  no  way,  at  present, 
to  determine  whether  or  not  a serious  pro- 
gressive disease  may  develop.  A “spot”  in  the 
lung  should  not  be  regarded  lightly  and  for- 
gotten for  at  a later  date  that  individual  may 
become  a potent  spreader  of  tubercle  bacilli 
and  the  unrecognized  source  of  new  cases. 
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Conclusion 

In  my  opinion  there  never  has  been  a time 
when  the  general  practitioner  has  been  faced 
with  such  great  responsibility  with  regard  to 


the  problem  of  tuberculosis  as  at  present. 
Unless  he  is  on  talking  terms  with  the  compli- 
cated pathological  problem  that  is  inherent 
in  this  disease,  it  is  doubtful  that  he  will  be 
able  to  discharge  this  responsibility  with  credit. 


THE  MEDICAL  MANAGEMENT  OF  LIVER  DISEASE* 

J.  Richard  Gott,  Jr..  M.D. 

Louisville 


Because  of  the  many  functions,  both 
metabolic  and  secretory,  which  the  liver 
performs,  there  is  a multiplicity  of 
physiological  disturbances  which  the  diseased 
liver  may  present.  Accordingly,  liver  disease, 
both  acute  and  chronic,  is  usually  treated  with 
a combination  of  procedures  thus  making  it 
difficult  to  assess  accurately  the  value  of  any 
particular  therapeutic  method  or  agent. 

It  is  the  purpose  of  this  paper  to  present 
some  of  the  present  day  concepts  concerning 
the  management  of  liver  disease  and  to  discuss 
briefly  the  physiological  implications  of  some 
of  the  procedures  being  used.  Acute  viral 
hepatitis  will  be  discussed  as  an  example  of 
acute  hepatitis  and  Laennec’s  (alcoholic; 
portal)  cirrhosis  as  an  example  of  chronic  liver 
disease.  The  therapy  presented  will  in  general 
apply  to  other  forms  of  either  acute  or  chronic 
liver  disease,  but  specific  liver  disorders 
may  present  special  problems  not  covered  in 
a presentation  of  this  brevity. 

Acute  Viral  Hepatitis 

Rest.  Studies  made  during  the  Mediter- 
ranean Campaign  of  World  War  IP  showed  the 
advantages  of  prolonged  bed  rest  and  pointed 
out  the  higher  incidence  of  relapse  and  chron- 
icity  in  soldiers  returning  to  duty  before  com- 
plete recovery.  A post-war  study  on  soldiers 
in  occupied  Germany,-  who  were  undoubtedly 
better  nourished  and  in  better  physical  con- 
dition at  the  onset  of  their  illness  than  those 
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in  the  Mediterranean  Campaign,  showed  that 
the  patients  did  well  on  shorter  periods  of  bed 
rest  and  restricted  activity  and  suggested  that 
probably  the  longer  period  of  bed  rest  was 
not  necessary.  Something  can  be  learned  from 
both  of  these  studies.  Specifically  we  believe 
that  it  is  desirable  for  patients  to  remain  at 
bed  rest  until  they  have  begun  to  feel  well,  the 
liver  has  diminished  in  size,  and  their  labora- 
tory studies  indicate  a return  toward  normal. 
At  this  point,  which  will  require  two  or  three 
weeks  in  the  average  case,  we  believe  it  to 
be  permissible  to  permit  the  patient  to  sit 
up  and  to  have  limited  activity.  If  this  has 
no  unfavorable  effect  on  the  course  of  the  dis- 
ease, the  activity  may  be  gradually  increased, 
keeping  close  check  on  the  size  of  the  liver, 
how  the  patient  feels,  and  the  behavior  of 
the  liver  function  tests,  particularly  the  serum 
bilirubin  level.  It  is  felt  that  there  should  be 
some  restriction  of  activity  until  the  disease 
has  completely  run  its  course  and  the  liver 
function  tests,  such  as  the  BSP  excretion, 
cephalin  flocculation  and  thymol  turbidity, 
have  returned  to  or  are  approaching  normal. 
In  the  average  case  this  requires  eight  to  12 
weeks. 

Diet.  The  studies  on  hepatitis  cases  during 
and  since  World  War  II  seem  to  leave  no 
doubt  that  these  patients  do  best  on  a diet 
ample  in  calories  and  liberal  in  protein  and 
carbohydrate.  Fat  in  the  diet  is  no  longer  con- 
sidered to  be  contra-indicated,  at  least  not 
m amounts  necessary  to  make  the  diet  pala- 
table. It  is  our  custom  to  use  a diet  of  2600- 
3000  calories,  containing  300-500  gms.  of 
carbohydrate  and  150-200  gms.  of  protein. 
The  caloric  level  of  the  diet  is  determined  by 
the  patient’s  nutritional  needs  and  the  relative 
proportions  of  protein,  carbohydrate  and  fat 
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are  influenced  by  his  personal  food  prefer- 
ences. In  acute  hepatitis,  ascites  and  edema  are 
usually  not  a problem  and  if  this  is  the  case 
salt  is  permissible  in  amounts  sufficient  to 
make  the  diet  appetizing. 

If  the  diet  is  adequate  in  all  respects  there 
is  felt  to  be  no  need  for  supplements  to  the 
diet  such  as  choline,  methionine,  liver  extract 
and  the  various  vitamins.  However,  there  is 
no  objection  to  their  use  if  the  physician  pre- 
fers to  use  them.  The  optimistic  therapeutic 
promise,  based  on  early  experimental  work  on 
choline  and  methionine^'  ^ which  showed 
their  lipotropic  action  and  hence  their  ability 
to  prevent  or  minimize  fatty  infiltration  of  the 
liver  in  experimental  animals,  was  not  borne 
out  in  clinical  studies.  The  present  feeling 
seems  to  be  that  if  the  diet  is  adequate  in  all 
respects  there  is  no  need  for  choline  or  meth- 
ionine,'^  but  if  the  diet  is  deficient,  particularly 
in  protein,  there  may  be  some  justification  for 
their  use.  If  the  patient  cannot  take  an  ample 
diet  then  it  is  necessary  to  make  up  for  this 
inadequacy  by  giving  the  food  either  by 
stomach  tube  or  parenterally  or  both.  When 
protein  hydrolysates  are  given  intravenously 
it  is  well  to  bear  in  mind  that  if  the  dietetic 
intake  is  not  sufficient  for  caloric  needs  the 
protein  will  be  used  for  energy  purposes  just 
the  same  as  if  it  were  glucose.  Accordingly, 
it  is  important  that  the  food  intake  be  adequate 
for  caloric  needs. 

Vitamin  K requires  some  special  considera- 
tion. Its  deficiency  may  occur  as  a result  of 
obstructive  processes  in  which  bile  is  not 
delivered  into  the  intestinal  tract  and  therefore 
the  Vitamin  K in  the  diet  is  not  absorbed,  or 
because  damaged  liver  cells  cannot  use  it  to 
form  prothrombin.'^  When  either  occurs  the 
prothrombin  time  may  become  sufficiently  pro- 
longed to  cause  bleeding.  Vitamin  K,  then, 
should  be  used  in  any  case  when  the  pro- 
thrombin time  is  prolonged.  Whether  or  not  its 
administration  will  correct  the  increased 
prothrombin  time  will  depend  on  whether  the 
trouble  is  caused  by  a deficiency  in  vitamin  K 
or  by  inability  of  the  liver  cells  to  use  it.  In 
the  latter  case  its  administration  will  not  be 
helpful.  Because  of  this  dual  metabolic  con- 
sideration, vitamin  K may  be  used  as  a thera- 
peutic measure  and  as  a liver  function  test.** 
Where  there  is  a prolonged  prothrombin  time 
either  with  or  without  bleeding,  it  has  been  our 


policy  to  use  72  mgms.  of  Hykinone®  intra- 
venously daily  for  three  days  and  then  to  re- 
check the  prothrombin  time.  This  not  onlv 
constitutes  intensive  therapy  for  vitamin  K 
deficiency,  but  will  also  show  whether  the  pro- 
longed prothrombin  time  is  caused  by  a de- 
ficiency in  vitamin  K or  by  the  inability  of 
the  liver  cells  to  use  it.  Hykinone®  may  be 
given  in  dosages  of  five  to  15.  mgm.  daily, 
subcutaneously  or  intramuscularly,  for  prophy- 
lactic or  maintenance  therapy. 

Acth  and  Cortisone.  There  has  been  con- 
siderable use  of  corticotropin  and  cortisone,  and 
more  recently  prednisone  (Meticorten,®).  in 
acute  hepatitis.'-*'  “ The  studies  are  not  con- 
clusive and  for  the  most  part  do  not  show  any 
definite  modification  of  the  course  of  the  dis- 
ease. In  some  cases,  however,  their  use  re- 
sults in  the  patient  feeling  better  and  having 
a better  appetite.  In  this  respect  their  use  could 
be  said  to  have  a beneficial  effect  on  the  be- 
havior of  the  disease,  if  used  in  patients  whose 
prominent  symptoms  were  general  malaise  and 
loss  of  appetite.  In  this  type  of  case  it  is  our 
policy  at  present  to  use  prednisone,  10  mgm. 
every  six  hours  (40  mgm.  daily)  and  after 
satisfactory  symptomatic  improvement  has 
been  obtained  to  reduce  the  dosage  to  five 
mgm.  every  six  hours  and  to  continue  this 
dosage  for  one  to  two  weeks,  or  as  long  as 
needed  to  produce  a feeling  of  well  being 
and  to  promote  a good  appetite. 

Sedatives.  Since  many  of  the  commonly 
used  sedatives,  such  as  paraldehyde,  mor- 
phine, chloral  hydrate,  and  the  short  acting 
barbiturates  such  as  Penthothal®  and  pento- 
barbital, are  inactivated  by  the  liver  the 
question  of  which  sedative  to  use  may  cause 
some  concern.  Some  cases,  the  milder  ones 
in  particular,  tolerate  any  sedative  well,  but 
in  the  severe  cases,  even  small  doses  of  any 
sedative  may  result  in  an  exaggerated  or  pro- 
longed effect  and  may  even  be  a factor  in  the 
development  of  irreversible  hepatic  coma.  It 
is  the  general  feeling  at  present  that  Demerol,® 
the  bromides,  and  the  long  acting  barbiturates 
such  as  phenobarbital  and  barbital,  which  are 
excreted  in  part  by  the  kidneys,  are  the  least 
hazardous  sedatives.  A realistic  attitude  would 
seem  to  be  that  the  use  of  any  sedative  is 
fraught  with  some  risk,  especially  in  the  severe 
cases  with  precoma  symptoms,  and  that  the 
use  of  even  the  supposedly  better  tolerated 
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sedatives  should  be  attended  with  caution  and 
careful  observation. i- 

Laennec’s  Cirrhosis 

Rest.  The  same  reasoning  which  was  applied 
to  limitation  of  activity  in  the  treatment  of 
acute  liver  disease  applies  to  chronic  liver  dis- 
ease. The  decisions  are  made  more  difficult, 
however,  because  of  the  longer  time  element 
involved.  It  is  generally  believed  that  these 
patients  should  remain  in  bed  during  the  acute 
exacerbations  of  the  disease  and  that  it  would 
be  preferable  for  them  to  remain  in  bed  as 
long  as  there  is  continuing  improvement  in 
the  clinical  picture  and  in  the  liver  function 
studies.  Whenever  the  condition  approaches 
normal  or  stabilizes,  it  is  permissible  to  allow 
the  patient  to  be  up  and  about  for  short 
periods,  providing  this  activity  does  not  cause 
a worsening  of  the  clinical  or  laboratory 
picture.  Such  activity  may  be  gradually  in- 
creased provided  it  causes  no  unfavorable 
signs  but  some  restriction  of  activity  would  be 
indicated  as  long  as  there  are  any  abnormal 
signs  or  symptoms.  The  serum  protein  levels, 
the  cephalin  flocculation  and  thymol  turbidity 
tests,  and  the  BSP  excretion  are  important 
laboratory  tests  to  use  as  guides.  If  faciUties 
for  such  tests  are  not  available,  then  the 
physician  will  have  to  rely  upon  his  clinical 
judgment  and  those  laboratory  tests  which 
he  might  have  available  to  him. 

Diet.  In  Laennec’s  cirrhosis  and  in  other 
forms  of  chronic  liver  disease,  just  as  in  acute 
hepatic  disorders,  it  is  important  that  the 
patient  have  a diet  adequate  in  calories  and 
liberal  in  carbohydrate  and  protein.  Again,  if 
the  patient’s  diet  is  adequate  there  is  felt  to 
be  no  real  indication  for  the  use  of  diet  supple- 
ments such  as  methionine,  choline,  or  liver 
extracts,  but  there  is  no  objection  to  their  use, 
or  the  use  of  vitamin  B complex  or  multiple 
vitamin  preparations  if  the  physician  wants  to 
use  them.  It  should  be  emphasized  that  proper 
dietetic  therapy  is  probably  the  most  impor- 
tant factor  in  the  recovery  of  these  patients  and 
that  it  is  a long  drawn  out  affair,  often  re- 
quiring many  months  before  encouraging  re- 
sults can  be  observed. 

Most  of  the  patients  with  Laennec’s  cirrho- 
sis are  heavy  users  of  alcohol.  While  there  is 
no  conclusive  evidence  that  alcohol  in  moder- 
ation is  harmful  if  the  diet  is  adequate  in  all 
respects,  it  most  certainly  is  not  helpful,  and 


It  IS  common  experience  that  most  of  these 
patients  are  incapable  of  taking  alcohol  in 
moderation.  Accordingly,  we  advise  total 
abstinence. 

There  may  be  a prolonged  prothrombin  time 
in  these  cases,  just  as  in  the  acute  cases,  either 
as  a result  of  faulty  absorption  of  vitamin  K 
from  the  intestinal  tract  or  because  the  liver 
cells  are  too  badly  damaged  to  form  prothrom- 
bin. Again  the  indication  for  vitamin  K therapy 
will  depend  on  whether  or  not  there  is  a pro- 
longed prothrombin  time,  and  its  effectiveness 
will  depend  on  the  ability  of  the  liver  cells  to 
use  it  properly. 

Ascites  and  Edema.  The  retention  of  salt 
and  water  and  the  resultant  formation  of  edema 
and  ascites  constitute  one  of  the  most  trying 
problems  in  the  cirrhotic  patient.  This  ascites 
forms  as  a result  of  a combination  of  factors 
including  low  serum  protein  levels,  portal 
hypertension,  and  possibly  the  inability  of  the 
damaged  liver  cells  to  dispose  of  the  pituitary 
anti-diuretic  hormone. Regardless  of  the 
roles  of  these  contributing  factors  it  has  been 
a common  clinical  observation  that  if  the 
patient  s nutrition  can  be  improved  so  that  his 
serum  albumin  levels  are  brought  back  to 
normal,  the  ascites  will  clear  up  in  a substantial 
number  of  these  cases  or  at  least  will  be  con- 
siderably less  of  a problem.  Accordingly,  the 
best  treatment  for  the  ascites  in  the  long  run  is 
the  dietetic  treatment  which  will  bring  the  liver 
function  and  the  serum  proteins  back  to  normal. 

In  the  interim,  until  such  a desired  nutritional 
state  can  be  attained,  the  ascites  can  best  be 
controlled  by  limitation  of  the  salt  intake  and 
by  the  judicious  use  of  mercurial  diuretics.  In 
cases  where  the  edema  and  ascites  are  an  ur- 
gent problem  and  where  there  is  a low  serum 
albumin  level,  the  administration  of  concen- 
trated human  serum  albumin  intravenously 
may  be  helpful. 

The  question  of  how  often  to  tap  these  asci- 
tic cases  and  how  much  fluid  to  remove  may 
cause  some  concern.  It  should  be  kept  in  mind 
that  when  ascitic  fluid  is  removed,  protein  and 
salt  are  removed.  When  the  ascitic  fluid  re- 
forms, protein  is  taken  out  of  the  blood  and 
salts  (sodium,  chloride,  and  other  electrolytes) 
are  withdrawn  from  the  extra-cellular  body 
fluid.  14.  15  This  may  result  in  an  acute  low  salt 
syndrome  characterized  by  signs  of  prostration, 
oliguria,  uremia,  and  even  shock.  Such  an  oc- 
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currence  is  quite  serious  and  may  be  fatal.  If  it 
occurs  it  should  be  treated  by  the  prompt  ad- 
ministration of  normal  or  hypertonic  saline 
solution.  Since  the  removal  of  appreciable 


amounts  of  ascitic  fluid  is  associated  with  some 
risk,  we  believe  that  this  fluid  should  be  re- 
moved only  when  the  fluid  is  sufficient  in 


amount  to  cause  mechanical  embarrassment  to 


cardiac,  pulmonary,  digestive  or  renal  function, 
and  that  then  only  enough  fluid  should  be  re- 
moved to  relieve  this  pressure.  This  can  usually 
be  done  by  removing  only  three  to  six  quarts  of 
fluid  instead  of  the  three  to  six  gallons  which 
perhaps  could  be  removed.  We  believe  it  is 
preferable  to  tap  the  patient  more  often  rather 
than  to  remove  a large  amount  of  fluid  at  one 
time,  if  such  a choice  has  to  be  made.  For  ob- 
vious reasons,  if  it  is  necessary  to  tap  the  pa- 
tient frequently  he  should  not  be  on  severe  salt 
restriction. 

The  limitation  of  salt  intake,  the  frequent 
use  of  mercurial  diuretics,  the  use  of  cation  ex- 
change resins,  and  the  frequent  removal  of  asci- 
tic fluid,  may  contribute  to  the  development  of 
a chronic  salt  depletion,  characterized  among 
other  things  by  ascites  and  edema  that  are  re- 
fractory to  diuretics.  Studies  on  the  serum  of 
these  patients  will  show  the  sodium  and  chlo- 
ride levels  to  be  low.  When  such  a situation  de- 
velops it  is  desirable  to  remove  the  salt  restric- 
tion. After  the  sodim  and  chloride  levels  have 
returned  to  normal  the  patient’s  edema  and 
ascites  will  again  become  responsive  to  salt  re- 


striction and  mercurial  diuretics. 

Hemorrhage.  Portal  hypertension  with 
bleeding  from  ruptured  esophageal  varices  is 
one  of  the  serious  complications  of  chronic 
liver  disease.  Approximately  50  percent  of  the 
patients  with  such  bleeding  die  within  a year  s 
time.  In  the  management  of  the  acute  bleeding 
episode  we  have  made  it  a policy  to  do  x-ray 
studies  of  the  upper  gastrointestinal  tract  early 
in  order  to  obtain  better  information  as  to  the 
cause  of  the  bleeding.  This  is  desirable  since  in 
patients  with  esophageal  varices,  the  acute  up- 
per gastrointestinal  bleeding  will  be  coming 
from  peptic  ulcer  or  lesions  other  than  the 
varices  in  approximately  one-third  of  the 
cases. If  the  x-ray  studies  indicate  that  the 
varices  are  the  probable  source  of  the  bleeding, 
conservative  measures  are  tried  first  consisting 
essentially  of  rest  flat  in  bed,  three  ounces  of  a 
half  and  half  mixture  of  milk  and  cream  at  one 
or  two  hour  intervals  during  the  full  24  hours. 


and  sufficient  whole  blood  transfusions  to  main- 
tain the  blood  count  at  low  normal  levels.  If 
the  active  bleeding  continues,  then  the  Sengs- 
taken-Blakemore  double  balloon  tube  is  used 
in  order  to  exert  pressure  against  the  lower  end 
of  the  esophagus  and  to  thereby  compress  the 
veins  and  stop  the  bleeding.  If  this  is  not  effec- 
tive, transesophageal  ligation  of  the  varices  or 
one  of  several  other  surgical  procedures  may 
be  indicated  as  an  emergency  measure  to  stop 
the  hemorrhage.  After  the  acute  bleeding  epi- 
sode has  been  controlled,  if  indeed  it  can  be 
controlled,  then  the  advisability  of  performing 
a porta-caval  or  spleno-renal  shunt  operation, 
in  order  to  relieve  the  portal  hypertension, 
should  be  considered.' ‘ Time  does  not  permit 
a full  discussion  of  porta-caval  shunts.  Suffice 
it  to  say  that  if  the  portal  hypertension  can  be 
corrected  by  connecting  the  portal  with  the 
systemic  veins,  it  may  prove  to  be  a life  saving 
measure.  Because  of  the  major  aspects  of  the 
surgery  itself,  these  patients  must  be  reasonably 
good  risks  which  means  among  other  things 
that  their  liver  function  tests  should  be  fairly 
good  and  that  their  serum  albumin  levels 
should  be  at  or  near  normal. 

Acth  and  Cortisone.  Because  of  the 
chronicity  and  hence  the  long  time  factors  in- 
volved, it  is  usually  not  desirable  to  use  cortico- 
tropin or  cortisone  in  chronic  liver  disease. 
During  acute  exacerbations  when  the  patient’s 
appetite  is  poor  and  there  may  be  difficulty  in 
getting  the  patient  to  take  an  adequate  diet,  the 
use  of  these  agents  may  improve  the  appetite 
and  his  sense  of  well  being  and  thereby  assist 
in  his  nutritional  management.  When  these 
agents  are  used  prednisone  is  considered  the 
drug  of  choice  since  it  has  less  effect  on  salt 
and  water  retention. 

Sedatives.  The  same  reasoning  which  ap- 
plies to  the  use  of  sedatives  in  acute  hepatic 
disorders  applies  to  the  chronic  forms.  It  might 
be  mentioned,  however,  that  because  chroni... 
alcoholism  and  delerium  tremens  are  often 
associated  with  Laennec’s  cirrhosis,  the  prob- 
lem of  sedation  may  be  an  urgent  one.  Paralde- 
hyde, a drug  that  is  commonly  used,  is  partially 
broken  down  by  the  liver,  and  hence  should  be 
used  with  caution.  We  would  emphasize  again 
that  any  and  all  sedatives  should  be  used  with 
caution  in  patients  with  severe  liver  disease, 
either  acute  or  chronic,  particularly  if  they  are 
having  mental  symptoms  which  might  be  the 
forerunners  of  hepatic  coma.  It  might  also  be 
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added  that  the  so-called  tranquillizing  drugs 
are  not  free  of  danger.  We  have  seen  two  cases 
of  Laennec  s cirrhosis  go  into  irreversible  coma 
while  receiving  Thorazine®  and  under  condi- 
tions which  made  us  feel  that  Thorazine®  was 
a contributing  factor  in  the  development  of  the 
coma. 


Hepatic  Coma 

The  treatment  of  hepatic  coma  should  be 
considered  as  part  of  the  management  of  both 
acute  and  chronic  liver  disease  since  it  may  oc- 
cur in  either  and  is  not  an  entity  in  itself.  How- 
ever, since  it  offers  some  special  problems  it  is 
being  considered  separately. 

The  cause  of  hepatic  coma  is  not  known.  It 
may  occur  in  the  severe  forms  of  either  acute 
or  chronic  liver  disease  and  there  are  no  labora- 
tory tests  that  are  pathognomonic  of  it.  Most 
investigators  who  have  studied  the  disorder 
prefer  to  consider  that  there  may  be  several 
causes  or  mechanisms  for  its  occurrence.  It  is 
known  that  fluid  and  electrolyte  imbalances 
may  be  a factor  in  the  occurrence  of  mental 
symptoms.  It  has  also  been  pointed  out  that 
the  liver  cells  destroy  many  toxins  and  that  one 
or  more  of  these  mechanisms  might  be  defec- 
tive thereby  allowing  an  accumulation  of  some 
toxin  or  toxins  which  produce  the  coma.  Of  a 
more  positive  nature,  however,  is  the  recent 
work  showing  that  there  is  frequently  a high 
level  of  ammonia  in  patients  in  coma,  and  also 
the  clinical  observation  that  coma  often  de- 
velops in  patients  who  are  receiving  ammonium 
salts,  either  as  salt  substitutes  or  as  ammonium 
chloride  being  used  for  diuresis.^^  It  is  believed 
that  this  faulty  handling  of  ammonia  by  the 
liver  cells  (which  usually  convert  it  to  urea)  is 
a result  of  shunting  the  blood  around  the  cir- 
rhotic liver  so  that  the  liver  cells  do  not  have 
an  opportunity  to  handle  the  ammonia,  or  be- 
cause the  damaged  liver  cells  cannot  perform 
this  function  properly,  or  because  of  a combi- 
nation of  both  factors.  Whatever  the  cause,  the 
high  concentration  of  ammonia  is  toxic  and 
interferes  with  normal  metabolic  and  oxidation 
processes  in  the  brain,  thereby  causing  the 
mental  syndrome. 

Because  of  this  relationship  of  ammonia  to 
coma.  It  is  now  considered  desirable  not  to  give 
ammonium  compounds  such  as  ammonium 
chloride  or  cation  exchange  resins  containing 
ammonia  to  comatose  or  other  severe  cases.  In 
the  severe  cases  it  has  been  shown  that  the 


ammonia  obtained  from  the  amino-acids  in  a 
high  protein  diet  or  from  the  breakdown  of 
blood  proteins  following  a massive  hemorrhage 
into  the  gastrointestinal  tract  may  precipitate  a 
comatose  state.  For  this  reason  protein,  if  per- 
mitted at  all,  should  not  be  given  in  quantities 
exceeding  basal  requirements  in  precoma  or 
coma  cases.  Because  of  their  action  in  lowering 
blood  ammonia  levels,  glutamic  acid  by  mouth 
and  sodium  glutamate  intravenously,  in  dosages 
of  20-30  gms.  daily  have  proved  effective  in 
clearing  the  coma  in  some  of  these  cases  but 
their  effect  may  be  only  temporary  and  they  ap- 
parently do  not  affect  the  basic  course  of  the 
disease. 


Corticotropin  and  cortisone  have  been  found 
to  be  effective  in  the  treatment  of  hepatic  coma 
in  some  cases. The  initial  dosage  of  cortisone 
has  usually  been  600  to  1000  mgm.  daily  or 
even  higher.  The  mechanism  of  its  effectiveness 
IS  not  known.  By  correcting  the  coma  and  al- 
lowing the  patient  to  take  an  adequate  diet  it 
may  influence  the  course  of  the  disease. 


has  been  advocated  in  the  treatment  of  hepatic 
coma  on  the  theory  that  they  may  fill  a meta- 
bolic need  of  the  liver  cells,  that  they  help  pre- 
vent or  control  infection  within  the  liver,  or 
that  by  destroying  bacteria  in  the  bowel  they 
diminish  the  bacterial  action  on  protein  and 
hence  the  formation  and  absorption  of  am- 
monia from  the  bowel.  Since  there  is  also  evi- 
dence that  Aureomycin®  and  Terramycin® 
may  be  harmful  to  the  liver,-i  the  status  of 


these  drugs  as  therapeutic  agents  in  hepatic 
coma  or  other  types  of  liver  disease  is  at  the 


present  time  in  some  doubt. 


Summary 

An  attempt  has  been  made  to  review  the 
current  concepts  relative  to  the  management  of 
acute  and  chronic  liver  disease  and  to  discuss 
briefly  the  clinical  and  physiological  aspects 
of  some  of  these  procedures.  It  was  emphasized 
that  bed  rest  during  the  acute  or  active  phases 
of  liver  disease  and  limitation  of  activity  until 
complete  recovery,  together  with  a diet  ade- 
quate in  calories  and  containing  high  propor- 
tions of  protein  and  carbohydrate,  constitute 
the  most  important  factors  in  therapy. 

Special  problems  such  as  the  use  of  cortico- 
tropin and  cortisone,  the  choice  of  sedatives, 
the  management  of  bleeding  from  esophageal 
varices,  the  treatment  of  ascites  and  edema,  and 
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! the  indications  for  the  administration  of  vita- 
I min  K were  discussed. 

I The  pathogenesis  of  hepatic  coma  was  re- 
I viewed,  emphasis  being  placed  on  the  role  of 
j ammonia  as  a causative  factor  in  some  of  these 
cases.  It  was  pointed  out  that  in  the  preven- 
tion and  treatment  of  hepatic  coma,  compounds 
containing  ammonia  such  as  ammonium  chlo- 
' ride,  should  not  be  used.  It  was  pointed  out 
further  that  the  ammonia  derived  from  the 
amino-acids  in  a high  protein  diet  might  be 
sufficient  to  aggravate  or  even  precipitate  a 
comatose  state  and  that  in  the  management  of 
hepatic  coma,  protein,  if  permitted  at  all, 
' should  not  exceed  basal  requirements. 
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CASE  DISCUSSIONS 

FROM  THE  UNIVERSITY  OF  LOUISVILLE  HOSPITALS 
A CASE  OF  MULTIPLE  MYELOMA 


History  and  Physical  Findings 

This  57-year-old  white  female  was  referred 
to  the  Louisville  General  hospital  for  evalua- 
tion of  severe  back  pain  of  nine  months  dura- 
tion. 

The  patient  was  well  and  active  until  nine 
months  prior  to  admission  when  she  noted 
severe  right  upper  quadrant  pain.  The  patient 
was  told  that  she  had  gall  bladder  disease  and 
a cholecystectomy  was  performed  without  in- 
cident. A few  weeks  following  an  uneventful 
recovery  from  the  cholecystectomy  the  patient 
noted  the  sudden  onset  of  pain  in  the  mid  back. 
The  pain  was  severe  in  intensity  and  only  par- 
tially relieved  by  analgesic  agents.  Examina- 
tion revealed  some  diffuse  tenderness  through- 
out the  spine  without  evidence  of  deformity. 
X-ray  examination  revealed  diffuse  osteoporosis 
of  the  thoraco-lumbar  spine.  The  patient  had 
used  a brace  and  received  estrogens  but  both 
of  these  measures  were  of  little  avail  in  allevi- 
ating the  pain. 

The  past  history  and  family  history  were 
essentially  noncontributory.  Physical  examina- 
tion on  admission  revealed  a well  developed, 
obese  white  female  who  appeared  chronically 
ill.  The  temperature  was  98.6,  pulse  80,  respi- 
ration 20,  and  the  blood  pressure  1 15/70  mm. 
Hg.  The  significant  features  on  examination 
were  as  follows.  The  patient  was  in  obvious 
pain  and  even  the  slightest  motion  aggravated 
the  pain.  A generalized  pallor  of  the  skin  and 
mucous  membrane  was  present.  There  was 
diffuse  tenderness  throughout  the  thoraco- 
lumbar spine,  and  the  pressure  over  the  ster- 
num and  lateral  rib  margins  produced  great 
discomfort.  Neurological  examination  revealed 
hyperactive  deep  reflexes  in  the  lower  extremi- 
ties but  there  were  no  pathological  reflexes  or 
alterations  of  the  sensory  modalities. 

Laboratory  Findings 

Urinalysis  revealed  a specific  gravity  of  1015; 
a four  plus  proteinuria  and  on  microscopic  ex- 
amination there  was  an  occasional  hyalin  cast. 
The  red  blood  count  was  2.5  mil.;  hemoglobin 
seven  grams;  white  blood  count  6,500  with  a 
normal  differential;  platelets  115,000.  The 
NPN  was  68  milligrams  per  cent;  serum  pro- 
teins total  12  grams;  albumin  3.5  grams;  glob- 


ulin 8.5  grams;  calcium  16  milligrams  per  i 

cent  and  phosphorus  two  milligrams  per  cent. 
X-ray  examination  showed  a diffuse  osteoporo- 
sis throughout  the  thoraco-lumbar  spine  and  i 
osteolytic  lesions  involving  the  skull,  ribs,  and  I 

pelvis.  A bone  marrow  specimen  aspirated  I 

from  the  sternum  showed  a heavy  infiltration  | 

with  abnormal,  immature  plasma  cells.  1 

Discussion  ' 

T.  D.  Stevenson,  M.D.;  The  association  of 
severe  bone  pain  with  proteinuria  and  anemia 
is  consistent  with  plasma  cell  myeloma.  This 
diagnosis  was  confirmed  by  a bone  marrow 
aspiration  which  showed  a diffuse  infiltration 
of  the  marrow  by  plasma  cells. 

Pain  in  the  bones  is  the  most  common  and 
characteristic  symptom  of  multiple  myeloma 
and  is  present  in  the  majority  of  the  patients 
with  this  disease.  The  most  prominent  site  for 
this  pain  is  the  back,  followed  in  order  of  fre- 
quency by  the  rib  cage,  hips,  legs,  shoulders, 
and  arms.  The  pain  is  usually  severe  and  pro- 
gressive. Pathological  fractures  also  occur  fre- 
quently and  may  be  the  initial  manifestation  of 
the  disease.  Fractures  involving  the  vertebral 
bodies  are  the  most  commonly  encountered  and 
the  fractures  usually  heal  well  despite  the  dif- 
fuse involvement  of  the  bones. 

In  some  instances  the  manifestations  of  mul- 
tiple myeloma  may  be  more  subtle  and  obscure. 
Symptoms  and  signs  of  peripheral  neuritis  may 
dominate  the  clinical  picture  and  not  all  of  the 
neurological  complications  of  multiple  myeloma 
are  the  result  of  compression  fracture  of  the 
spine. 

Proteinuria  associated  with  renal  insuffici- 
ency may  be  an  initial  manifestation  of  multi- 
ple myeloma  and  may  occur  prior  to  the  onset 
of  the  bone  pain.  Rarely  a peculiar  form  of 
amyloidosis  may  be  found  in  association  with 
multiple  myeloma  and  in  these  individuals  the 
dominant  symptoms  are  those  of  a chronic 
arthritis  to  rheumatoid  arthritis. 

There  are  no  characteristic  or  pathognomonic 
features  to  be  found  on  examination  of  the  pa- 
tient with  multiple  myeloma.  Pain  on  palpa- 
tion over  the  spine,  sternum,  and  rib  cage  may 
or  may  not  be  present.  Hepatomegaly  is  pres- 
ent in  approximately  40  per  cent  of  patients 
and  enlargement  of  the  spleen  in  20  per  cent. 
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I The  characteristic  features  which  enable  one 
to  suspect  and  to  confirm  a diagnosis  of  a dif- 
fuse plasma  cell  myeloma  are  found  on  X-ray 
examination  and  examination  of  the  bone  mar- 
row. The  x-ray  picture  classically  consists  of 
innumerable  punched  out  areas  of  bone  destruc- 
i tion  which  are  diffusely  distributed  throughout 
I the  skeleton.  These  areas  of  bone  destruction 
I are  usually  sharply  demarcated  and  are  purely 
osteolytic.  The  presence  of  sclerotic  changes 
I around  the  areas  of  destruction  are  not  usually 
present  in  the  individual  with  multiple  my- 
eloma. The  fact  that  the  bone  lesion  of  multi- 
ple myeloma  is  purely  osteolytic  aids  in  differ- 
entiation from  metastatic  carcinoma  since  the 
latter  is  usually  associated  with  sclerosis  around 
the  localized  bone  destruction.  In  approxi- 
mately 25  per  cent  of  the  individuals  with 
diffuse  plasma  cell  myeloma  there  are  no  lo- 
calized multiple  punched  out  areas  but  instead 
the  x-ray  findings  are  those  of  osteoporosis. 

Anemia  is  a common  finding  in  individuals 
with  multiple  myeloma.  There  are  usually  no  sig- 
nificant alterations  in  the  white  blood  count  or 
in  the  level  of  blood  platelets.  In  approximately 
10  per  cent  of  the  individuals  a few  plasma 
cells  may  be  found  in  the  peripheral  blood. 
Auto  agglutination  of  the  red  cells  and  an  in- 
creased sedimentation  rate  are  the  result  of 
elevated  serum  proteins.  Examination  of  the 
bone  marrow  is  the  one  single  laboratory  pro- 
cedure which  enables  one  to  establish  the  di- 
agnosis of  plasma  cell  myeloma.  One  usually 
finds  a diffuse  infiltration  of  the  bone  marrow 
by  immature  plasma  cells  which  replace  the 
normal  marrow  elements.  There  is  usually  no 
difficulty  in  establishing  a diagnosis  on  the  basis 
of  bone  marrow  findings  but  the  presence  of  a 
moderate  number  of  plasma  cells  is  not  indic- 
ative of  multiple  myeloma  or  an  incipient 


stage  of  that  disease.  Plasmocytosis  of  the  bone 
marrow  may  be  found  in  a variety  of  diseases, 
and  particularly  in  association  with  chronic  in- 
fections. It  should  be  emphasized,  however, 
that  the  quantitative  and  qualitative  plasma  cell 
changes  found  in  chronic  infections,  rheumatoid 
arthritis,  etc.  are  not  as  striking  as  those  in  mul- 
tiple myeloma.  The  presence  of  a normal  bone 
marrow  does  not  exclude  the  diagnosis  of  mul- 
tiple myeloma,  since  the  accumulations  of  ab- 
normal plasma  cells  may  be  focal  in  character. 
I have  personally  seen  and  there  are  described 
in  the  literature  cases  in  which  multiple  bone 
marrow  aspirations  from  various  sites  had 
failed  to  reveal  a diagnostic  sample  even  though 
focal  bone  lesions  could  be  demonstrated  by 
x-ray  and  a biopsy  of  a characteristic  area  re- 
vealed tissue  characteristic  of  multiple  myelo- 
ma. Proteinuria  in  multiple  myeloma  is  usual- 
ly due  to  the  presence  of  Bence  Jones  protein. 
This  is  an  abnormal  protein  which  is  precipi- 
tated on  heating  and  redissolves  when  heated 
above  95°  centigrade.  Bence  Jones  proteinuria 
is  so  frequently  associated  with  multiple  my- 
eloma that  it  can  be  considered  almost  patho- 
gnomonic of  the  disease.  The  presence  of  this 
abnormal  protein  results  in  the  formation  of 
casts  in  the  renal  tubules  and  renal  insufficien- 
cy, a frequent  cause  of  death  in  the  patient 
with  multiple  myeloma. 

Hypercalcemia  is  present  in  approximately 
50  per  cent  of  patients  with  multiple  myeloma 
and  the  serum  proteins,  primarily  the  globulin 
fraction,  are  increased  in  the  majority. 

The  treatment  of  multiple  myeloma  is  un- 
satisfactory. The  best  available  agent  is  ure- 
thane which  will  alleviate  pain  and  reduce  the 
hyperglobulinemia  and  proteinuria.  ACTH  and 
cortisone  may  be  of  benefit  and  x-ray  therapy 
is  of  value  in  controlling  bone  pain. 


The  book  of  Nature  is  that  which  the  physician  must  read;  and  to  do  so  he  must  walk  over 
the  leaves. 
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The  Nursing  Problem 


SINCE  World  War  I there  has  been  an  or- 
ganized lobby  for  the  nursing  profession. 
They  first  secured  their  officer  status  in 
the  armed  forces.  The  nursing  organization  has 
increased  the  requirements  for  entrance  into 
nurses  training.  They  have  improved  and  raised 
their  standards.  Executive  positions  were  oc- 
cupied by  those  who  had  advanced  training. 

During  World  War  II,  nurses  did  the  paper 
work  and  the  corpsmen  did  most  of  the  bedside 
nursing.  At  the  same  time,  in  civilian  hos- 


pitals the  increase  in  number  of  patients  made 
it  necessary  for  many  of  the  hospitals  to  employ 
nurses  aides,  practical  nurses  or  technicians. 

The  time  has  come  for  the  nursing  profession 
to  evaluate  its  nursing  care  needs  for  the  public 
and  present  some  uniform  plan  for  the  develop- 
ment and  training  of  two  different  types  of 
nursing — call  them  any  appropriate  name — 
one  for  the  executive  positions  and  the  other  to 
give  the  practical  nursing  care. 

David  M.  Cox,  M.  D. 


Dr.  Abraham  Flexner,  Kentuckian 


At  the  1956  commencement  exercises 
the  University  of  Louisville  paid  honor  to 
Dr.  Abraham  Flexner  by  conferring  upon 
him  the  degree  of  doctor  of  science.  Dr.  Flex- 
ner is  the  recipient  of  many  honorary  degrees 
from  leading  institutions  of  learning  in  our 
country — two  of  these  being  doctor  of  medi- 
'cine.  Being  a Kentuckian,  however,  he  will,  in 
all  probability,  treasure  highly  this  most  recent 
honor  tendered  him  by  our  university. 

At  the  age  of  89,  Dr.  Flexner  has  behind  him 
a life  of  achievement  comparable  to  that  of  any 
scientist  that  our  country  has  produced.  His  in- 
terest in  medical  education  began  in  1908.  He 
was  requested  by  Dr.  Henry  S.  Pritchard,  then 
President  of  the  Carnegie  Foundation  for  the 
Advancement  of  Teaching,  to  make  a study  of 
medical  education  in  the  United  States.  Two 
brothers.  Doctors  Simon  and  J.  A.  Flexner,  of 
Louisville,  were  physicians  but  his  interest,  un- 
til that  time,  had  been  in  teaching  in  arts  and 
science.  Accepting  this  challenge.  Dr.  Flexner 
personally  visited  and  inspected  154  medical 
schools,  carefully  tabulating  their  facilities  and 
methods  of  training.  He  acquainted  himself 
also  with  all  of  the  principal  medical  schools 
in  Europe,  where  he  traveled  in  1910.  His  re- 
port, submitted  in  1910,  became  the  basis  upon 


which  the  entire  system  of  medical  education 
has  become  the  standard  for  the  world. 

In  a recent  book  entitled  “William  H.  Welch 
and  the  Rise  of  Modern  Medicine,”  Donald 
Fleming  has  described  in  some  detail  the  proc- 
ess by  which  these  changes  were  accomplished. 
Not  only  was  the  change  at  Johns  Hopkins 
University  and,  subsequently,  throughout  the 
country  influenced  largely  by  Dr.  Flexner’s 
work  but  his  personal  contact  with  the  Car- 
negie and  other  foundations  helped  provide  the 
financial  aid  necessary.  He  writes  that  “Abra- 
ham Flexner  did  to  death  more  bad  schools  in 
less  time  than  any  other  man  in  the  history  of 
the  world.” 

After  completion  of  his  study  of  and  reports 
on  medical  education — which  covered  a period 
of  four  years — Dr.  Flexner  joined  the  General 
Education  Board  of  The  Rockefeller  Founda- 
tion in  1912.  Five  years  later  he  became  secre- 
tary of  the  Board.  In  1928  he  retired  from  this 
position  and,  two  years  later,  became  associ- 
ated with  the  Institute  for  Advanced  Studies  at 
Princeton,  New  Jersey.  He  secured  Dr.  Albert 
Einstein  as  the  institute’s  first  professor.  Since 
his  retirement  from  this  work  in  1939  he  has 
written  and  consulted  on  matters  of  general 
(Continued  on  Page  725) 
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Kentucky  Blue  Shield  Group 
Plans  Seminar  September  6 

The  Kentucky  Blue  Shield  Plan  will  present  a forum 
Thursday  September  6 at  the  Brown  Hotel  in  Louis- 
ville according  to  W.  Vinson  Pierce,  M.D..  Covington, 
president  of  the  Kentucky  Physicians  Mutual — the 
Blue  Shield  Plan  for  Kentucky. 

The  morning  session,  which  begins  at  9 AM  (Cen- 
tral Daylight  Time),  will  feature  a program  dealing 
with  how  the  national  Blue  Shield  Plan  works  and 
a discussion  of  the  relative  merits  of  “service  plans” 
and  “indemnity  plans.”  Those  attending  the  conference 
will  be  guests  of  Blue  Shield  at  lunch,  according  to 
Dr.  Pierce.  A very  interesting  question  and  answer 
period  will  be  held  during  the  afternoon  session. 

The  names  of  three  of  the  six  speakers  who  will 
take  part  in  the  program  were  recently  released.  They 
are:  Leo  Brown,  public  relations  director  of  the  AMA; 
Walter  McBee,  executive  director  of  Group  Medical 
and  Surgical  Service,  Dallas,  Texas  and  A.  B.  Barrett, 
M.D.,  chairman  of  the  Insurance  Committee  of  the 
KSMA. 

Invited  to  the  seminar  will  be  all  Kentucky  directors 
of  the  Blue  Shield  Plan,  KSMA  officers  and  coun- 
cilors, presidents  and  secretaries  of  the  county  medical 
societies,  members  of  the  KSMA  insurance  committee 
and  members  of  the  KSMA  Advfsory  Committee  to 
Blue  Cross. 


16  Medical  Students  Granted 
Medical  Scholarship  Loans 

Agreements  to  practice  medicine  in  rural  Kentucky 
have  been  made  by  16  medical  students  during  1956 
as  a result  of  their  approval  for  loans  from  the 
Rural  Kentucky  Medical  Scholarship  Fund,  accord- 
ing to  C.  C.  Howard,  M.D.,  Glasgow,  fund  chair- 
man. Dr.  Howard's  report  followed  a meeting  in 
Louisville,  July  10,  of  the  fund’s  executive  committee. 

The  1956  loan  approvals  brought  to  35  the  number 
of  current  medical  students  being  aided  by  the  fund, 
which  was  initiated  in  1946  by  the  KSMA  and  con- 
sists of  contributions  from  farm,  medical  and  other 
groups  and  individuals.  Dr.  Howard  stated  that  only 
five  new  loan  recipients  could  have  been  approved 
this  year  without  $50,000  supplementary  funds  in- 
cluded in  Governor  Chandler’s  1956-57  budget  ap- 
proved by  the  1956  Legislature. 

George  Caldwell,  vice-president  of  the  Louisville 
Trust  Company,  as  the  fund’s  fiscal  agent,  reported 
to  the  committee  that  repayment  of  loans  by  doctors 
now  in  practice  is  progressing  satisfactorily. 

New  KSMA  Members 

The  following  physicians  were  recently  added  to 
the  KSMA  membership  roster; 

Fred  D.  Barlow,  M.D.,  Louisville 
Edward  C.  Frank,  M.D.,  Louisville 
Dwight  M.  Kuhns,  M.D.,  Harlan 
Ramon  S.  Vinas,  M.D.,  Louisville 
D.  L.  Ware,  M.D.,  Cloverport 
Ira  F.  Wheeler,  M.D.,  Prestonsburg 


Third  Chest  Disease  Symposium 
Scheduled  For  August  29 

The  third  monthly  district  symposium  on  “Diseases 
of  the  Chest”  will  be  presented  at  the  State  TB 
Hospital,  District  Five,  in  London,  August  29  at  4 
PM  (CST). 

C.  C.  Howard.  M.D.,  Glasgow,  chairman  of  the 
State  TB  Hospital  Commission,  will  be  the  before 
dinner  speaker.  His  talk  is  entitled  “Your  Neighbor 
and  Mine.” 

The  scientific  session  will  feature  the  following 
program:  “Management  of  the  Pneumoconioses  and 
their  Complications”  by  B.  E.  Jones,  M.D.;  “Differ- 
ential Diagnosis  of  Tuberculosis”  by  Oren  Beatty, 
M.D.;  and  “The  In-Patient  Therapy  of  Active  Tuber- 
culosis” by  T.  H.  Biggs,  M.D. 

Category  1 credit  will  be  given  to  members  of  the 
KAGP  for  attendance  at  the  meeting. 

Ky.  Rural  Health  Council  Begins 
Plans  for  ’57  National  Meet 

The  Kentucky  Rural  Health  Council  met  in  Louis- 
ville, July  10  for  consultation  with  Aubrey  Gates, 
executive  director  of  the  Council  on  Rural  Health 
of  the  AMA,  regarding  plans  for  the  Twelfth  Na- 
tional Rural  Health  Conference  scheduled  for  J^ouis- 
ville  March  7.  8,  and  9.  1957. 

The  meeting  was  called  to  obtain  suggestions  for 
the  conference  program  and  to  discuss  ways  Ken- 
tucky can  help  in  developing  the  conference.  Similar 
meetings  will  be  held  in  states  bordering  Kentucky. 

The  Conference  is  sponsored  by  the  AMA  in 
cooperation  with  agriculture  editors,  the  agriculture 
extension  service,  the  American  Farm  Bureau  Feder- 
ation, the  Farm  Foundation  and  the  National  Grange. 

Revised  Version,  Medical  Ethics 
Presented  at  AMA  Meeting 

The  AMA  House  of  Delegates  voted  last  June  at 
the  Annual  Meeting  in  favor  of  a Reference  Com- 
mittee report  which  approved  a revision  of  the  Princi- 
ples of  Medical  Ethics.  Final  action  has  been  de- 
ferred until  the  Seattle  Clinical  session  to  allow  for  a 
“thorough  study  on  the  part  of  members  of  the 
AMA.” 

The  revised  version,  prepared  by  the  Council  on 
Constitution  and  By-laws  and  endorsed  by  the  Judi- 
cial Council,  was  presented  by  Louis  A.  J3uie,  M.D., 
chairman  of  the  Council.  (Dr.  Buie  will  be  a guest 
scientific  speaker  at  the  1956  KSMA  Annual  Meet- 
ing. ) 

The  10  proposed  sections,  an  aim  to  make  the 
Principles  more  understandable  and  brief  are: 

1.  The  prime  objective  of  the  medical  profession 
is  to  render  service  to  humanity  with  full  respect  for 
both  the  dignity  of  man  and  the  rights  of  patients. 
Physicians  must  merit  the  confidence  of  those  en- 
trusted to  their  care,  rendering  to  each  a full  measure 
of  service  and  devotion. 

2.  Physicians  should  strive  to  improve  medical 
knowledge  and  skill,  and  should  make  available 
the  benefits  of  their  professional  attainments. 
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3.  A physician  should  not  base  his  practice  on  an 
exclusive  dogma  or  a sectarian  system,  nor  should 
he  associate  voluntarily  with  those  who  indulge  in 
such  practices. 

4.  The  medical  profession  must  be  safeguarded 
against  members  deficient  in  moral  character  and 
professional  competence.  Physicians  should  observe 
all  laws,  uphold  the  dignity  and  honor  of  the  pro- 
fession and  accept  its  self-imposed  disciplines.  They 
should  expose,  without  hesitation,  illegal  or  un- 
ethical conduct  of  fellow  members  of  the  profession. 

5.  Except  in  emergencies,  a physican  may  choose 
whom  he  will  serve.  Having  undertaken  the  care  of  a 
patient,  the  physician  may  not  neglect  him.  Unless 
he  has  been  discharged,  he  may  discontinue  his  serv- 
ices only  after  having  given  adequate  notice.  He 
should  not  solicit  patients. 

6.  A physician  should  not  dispose  of  his  services 
under  terms  or  conditions  which  will  interfere  with 
or  impair  the  free  and  complete  exercise  of  his 
independent  medical  judgment  and  skill  or  cause 
deterioration  of  the  quality  of  medical  care. 

7.  In  the  practice  of  medicine  a physician  should 
limit  the  source  of  his  professional  income  to  medi- 
cal services  actually  rendered  by  him  to  his  patient. 

8.  A physician  should  seek  consultation  in  doubt- 
ful or  difficult  cases,  upon  request  or  when  it  appears 
that  the  quality  of  medical  service  may  be  enhanced 
thereby. 

9.  Confidences  entrusted  to  physicians  or  defici- 
encies observed  in  the  disposition  or  character  of 
patients,  during  the  course  of  medical  attendance, 
should  not  be  revealed  except  as  required  by  law  or 
unless  it  becomes  necessary  in  order  to  protect  the 
health  and  welfare  of  the  individual  or  the  com- 
munity. 

10.  The  responsibilities  of  the  physician  extend  not 
only  to  the  individual  but  also  to  society  and  de- 
mand his  cooperation  and  participation  in  activities 
which  have  as  their  objective  the  improvement  of  the 
health  and  welfare  of  the  individual  and  the  com- 
munity. 


Alumni  of  U of  L Hospitals 
Have  Reunion  June  26 

Physicians  from  all  over  the  United  States  who 
took  their  hospital  training  at  General,  Children’s  or 
Jewish  hospitals  returned  to  Louisville  June  26  for 
the  University  of  Louisville  Hospitals  Alumni  Day. 
The  three  hospitals  are  the  medical  school’s  teaching 
hospitals. 

Tours  of  the  Medical  Center  institutions  and  Re- 
habilitation Center  started  the  day-long  affair.  After- 
noon scientific  speakers  were;  William  Keller,  M.D., 
Louisville;  Edmund  Smolik,  M.D.,  St.  Louis;  Charles 
Eloyd,  M.D..  Gulfport,  Mississippi;  O.  B.  Murphy, 
M.D.,  Lexington  and  Ephraim  Roseman  M.D., 
Louisville. 

Others  on  the  program  were;  Dr.  Philip  David- 
son, U of  L president;  Oscar  O.  Miller,  M.D.,  Louis- 
ville; Gradie  Rowntree,  M.D.,  Louisville  and  J. 
Murray  Kinsman,  M.D.,  dean  of  the  medical  school. 


UMWA  Names  Hospital  Head 

Gordon  M.  Meade,  M.D.,  former  dean  of  the 
Graduate  School  of  Medicine  at  the  University  of 
Pennsylvania,  has  been  appointed  clinical  director 
of  the  Miners  Memorial  Hospital  Association.  For 
the  past  year  Dr.  Meade  has  been  clinical  consultant 
with  headquarters  in  Washington,  D.C.  Since  Janu- 
ary he  has  served  as  chief  of  clinical  services  at 
the  Williamson  Memorial  Medical  Center  in  Wil- 
liamson, West  Virginia. 


State  Aid  for  Needy  Sick  Plan 
to  be  Studied  by  Commission 

A commission  to  study  the  possibility  of  the  State’s 
providing  hospital  care  for  indigent  sick  persons  has 
been  etablished  by  Governor  Chandler. 

The  12  member  group  includes  representatives 
from  the  KSMA,  State  Hospital  Association,  Public 
health  and  welfare,  industry,  labor,  consumer  and 
rural  health  organizations.  Russell  Teague,  M.D., 
State  health  commissioner,  represents  the  State  De- 
partment of  Health  and  Keith  Smith,  M.D.,  Corbin, 
the  KSMA. 

The  KSMA  sponsored  a bill  in  the  1956  Session  of 
the  Legislature  providing  for  the  State  to  put  up 
money  toward  paying  hospital  bills  of  the  needy. 
The  bill  failed  to  pass  in  the  closing  days  of  the 
General  Assembly. 


154  Attend  Annual  Seminar 
at  Kentucky  Lake  June  12 

One  hundred  fifty  four  physicians  registered  at  the 
Third  Annual  Kenlake  Seminar  on  July  12,  accord- 
ing to  Julian  B.  Cole,  M.D.,  Henderson,  president  of 
the  KAGP.  The  seminar  was  sponsored  by  the  Ken- 
tucky and  Tennessee  Academies  of  General  Practice. 

Fount  Richardson,  M.D.,  Chairman  of  the  Board 
of  Directors  of  the  American  Academy  of  General 
Practice  and  president  of  the  Arkansas  Medical  So- 
ciety, was  the  guest  speaker.  He  spoke  on  “The 
American  Academy  of  General  Practice.” 

Four  physicians  presented  scientific  papers  at  the 
meeting.  They  were;  F.  Tremaine  Billings,  Jr.,  Nash- 
ville. Tennessee;  Henry  Turner,  Memphis,  Tennessee; 
E.  G.  Grantham,  M.D.,  Louisville  and  Allen  Mc- 
Affee,  St.  Louis,  Missouri. 

Rufus  Alley,  M.D.,  Installed 
as  President  of  the  APS 

Rufus  Alley,  M.D.,  Lexington,  was  installed  as 
president  of  the  American  Proctologic  Society  June  9 
at  the  APS  55th  Annual  Meeting  in  Detroit.  Dr. 
Alley  was  treasurer  of  the  Society  from  1948  to  1956. 

A 1927  graduate  of  the  Medical  College  of  Vir- 
ginia, Dr.  Alley  was  a surgical  assistant  at  the  Lex- 
ington Clinic  from  1928  to  1932.  He  served  in  the 
US  Army  from  1941  to  1946. 

Dr.  Alley,  a diplomate  of  the  American  Board  of 
Proctology,  is  a member  of  the  Fayette  County  Med- 
ical Society,  the  KSMA  and  the  AMA.  He  is  a 
fellow  of  the  American  College  of  Surgeons  and 
the  Philadelphia  and  Ohio  Valley  Proctologic  Socie- 
ties which  he  helped  found. 

In  Lexington,  Dr.  Alley  is  head  of  the  department 
of  proctology  at  the  St.  Joseph  and  Good  Samaritan 
Hospitals  and  is  consulting  proctologist  at  Julius 
Marks  Sanatorium  and  the  Veterans  Administration 
Hospital. 


Otolaryngologists  to  Meet 

Kentucky  physicians  planning  to  attend  the  Sixth 
International  Congress  of  Otolaryngology  in  Wash- 
igton,  D.C.,  May  5 to  10,  1957,  were  recently  urged 
by  John  W.  Harned,  M.D.,  Kentucky  Publicity  Com- 
mittee, to  make  their  reservations  now. 

Dr.  Harned  also  requested  that  all  physicians  who 
had  not  sent  in  their  check  for  financial  aid  for  the 
Congress  do  so  immediately.  Checks  should  be  mailed 
to;  Paul  Holinger,  M.D.,  700  N.  Michigan  Avenue, 
Chicago,  Illinois. 
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PROVED  ANTICHOLINERGIC  EFFICIENCY 


Pro-Banthlne®  Provides 


Rapid  Relief  in  Acute  Pancreatitis 


Pro-Banthlne  inhibits  excessive  vagal  stimulation 
of  the  stomach  and  pancreas  and  reduces^-^ 
both  gastric  and  pancreatic  secretions. 


Sites  of  Action  of  Pro-Banthine 


fAHASYM^ATHETl^ 
ACETYICHOLINE* 


fARASYMPATHETIC 
GANCIION 

POSTGANGLIONIC 


\ 


y 

^ PELVIC  Nt« 


With  use  of  the  Levin  tube  and  a 
drug  “such  as  Pro-Banthine  . . . 
most  cases  of  acute  pancreatitis* 
will  subside  in  a few  hours,  or  at 
the  most,  in  a few  days.” 

Schwartz  and  Hinton  achieved^ 
dramatic  relief  of  pain  in  four  of 
six  patients  with  acute  hemor- 
rhagic or  edematous  pancreatitis 
within  twenty  to  thirty  minutes 
after  giving  Pro-Banthine  intra- 
muscularly. A dose  of  15  to  30 
mg.  may  be  repeated'  parenter- 
ally  at  intervals  of  six  hours. 

Pro-Banthine  bromide  (brand 
of  propantheline  bromide)  also 
has  proved  highly  effective  in  the 
therapy  of  peptic  ulcer,  hyper- 
trophic gastritis,  diverticulitis,  bil- 
iary dyskinesia,  ileostomies  and 
genitourinary  spasm.  G.  D.  Searle 
& Co.,  Research  in  the  Service  of 
Medicine. 


Arch.  Int.  Med.  96;332 
Postgrad.  Med.  15: 
North 


1.  Jones,  C.  A. 

(Sept.)  1955. 

2.  Zollinger,  R.  M.: 

323  (April)  1954. 

3.  Woodward,  E.  R.:  M.  Clin. 
America  3S.115  (Jan.)  1954. 

4.  Schwartz,  1.  R.,  and  Hinton,  J.  W.: 
Personal  communication,  February, 
1955, 


Sites  of  Action  of  Pro-Banthlne,  The  principal  site  of  action  of 
Pro-Banthine  is  on  the  parasympathetic  system  where  it  exerts  a dual 
action  while  exerting  a single  and  lesser  action  on  the  sympathetic 
system:  (1)  parasympathetic  effector;  (2)  parasympathetic  ganglion; 
(3)  sympathetic  ganglion  (see  arrows). 
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Dr.  Gaither  is  Guest  Speaker 
at  Joint  12th-15th  Meeting 

The  annual  joint  meeting  of  the  Twelfth  and 
Fifteenth  Councilor  Districts  was  held  June  28  at 
Du  Pont  Lodge,  Cumberland  Falls.  Ninety  persons 
attended. 

Charles  B.  Stacy,  M.D.,  Pineville,  fifteenth  district 
councilor,  presided  over  the  entire  meeting.  Garnett 
Sweeney,  M.D.,  Liberty,  twelfth  district  councilor, 
was  unable  to  attend. 

The  afternoon  session  featured  scientific  papers 
by  three  Louisville  physicians — Rex  O.  McMorris, 
Woodford  B.  Troutman  and  Hugh  Lynn. 

Gant  Gaither,  M.D.,  Hopkinsville,  KSMA  presi- 
dent, was  the  dinner  speaker.  His  talk  was  entitled 
“I  Dreamed  That  Greece  Might  Still  Be  Free.” 
Thomas  Lomasney,  M.D.,  Middlesboro,  presented  a 
paper  on  “Surgery  of  the  Mitral  Valve”  at  the  dinner 
session. 


Dr.  Hobbs  Heads  Heart  Group 

Thomas  G.  Hobbs,  M.D.,  Lexington,  was  elected 
president  of  the  Kentucky  Heart  Association  at  its 
annual  meeting  June  28  at  the  Kentucky  Hotel  in 
Louisville.  Frank  Moore,  M.D.,  Bowling  Green,  was 
named  first  vice-president. 

William  D.  Stroud,  M.D.,  professor  and  head  of 
the  department  of  cardiology  at  the  Graduate  School 
of  Medicine  at  the  University  of  Pennsylvania,  was 
the  guest  speaker.  He  spoke  on  “The  Diagnosis  and 
Treatment  of  Coronary  Artery  Disease.” 


Three  Physicians  Re-Appointed 
to  Medical  School  Committee 

Gant  Gaither,  M.D.,  Hopkinsville,  KSMA  presi- 
dent. recently  announced  the  re-appointment  of  three 
members  of  the  Medical  School  Advisory  Committee 
for  three  year  terms. 

Re-appointed  were;  Clark  Bailey,  M.D.,  Harlan; 
J.  T.  Gilbert,  M.D.,  Bowling  Green  and  W.  Vinson 
Pierce,  M.D.,  Covington. 

Other  members  of  the  nine  man  committee  are: 
Karl  Winter,  M.D.,  Louisville,  chairman;  C.  C.  How- 
ard, M.D.,  Glasgow;  Thomas  O.  Meredith,  M.D., 
Harrodsburg;  R.  O.  Joplin,  M.D.,  Louisville;  J. 
Vernon  Pace,  M.D.,  Paducah  and  G.  L.  Simpson, 
M.D.,  Greenville. 


Physicians  of  Fourth  District 
Meet  in  Bardstown  July  19 

Physicians  and  their  wives  from  13  Kentucky  coun- 
ties attended  the  1956  Annual  Dinner  Meeting  of  the 
Fourth  Councilor  District  July  19  at  the  Bardstown 
Country  Club,  according  to  W.  Keith  Crume,  M.D., 
councilor. 

Gant  Gaither,  M.D.,  Hopkinsville,  KSMA  presi- 
dent, was  the  guest  speaker.  His  talk  was  entitled 
“How  Now,  Little  Man.” 

Two  Louisville  physicians,  Douglas  L.  Gillim  and 
Robert  S.  Dyer  presented  the  scientific  section  of  the 
meeting. 

The  audience  stood  in  silent  tribute  to  the  late  J.  I. 
Greenwell,  M.D.,  New  Haven,  1953  AMA  Outstand- 
ing GP  Award  Winner. 


Trasentine-PHenobarbltal 


integrated  relief . . . 
mild  sedation 

C I B A visceral  spasmolysis 

Summit,  N.J.  mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
SO  mg.  Traaentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  SO  mg.  phenobarbitaL 
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PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES,  AND  ALCOHOLISM 


Member  of  the  American  Hospital  Association  and  National  Association 
of  Private  Psychiatric  Hospitals 


Four  modern  buildings,  separate  for  men  and  women 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 


Registered  nurses  and  trained  personnel.  Constant 
medical  supervision.  Open  to  members  of  the  Medical 
Association. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louis- 
ville, on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE,  M.D.,  Neuropsychiatrist 
Medical  Director 

T.  J.  SMITH,  M.D.,  Associate 


AMA  1956  PR  Institute  Planned 
for  August  29-30  in  Chicago 

Science  fairs,  legislation,  membership  indoctrina- 
tion and  tested  public  relation  activities  will  be  a 
few  of  the  topics  under  discussion  at  the  1956  PR 
Institute  to  be  held  August  29-30  in  Chicago  at  the 
Drake  Hotel. 

In  addition  to  this,  three  new  films  will  be  pre- 
miered— “The  Case  of  the  Doubting  Doctor”,  AMA’s 
new  membership  film;  “On  Impact”,  crash  injury 
report  produced  by  the  Ford  Motor  Company  in 
cooperation  with  the  AMA  and  “Probe”,  pilot  film 
of  a new  CBS  medical  detective  series  produced  in 
cooperation  with  the  AMA. 

Men  and  women  who  work  with  medical  society 
public  relation  programs,  society  officers,  PR  com- 
mittee chairmen,  society  lay  personnel,  auxiliary  PR 
chairmen,  and  medical  school  PR  personnel  are 
especially  urged  to  attend  the  institute. 

Hospital  Commission  Organized 

A commission  on  Professional  and  Hospital  Ac- 
tivities to  conduct  a medical  statistical  service  that 
will  help  hospitals  simplify  medical  records  and  ana- 
lyze records  more  effectively  was  organized  recently 
in  Chicago.  The  commission  is  sponsored  by  the 
American  College  of  Surgeons,  American  Hospital 
Association,  American  College  of  Physicians  and  the 
Southwestern  Michigan  Hospital  Council. 

The  Commission  received  a grant  of  $260,000  from 
the  W.  K.  Kellogg  Foundation,  Battle  Creek,  Michi- 
gan to  support  the  program  for  three  years.  After 
this  period  it  is  expected  the  service  may  be  con- 
tinued on  a self-sustaining  basis,  Paul  Hawley,  M.D., 
director  of  the  American  College  of  Surgeons  and 
president  of  the  Commission,  said. 


125  Physicians  Attend  Meeting 
of  Sixth  District  June  27 

One  hundred  twenty-five  persons  attended  the 
June  27  meeting  of  the  Sixth  Councilor  District  in 
Glasgow  according  to  L.  O.  Toomey,  M.D.,  Bowling 
Green,  councilor.  Barren  County  was  the  host  society. 

The  program,  held  at  the  State  Tuberculosis  Hos- 
pital, began  with  tours  through  the  hospital.  C.  C. 
Howard,  M.D.,  Glasgow  and  Russell  Teague,  M.D., 
Louisville  were  the  before-dinner  speakers. 

A panel  discussion  on  “Chest  Diseases”,  moderated 
by  Russell  Starr,  M.D.,  president  of  the  Barren 
County  Medical  Society,  followed  the  dinner.  Panel- 
ists were:  Oren  Beatty,  M.D.,  Louisville;  William  S. 
Burton,  M.D.,  Glasgow;  Nathan  Lavene,  M.D., 
Louisville;  Eugene  F.  Puess,  M.D.,  Glasgow  and  Dr. 
Toomey. 

British  MD  Speaks  in  Louisville 

M.  M.  Lederman,  M.D.,  London,  England,  inter- 
nationally known  authority  on  cancer  of  the  larynx, 
recently  spoke  at  the  Rankin  Amphitheatre  at  Gen- 
eral Hospital  in  Louisville.  Dr.  Lederman,  a physi- 
cian at  the  Royal  Cancer  Hospital,  spoke  under  the 
auspices  of  the  radiology  department  of  the  Univer- 
sity of  Louisville  School  of  Medicine. 

OAGP  to  Meet  Sept.  19-20 

The  Sixth  Annual  Scientific  Assembly  of  the  Ohio 
Academy  of  General  Practice  will  be  held  at  the 
Franklin  County  Veterans  Memorial  Assembly  and 
Exhibition  Halls  in  Columbus,  Ohio,  September  19-20. 

The  meeting  will  be  worth  10  hours  of  post  grad- 
uate credit  for  all  members  of  the  A AGP,  according 
to  Earl  D.  McCallister,  M.D.,  executive  secretary  of 
the  academy. 
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News  Items 


Henry  William  Post,  M.D.,  a 1952  graduate  of  the 
Tulane  University  School  of  Medicine,  has  become 
associated  with  Woodford  B.  Troutman,  M.D.,  and 
Ralph  M.  Denham,  M.D.,  Louisville.  Dr.  Post  who 
interned  and  took  his  residency  at  the  Henry  Ford 
Hospital  in  Detroit  from  1952  to  1956,  will  limit  his 
practice  to  cardiology.  He  is  a native  of  Texas. 


John  P.  Stewart,  M.D.,  Frankfort,  has  become  as- 
sociated with  Thomas  P.  Leonard,  M.D.,  in  the  prac- 
tice of  radiology.  A native  of  Frankfort,  Dr.  Stewart 
was  graduated  from  the  University  of  Michigan 
School  of  Medicine.  He  interned  and  took  his  resi- 
dency at  the  University  of  Michigan  Hospital. 

C.  Clifford  Starr,  M.D.,  has  opened  his  office  for  the 
practice  of  general  surgery  in  Louisville.  He  is  associ- 
ated with  J.  Duffy  Hancock,  M.D.  A 1951  graduate 
of  the  Stritch  School  of  Medicine  of  Loyola  Uni- 
versity, Chicago,  he  served  his  internship  in  general 
surgery  at  St.  Joseph’s  Infirmary  in  Louisville. 

Billy  Adams,  M.D.,  has  begun  in  Louisville  a prac- 
tice limited  to  pediatrics.  A graduate  of  the  Univer- 
sity of  Louisville  Medical  School,  he  served  his  in- 
ternship and  residency  at  Children's  Hospital  in 
Louisville. 


Earl  K.  Frasher,  M.D.,  a ’55  graduate  of  the  Univer- 
sity of  Cincinnati  Medical  School,  has  begun  a 
practice  in  Louisville.  Dr.  Frasher  interned  at  St. 
Anthony  Hospital  in  Louisville. 

Edward  Warrick,  Jr.,  M.D.,  has  returned  from  the 
service  and  opened  an  office  in  Louisville.  The  ’48 
University  of  Louisville  Medical  School  graduate  < 
interned  at  Mercy  Hospital  in  Toledo.  He  served  ! 

residencies  at  the  Baptist  Hospital  and  General  Hos-  ' 

pital  in  Louisville. 

I 

\ 

Alvin  Morton  Churney,  M.D.,  a graduate  of  the  Uni-  i 
versity  of  Louisville  School  of  Medicine,  is  practicing  1 
pediatrics  in  Louisville.  He  served  his  internship  at 
Kings  County  Hospital  in  Brooklyn  and  his  residency 
at  Children’s  Hospital  in  Louisville. 

Robert  Rodes  Burham,  III,  M.D.,  a graduate  of  the 
University  of  Louisville  Medical  School,  has  begun 
in  Louisville  a practice  limited  to  surgery.  Dr.  Bur- 
nam  was  graduated  from  the  University  of  Louisville 
Medical  School  and  served  both  his  internship  and 
residency  at  St.  Joseph  Infirmary  in  Louisville. 

Bernard  W.  Barron,  M.D.,  is  practicing  pediatrics  in 
Louisville.  He  graduated  from  the  University  of 
Louisville  Medical  School  and  served  his  internship 
at  the  United  States  Public  Health  Service  Hospital 
in  Norfolk,  Virginia.  He  took  a residency  at  Chil- 
dren’s Hospital  in  Louisville. 

James  Robert  Barnes,  M.D.,  has  begun  a general 
practice  in  Louisville.  A graduate  of  the  University 
of  Louisville  Medical  School,  he  interned  at  St. 
Joseph  Infirmary  in  Louisville. 


organomercurial  diuretics 
''...permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition. 

si^AAodell,  W. : The  Relief  of  Symptoms,  Phil- 
adelphia, W.  B.  Saunders  Company,  1955, 
pp.  265-266. 


PERSPIRATION  PROOF 
Insoles  do  not  crack  or  curl 
from  perspiration^ 


• Insole  extension  ond  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  potented  arch  support  construction  is  guaran* 
teed  not  to  break  down. 

tnnersoies  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  *'fhe  Preservation  of  the  function  of  the 
foot  Balancing  end  Synchronizing  the  Shoe  with  the  Foot.'* 

Write  for  details  or  contact  yaur  local  FOOT«SO>PORT 
Shoe  Agency,  liefer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 
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W.  A.  Johnson,  M.D.,  a graduate  of  the  University 
of  Louisville  School  of  Medicine,  has  started  a prac- 
tice in  Owensville.  Dr.  Johnson  interned  at  the  Uni- 
versity of  Texas  Medical  Branch  Hospital  in  Gal- 
veston. 

Le  Roy  Tunnell,  Jr.,  M.D.,  a 1955  graduate  of  the 
Western  Reserve  University  School  of  Medicine,  has 
located  in  Louisville.  He  interned  at  the  Tripler 
Hospital  in  San  Francisco. 

L.  R.  Nickell,  M.D.,  formerly  a physician  in  Owens- 
ville, has  entered  the  University  of  Texas  Medical 
Branch  Hospital  for  a three  year  study  in  the  field 
of  radiology.  Dr.  Nichell,  who  interned  at  Baroness 
Erlanger  Hospital  in  Chattanooga,  went  to  Owens- 
ville in  1953. 

Albert  Worshouer,  M.D.,  has  become  associated 
with  the  Department  of  Anesthesiology  at  the  Uni- 
versity of  Louisville  School  of  Medicine.  A 1947 
graduate  of  Washington  University  School  of  Medi- 
cine, he  interned  at  Jefferson  Davis  Hospital  in 
Houston. 

Carroll  Traylor,  M.D.,  has  located  in  Calvert  City. 
Dr.  Traylor  was  graduated  from  Emory  University 
School  of  Medicine  in  1954  and  interned  at  Eitz- 
simmons  Army  Hospital  in  Denver.  He  served  a 
residency  at  Crawford  Long  Hospital  in  Atlanta. 

John  B.  Flege,  Jr.,  M.D.,  a 1954  graduate  of  the  Uni- 
versity of  Cincinnati  School  of  Medicine  has  begun  a 
practice  in  Independence.  Dr.  Flege  interned  at 
Cincinnati  General  Hospital  and  served  a residency 
at  the  University  Hospital  in  Columbus,  Ohio. 


Dr.  Flexner 

(Continued  from  Page  718) 

and  medical  education. 

Dr.  Morris  Flexner,  a nephew,  continues 
practice  here  and  is  a professor  in  the  Depart- 
ment of  Medicine  at  the  Medical  School  of  the 
University  of  Louisville. 

We  rejoice  with  the  family  of  this  renowned 
educator  and  scientist  in  the  honor  he  has 
brought  to  our  State  and  City. 

Sam  A.  Overstreet,  M.D. 

Interns  are  grossly  underpaid,  according  to  the  re- 
sults of  a nationwide  survey  just  presented  at  the 
Student  AMA’s  Sixth  Annual  Convention  in  Chicago. 
The  survey  revealed  salaries  ranging  from  $75  to 
$125  a month,  with  free  room  and  board  and  an 
average  work  week  of  85  to  105  hours,  no  opportun- 
ity to  earn  extra  income  and  no  aid  from  hospital  in 
finding  jobs  for  their  wives,  although  such  jobs  are 
available.  The  group  adopted  a resolution  calling 
for  a listing  of  hospitals  and  institutions  that  meet 
the  SAMA  minimum  standards  established  at  its 
convention  a year  ago;  $100  a month,  in  addition  to 
room,  board  and  laundry.  Students  could  then  check 
this  list  in  choosing  internships. 
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KNOWN  and  RESPECTED  FOR  A DECADE... 


Every  ATLAS  injectable  is  manufactured  in  our  own  new,  ultra-modern 
laboratory  under  strictest  controls.  Continued  research  and  testing  assures 
the  finest  standard  injectables  as  well  as  distinctive  new  formulae  as  they 
are  perfected  . . . Potencies  and  purity  guaranteed,  yet  a realistic  pricing 
policy  makes  them  readily  usable  in  every  case. 

Here  is  our  latest  Specialty, . . 

npQpnpiMp  2.5  mg./cc.  in  2 cc.  Ampules 
k l\  I I 1 1 H pkgd.  10  ampules  per  box 

Order  today  from  our  representative  or  direct  from  our  manufacturing 
laboratories.  Complete  medical  information  sent  upon  request. 
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MCTlCOItTEN  (PREDNISONE)  PLVS  CHLOR-TRIUETON  IPITU  ASCORBIC  ACID 


For  prompt  and  rffectii-p  relief,  especially  in  many  resistant  allergic  disorders,  Mctheton 
affords  the  benefits  of  two  established  agents  with  unexcelled  anti-inllammatory,  anti- 
allergic  and  antipruritic  effectiveness,  mpporled  by  essential  rilami,.  C-for  stress 
support  and  for  postulated  effect  on  prolonging  steroid  action  no  beller  eorlicosleroi.i 
-original  brand  of  prednisone. ..minimal  electrolyte  effccts-MsTicORTEN  no  beller  anti- 
histamin  -unexcelled  in  potency  and  freedom  from  side  effeets-CiitOR-TaiMETON 
effective  against  hay  fever,  pollen  asthma,  perennial  rhinitis,  acute  and  chronic  urticaria, 

angioneurotic  edema,  drug  reactions,  inflammatory  and  allergic  eye  disorders,  pruritic' 
and  contact  dermatoses. 


formula  Each  tablet  of  Metheton  provides  2.5  mg.  of  Meticorten  (prednisone),  2 
maleate  (chlorprophenpyridamine  maleate),  and  75  mg.  ascorbic  acid. 


mg.  of  Chlor-Trimeton 


suppUefl:  Metreton  Tablets,  bottles  of  30  and  100. 


^.£TRETOrM 

}iEVICORTELONE  (PREDNISOLONE)  PLUS  Cni.On-TnmETON  * * 

I quickly  clears  nasal  passages  • avoids  rebound  engorgement  and 
sympathomimetic  side  effects  • safe  even  for  cardiacs,  hyperten- 
sives, children,  pregnant  patients  • 

[lompoailion : Contains  2 mg.  (0.2%)  Meticoktelone  acetate  (prednisolone  acc- 
!tate)  and  3 mg.  (0.3%)  of  Cni,on-TRi.METON  gluconate  (chlorprophciipj-ridaminc 
gluconate)  in  each  cc. 

|P«cA-  15  cc.  plastic  "squeeze”  bottle,  box  of  1. 

Metketon,*  brand  of  corticoid- antihistamine  compound;  Meticorten,*  brand  of  prednisone; 
Meticortelone,®  brand  of  prednisolone;  Chlor-Trimeton,®  brand  of  chlorprophenpyridamine 
preparations.  *t.m.  Mi.j.srs 


Schering 
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‘Thorazine’  is  available  in  ampuls,  tablets  and  syrup,  as  the 
hydrochloride;  and  in  suppositories,  as  the  base. 

‘Thorazine’  should  be  administered  discriminately  and,  before 
prescribing,  the  physician  should  be  fully  conversant  with  the 
available  literature. 

always  carry  ^Thorazine^  Ampuls  in  your  hag 

Smith,  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
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The  Importance  of 

Rescinnamine  in 


Rauwiloid 

The  Original  Alseroxylon  Fraction  of  India-Grown  Rauwolfia  Serpentina,  Benth. 


The  isolation  of  rescinnamine,^  another  potent  alkaloid  in  Rauwolfia 
serpentina,  has  substantiated  two  important  points: 

A — It  discredits  the  erroneous  opinion  that  reserpine  is  the  sole 
active  principle  of  Rauwolfia;^ 

B— It  helps  to  define  the  advantages  of  Rauwiloid,  the  alseroxy- 
lon fraction  of  Rauwolfia  serpentina,  which  presents  desirable 
alkaloids^  of  the  Rauwolfia  plant  (among  them  reserpine  and 
rescinnamine)  but  is  freed  from  undesirable  alkaloids  and  the 
dross  of  the  crude  root. 

Pharmacologic  and  clinical  evaluation  has  shown  rescinnamine  to 
be  similar  to  reserpine  in  antihypertensive  activity,  but  to  be  con- 
siderably less  sedative  and  much  less  apt  to  lead  to  lethargy  and 
mental  depression. '*•  ® 


The  interaction  of  reserpine,  rescinnamine,  and 
other  contained  alkaloids  may  well  account  for 
the  balanced  and  desirable  clinical  behavior  of 


0954). 

natnme.,  ^ chero-  Soc-  . J j 

inciP  e.  gfown,  Y ’PharrnacoJogic 

Med.  86020  CMay  ^ 

J T ; Sonnensche>n.  cular 

Exper.  Biol.  ''y^entofHyper* 

Hershberger^  - ^^he  Trea^  pro  . 

CUnicalResu^^.^^^g„,oe,  ^ 
sion  ”'4h  R ^ CotnP®"' 

' E H and  McQu^"’g?prne  as 


Rauwiloid. 


The  dosage  of  Rauwiloid  is  simple  and  defi- 
nite: Merely  two  2 mg.  tablets  at  bedtime. 
For  maintenance,  one  tablet  usually  suffices. 
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NOW  AVAILABLE 
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PROVED  EFFECTIVE  AGAIIVST 
SPECIFIC  OROAIVISMS 

(staphytococci  and  proteum) 

RESISTAB^T  TO  ALL  OTHER 


AATIMICRORIAL  AGENTS 


gram-negative  pathogens. 

ACTION  — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 


TOXICITY — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS  — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis; including  strains  resistant  to  all  other 
antibiotics. 

DOSAGE — four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED — 250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘CATHOMYCIN’  is  a trademark  of  Merck  Co.,  Inc, 
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NEW  CASTLE  SANITARIUM 

Telephone  3621 
NEW  CASTLE,  KY. 

For  the  core  of 

CHRONIC,  CONVALESCENT  AND  GERIATRIC 
PATIENTS 

Member  of  the  Americon  Hospital  Association 
Member  of  the  American  Assn,  of  Nursing  Homes 
Licensed  ond  Approved  by  the  State  of  Kentucky 


is  the  oral  diuretic 
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SPECIAL  DIETS  PREPARED  — ELECTRO-THERAPY 
TREATMENTS  AVAILABLE 

PRIVATE  PHYSICIAN  AVAILABLE  AT  ALL  HOURS 
24-HOUR  EFFICIENT  AND  CHEERFUL  NURSING  CARE 


}}sMoyer,  J.  H.,  and  others: 
d.  Chronic  Dis.  2:6TO,  1955. 
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REASONABLE  RATES 

New  Selectemp  Modulated  Steam  Heat  With  Filtered  Air 
For  Maximum  Comfort  and  Safety 
Protected  Throughout  With  Automatic  Fire  Detection 
ond  Alarm  System 

IRA  O.  WALLACE,  Administrotor 


WAYSIDE  HOSPITAL 

168  North  Broadway 
Lexington,  Kentucky 

A private  psychiatric  hospital  for  men,  offering  modern  diagnostic  and  treat- 
ment procedures,  a luxurious  cluh-like  atmosphere,  and  a cordial  hospitality. 

Approved  By  American  Medical  Association 
Staff 

H.  Halbert  Leet,  M.D.  John  H.  Rompf,  M.D. 

Carl  Wiesel,  M.D.  Irving  A.  Gail,  M.D. 

Edward  L.  Houchin,  Administrator 

Phone : 2-2050 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

{The  Pioneer  Postgraduate  Medical  Institution  in  America} 


SURGERY  AND  ALLIED  SUBJECTS 

A two  months  full  time  combined  surgical  course  comprising  gen- 
eral surgery,  traumatic  surgery,  abdominal  surgery,  gastroenter- 
ology, proctology,  gynecological  surgery,  urological  surgery.  At- 
tendance at  lectures,  witnessing  operations,  examination  of  patients 
preoperatively  and  postoperatively  and  follow-up  in  the  wards 
postoperatively.  Pathology,  radiology,  physical  medicine,  onesthesio. 
Cadaver  demonstrations  in  surgical  anotomy,  thoracic  surgery,  proc- 
tology, orthopedics.  Operative  surgery  and  operative  gynecology 
on  the  cadaver.  Attendance  ot  deportmental  ond  general  con- 
ferences. 


COURSE  FOR  GENERAL  PRACTITIONERS 

Intensive  full-time  instruction  in  those  subjects  which  are  of 
particular  interest  to  the  physicion  in  general  practice,  consist- 
ing of  clinics,  lectures  and  demonstrations  in  the  following  de- 
partments — medicine,  pediatrics,  cardiology,  arthritis,  chest 
diseases,  gastroenterology,  diabetes,  allergy,  dermatology, 
neurology,  minor  surgery,  clinical  gynecology,  proctology, 
peripheral  vascular  diseases,  fractures,  urology,  otolaryngology, 
pathology,  radiology.  The  class  Is  expected  to  attend  depart- 
mental and  general  conferences. 


For  Information  about  these  and 
other  courses  Address: 


THE  DEAN,  345  WEST  50th  St.,  New  York  19,  N.  Y. 
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THE  MILTOWN  MOLECULE 


I A tranquilizer  well  suited  for  prolonged  therapy 

I NO  ORGANIC 

CONTRAINDICATIONS 

reported  to  date 


• well  tolerated,  non-addictive,  essentially  non-toxic 

• no  blood  dyscrasias,  Hver  toxicity,  Parkinson -like  syndrome  or  nasal  stuffiness 

• chemically  unrelated  to  chlorpromazine  or  reserpine 

• does  not  produce  significant  depression 

• orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications:  anxiety  and  tension  states,  muscle  spasm. 

Milt  own 

THE  ORIGINAL  MEPROBAMATE 

DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J. 

2.methy|.2-n-propyI-l,3-pfoponediot  dlcorbamote — U.  S.  Patent  2,724,720 

SUPPLIED:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 

Literature  and  Samples  Available  on  Request 
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OCULISTS’  PRESCRIPTIONS  EXCLUSIVELY 

MUTH  OPTICAL  COMPANY 

Prescription  Opticians 

665  S.  4th  Brown  Hotel  Building  Louisville  2 


TELEPHONE  S-6181 

A PRIVATE  HOSPITAL  FOR  THE  TREAT- 
MENT OF  PATIENTS  SUFFERING  FROM 
MENTAL  ILLNESS,  ALCOHOLISM  AND 

On  The  Kratzville  Road  DRUG  ADDICTION. 


EVANSVILLE,  IND. 


SEPARATE  BUILDINGS  FOR  DISTURBED  AND 
CONVALESCENT  PATIENTS. 


Equipped  for  Surgery 

ELECTROENCEPHALOGRAPH  — CLINICAL  LABORA- 
TORY—EKG  AND  BMR  EQUIPMENT— STEREOSCOPIC 
X-RAY  — HYDROTHERAPY. 

ALBERT  J.  CREVELLO,  M.D. 

Diploraate,  American  Board  of  Psychiatry 
& Neurology,  Inc. 

MEDICAL  DIRECTOR 


THE 

K E E L E Y 

Treating  alcoholism  and  other  problems  of  addiction. 

INSTITUTE 

• 

REGISTERED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION - 
MEMBER  AMERICAN  HOSPITAL  ASSOCIATION. 

OWiOHT,  ILLINOIS 

MEDICAL-DENTAL  BUSINESS  BUREAU,  INC. 
227  HEYBURN  BUILDING  — P.  O.  BOX  1465 

WAbash  6725 

334  W.  BROADWAY 
LOUISVILLE,  KENTUCKY 

Gentlemen,  I am  interested  in  talking  with  you  about  the  subjects  checked  below. 

See  me  at  (address) on  (date) 

at  (hour) 

Doctor 

( ) Practice  Survey  and  Recommendations 

( 

) Centralized  Bookkeeping 

( ) Financial  Records  and  Reports 

(Statements  to  Patients) 

( ) Professional  Management  Service 

( 

) Pre-Collection  Program 

( ) Long-Term  Financial  Planning 

( 

) Partnership  Formation 

( ) Tax  Returns 

( 

) Sale  of  Practice 

( ) Other: 

( 

) Collections 

SECLUSION  MATERNITY 


Write  for  Information 

HELEN  AMOS 
4911  East  27th  St. 
Kansas  City,  Mo. 
Phone:  WA.  3 3577 


FAIRMOUNT 

HOSPITAL 

FOR 

UNMARRIED 
GIRLS 
Est.  1909 

Private  sanitarium 
with  certified  obstet- 
rician in  charge.  Fold- 
er fully  describing 
services  FREE  on  re- 
quest. Early  entrance 
advised. 

Rates  reasonable.  In 
certain  cases  work  giv- 
en to  reduce  expenses. 


Offices  to  be  put  in  condition  for  rent, 
located  513  Main  Street  in  Shelbyville 
(H.  C.  Craig  & Son,  Real  Estate,  6th  St., 
Shelbyville ) . 

Suitable  for  two  young  doctors. 
Reasonable  Rent — Yearly  Lease. 

Contact:  MRS.  ALICE  FOREE  MASON 
11  01 -15th  Street  N.  W. 

Apt.  406 

Washington,  D.  C. 
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NOW  AVAILABLE 


a II II  iff  lie  new  aiitiliiotle 
of  major  iiii|iortaiiee 
PROVED  EFFECTIVE  AGAINST 
SPECIFIC  ORGANISMS 

(staphylococci  and  proteus) 

RESISTANT  TO  ALL  OTHER 


ANTIMICRORIAL  AGENTS 


gram-negative  pathogens. 

ACTION — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 

TOXICITY — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS  — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis; including  strains  resistant  to  all  other 
antibiotics. 

DOSAGE — four  capsules  (one  gram)  initially 
and  then  two  capsules  (500  mg.)  twice  daily. 

SUPPLIED — 250  mg.  capsules  of  ‘Cathomy- 

CIN  j bottles  or  16,  Philadelphia  i.  pa 

‘CATHOMYCIN*  is  a trademark  of  Merck  ^ Co^^Inc* 


MERCK  SHARP  a DOHME 
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Adequate  Hospitalization 
for  Treatment  of  Alcoholics 

Doctors  find  the  modern  facilities  and  specialized  care 
available  at  White  Cross  Hospital  meet  a vital  need. 


Cross  Hospital  is  under  the  direction  of  a’compe- 
tent  licensed  physician,  with  five  consulting  physi- 
cians subject  to  call.  Registered  nurses  and  techni- 
cians are  in  charge  24  hours  daily. 

Safe,  Effective  White  Cross  Treatment 

A private  hospital  offering  scientific,  institutional, 
medical,  psychological,  reflex,  reduction  and  other 
methods  for  the  rehabilitation  of  consent  patients 
suffering  from  alcoholism.  With  the  consent  of  the 
doctor  and  patient,  the  regular  White  Cross  pro- 
cedure is  followed.  At  your  request,  your  patient 
remains  entirely  under  your  supervision.  You  may 
come  and  go  in  White  Cross  Hospital  at  will,  and 
will  find  the  staff  completely  cooperative.  Your 
recommendations  will  be  followed  to  the  letter. 

All  equipment  modem  with  facilities  to  take 
care  of  50  patients  both  male  and  female. 


Affords  Sympathetic  Atmosphere, 
Encouraging  Personal  Attention, 
Specially  Trained  Staff 

It  is  generally  believed  that  alcoholism  is  self- 
imposed.  Often  in  general  hospitals  the  alcoholic 
patient  is  not  considered  to  be  “legitimately”  sick, 
which  results  in  the  wrong  psychological  and 
emotional  atmosphere  that  aggravates  the  condi- 
tion. This  is  why  more  and  more  doctors  with 
alcoholic  cases  where  hospitalization  is  essential 
are  utilizing  the  facilities  at  White  Cross  Hospital, 
devoted  to  the  treatment  of  alcoholics  exclusively. 
Here  a sympathetic,  comfortable  and  pleasant 
atmosphere — so  essential  to  rehabilitation — is 
assured.  The  White  Cross  staff,  trained  in  the 
special  problems  of  the  inebriate,  is  adequate 
to  assure  prompt  attention  at  all  hours.  The  White 


Salem,  Va.  Hospital 

Approved  and  licensed  by  the  Virginia  State  Hospital  Board,  Member  Ameri- 
can Hospital  Association.  Located  atop  beautiful  Mt.  Regis,  in  the  quiet  serene 
mountains  of  Virginia  — conducive  to  rest,  comfort  and  rehabilitation. 


For  information  phone  or  write  for  booklet 
Rates  Reasonable 


WHITE  CROSS  HOSPITAL 

Five  miles  west  of  Roanoke  on  route  No.  1 1 
Salem,  Virginia — Phone  Salem  4761 


Cop/rig/if  ?955  H.N.  Alford,  Allania,  Go. 
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CROCKER-FELS  COMPANY 

SERVING  PHYSICIANS  AND  HOSPITALS  SINCE  1882 


If  you’re  looking  for  an  unusually  attractive  examining  room  suite,  unusually  serviceable  equip- 
ment, and  special  features  to  make  your  work  easier — you’ll  find  them  in  Hamilton’s  Steeltone,  shown 
above.  And  it’s  available  in  an  array  of  decorators’  colors:  white  deluxe,  cream  white,  jade  green, 

Washington  blue,  coral,  and  silver  metallic. 

The  name  Hamilton  is  synonymous  with  quality. 

The  Crocker-Fels  Company 

624  S.  THIRD  ST.  CLay  8855  LOUISVILLE,  KY. 

Ask  about  our  liberal  financing  plan 


CITY  VIEW  SANITARIUM 

Established  1907 

NASHVILLE  TENNESSEE 

For  the  diagnosis  and  treatment  of 
mental  and  nervous  disorders,  and 
addictions  to  alcohol  and  druffs 

Psychotherapy  and  occupational  therapy 

Electrical  shock  and  insulin  therapy  as  indicated 

Frank  W.  Stevens,  M.  D. 

Director 

G.  Tivis  Graves,  Jr.,  M.  D. 

Associate  Director 
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Atlas  Pharmaceutical  Laboratories 726 

Ayerst  Laboratories  727 

Brayten  Phaimaceutical  Company  665 

Brown  Hotel  674-675 

Brown  & Williamson  Tobacco  Co 662 

Burroughs  Welcome  & Co 672 

Ciba  Pharmaceutical  Co 722 

City  View  Sanitarium  739 

Clearview  Sanitarium  736 

The  Coca-Cola  Company  732 

Corn  Products  Refining  Co 669 

Crocker-Fels  Co 739 

Fairmount  Hospital  736 

Foot-So-Port  Shoe  Co 724 

The  Keeley  institute  736 

Lakeside  Laboratories  667,  724,  734 

Lederle  Laboratories  698,  699,  726 

Eli  Lilly  & Company  678 

W.  R.  Long  (Insurance  Co.)  666 

Mrs.  Alice  Foree  Mason  (For  rent  ad)  736 

Louisville  Medical  Dental  Business  Bureau  736 

Medical  Protective  Co 726 


Merck,  Shorp  & Dohme  658,  659,  663,  668,  733,  737,  742 

Muth  Optical  Co ^36 

New  Castle  Sanitarium  734 

N.  Y.  Polyclinic  Med.  Sch.  & Hosp 734 

Parke,  Davis  & Co 654,  655 

Pfizer  Laboratories  657,  671 

Physicians  Casualty  Insurance  Co 727 

Pleasant  Grove  Hospital  723 

Riker  Laboratories  ^31 

Schering  Corporation  (Insert)  

Schering  Corporation  676,  677,  728,  729 

Clayton  L.  Scroggins  A Associates  732 

G.  D.  Searle  & Co 721 

Smith,  Kline  & French  730,  744 

Southern  Optical  Company  725 

E.  R.  Squibb  & Co 741 

Wallace  Laboratories  735 

Wayside  Hospital  734 

White  Cross  Hospital  738 

Winthrop  Laboratories  673 

Wyeth,  Incorporated  661 
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WHAT  IS  THE  DIFFERENCE 
BETWEEN  A TRANQUILIZER 
AND  A SEDATIVE? 


Comparison  of  the  effect  of  Raudixin  (tranquilizer)  and  a 
barbiturate  (sedative)  on  the  cortical  electroencephalogram 


1 No  drug. 

I 


After  Raudixin.  E.  E.  G.  not  altered. 


Because  barbiturates  and  other  sedatives  depress  the  cerebral  cor- 
tex, the  sedation  achieved  is  accompanied  by  a reduction  in  mental 
alertness. 

Raudixin  acts  in  the  area  of  the  midbi’ain  and  diencephalon,  and 
does  not  depress  the  cerebral  cortex.  Consequently,  the  tranquiliz- 
ing  (ataractic)  effect  achieved  is  generally  free  of  loss  of  alertness. 

RAUDIXIN 

Squibb  Whole  Root  Rauwolfia  Serpentina 


DOSAGE:  100  mg.  b.i.d.  initially;  may  be  adjusted  within  a range  of  50 
mg.  to  500  mg.  daily.  Most  patients  can  be  adequately  maintained  on 
100  mg.  to  200  mg.  per  day. 


Squibb 


SUPPLY:  50  mg.  and  100  mg.  tablets;  bottles  of  100,  1000  and  5000. 


Squibb  Quality— the  Priceless  Ingredient  'RAUDIXIN'©  IS  A SQUIB8  TftAOCMARN 
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XOW  AVAILABLE 


to  overcome  specific 
infections  tliat  do 
not  respond  to  any 
otlier 

•v  • • 1«2«3 

antiniotic.... 

lAFew... 


Today’s  resistant  pathogens  are  the  tough  survivors  of 
a dozen  widely-used  antibiotics.  Certain  organisms, 
notably  Staphylococcus  aureus'^  and  susceptible  strains  of 
Proteus  vulgaris,  produce  intections  which  have  been  re- 
sistant to  all  clinically  useful  antibiotics. 

To  augment  your  armamentarium  against  these  resistant 
infections,  ‘Cathomvcin’  (Novobiocin,  Merck),  derived 
from  an  organism  recently  discovered  and  isolated  in  the 
Merck  Sharp  & Dohme  Research  Laboratories,*  is  now 
available. 


SPECTRUM — ‘Cathomycin’  t-2.3.5,6  jjIjq  shown 

to  be  active  against  other  organisms  including — D.  pneu- 
moniae, N.  intracellularis,  S.  pyogenes,  S.  viridans  and  H. 
pertussis,  but  clinical  evidence  must  be  further  evaluated 
before  ‘Cathomyci.nt’  can  be  recommended  for  these  patho- 
gens. 

ACTION — ‘Cathomycin’  in  optimum  concentration  is  bac- 
tericidal. Cross-resistance  with  other  antibiotics  has  not 
been  observed.^ 

TOLERANCE — ‘Cathomycin’  is  generally  well  tolerated  by 
most  patients,  s.e.s.g.  10,11 

CATHOMYCIN 


(Crystalline  Sodium  Novobiocin,  Merck) 


soi:>iu]vi 


ABSORPTION — ‘Cathomycin’  is  readily  absorbed,  and 
oral  dosage  produces  significant  blood  and  tissue  levels 
which  persist  for  at  least  12  hours. ^ 

INDICATIONS:  Clinically  ‘Cathomycin’  has  proved  effective 
for  cellulitis,  carbuncles,  skin  abscesses,  w-ounds,  felons, 
paronychiae,  varicose  ulcer,  pyogenic  dermatoses,  septi- 
cemia, bacteremia,  pneumonia  and  enteritis  due  to  Staphy- 
lococcus and  infections  caused  by  susceptible  strains  of 
Proteus  ^- *■**•'**■”•  *^' **■  *“*  Also,  it  is  of  particular 

value  as  an  adjunct  in  surgery  since  staphylococcic  infec- 
tions seem  prone  to  complicate  postoperative  courses. 
DOSAGE:  Four  capsules  (one  gram)  initially  and  then  two 
capsules  (500  mg.)  twice  daily. 

SUPPLIED:  ‘Cathomycin’  Sodium  (Crystalline  Sodium 
Novobiocin,  Merck)  in  capsules  of  250  mg.,  bottles  of  16. 
‘CATHOMYCIN’  is  a trademark  oj  Merck  Co.,  Inc. 


REFERENCES: 


1.  Wallick,  H.,  Hams,  l.).A.,  Reagan,  M.A.,  Runer.  M.,  ami  Woodruff,  H.B., 
Antibiotics  Annual^  1955-1956,  New  York.,  Medical  Encyclopedia,  Inc..  1956. 
Pg.  W9. 

2.  Frost,  B.M.,  Valiant,  M.E.,  McClelland,  E..  Solotorovsky,  M.,  and  Cuckler, 
A.C.,  Antibiotics  Annual^  1955-1956,  pg.  918. 

3.  Verwey,  W.E.,  Miller,  A.K.,  and  West,  M.E.,  Antibiotics  Annual,  1955-1956. 
pg.  924. 

4.  Kempe,  C.H.,  Calif.  Med.,  84  242,  (April)  1956. 
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MERCK  SHARP  Be  DOHME 

DIVISION  OF  MERCK  & CO,.  INC. 
PHILADELPHIA  I.  PA. 


physical  sluggishness  . . . 

decreased  mental 

and  emotional  control . . . 

decreased  function 
in  various  organ 
systems 


In  many  of  the  clinical  problems  caused  by  Metabolic 
Insufficiency  you  will  see  positive  improvement  ivithin  several  days. 
This  is  because  'CytomeT  stimulates  metabolism  at 
the  cellular  level, 

5 meg.  and  25  meg.  (scored)  tablets 


Cytomel 


a new  agent  for  treatment  of 
Metabolic  Insufficiency 

Smith,  Kline  & French  Laboratories,  Philadelphia 


'ArTrademark  for 
L'triiodothyronine,  S.K.F. 
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SENSITIVITY  OF  COMMON  PATHOGENS  TO  CHLOROMYCETIN  AND  FOUR  OTHER  MAJOR  ANTIBIOTIC  AGEN 


ESCHERICHIA  COLI  BACILLUS  PROTEUS 

<148-227  STRAINS)  (63-J04  STRAINS) 


AEROBACTER  AEROGENES 
(143-248  STRAINS) 


PSEUDOMONAS  AERUGINOSA 
(39-70  STRAINS) 


ANT  ^ 


•This  graph,  based  on  in  cil 
is  adapted  from  Horton  an 


when  more  than  one  organism  is  involved... 

Chloromycetin" 

for  today’s  problem  pathogens 


Therapeutic  advantages  of  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  are  espe- 
cially appreciated  when  mixed  infections  are  encountered  because  it  provides  highly  effec- 
tive antibiotic  action  both  against  gram-negative  and  against  gram-positive  pathogens.^'"^ 
CHLOROMYCETIN  also  acts  against  many  pathogens  which  may  grow  when  originally 
sensitive  organisms  have  been  suppressed.- 

Unlike  some  antibacterial  agents  which  are  specific  for  one  type  of  organism  onlv,  or  others 
to  which  bacterial  resistance  readily  develops,  CHLOROMYCETIN  demonstrates  continued 
efficacy  against  a wide  variety  of  commonly  occurring  microorganisms:  “Sensitivity  of  many 
strains  of  pathogens  to  chloramphenicol  [CHLOROMYCETIN]  and  limited  tendency  of  these 
organisms  to  develop  resistance  to  this  antibiotic  explain  the  effectiveness  of  chloramphen- 
icol where  other  antibiotics  and  chemotherapeutic  agents  have  failed.”^ 

CHLOROMYCETIN  is  a potent  therapeutic  agent,  and  because  certain  blood  dyscrasias  have  been  associated 
with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  inter- 
mittent therapy. 


References:  (1)  Felix,  N.  S.:  Pediat.  Clin.  North  America  3:317,  1956.  (2)  Joron,  G.  E.;  Fowler,  A.  E; 
de  Vries,  J.;  Reid,  G.,  & Mathews,  W.  H.:  Canad.  M.  A.  J.  73:956,  1955.  (3)  Weil,  A.  J.,  & Stempel,  B.:  Anfi- 
biotic  Med.  1:319,  1955.  (4)  Perry,  R.  E.,  Jr.:  North  Carolina  M.  J.  16:567,  1955.  (5)  Jones,  C.  E;  Carter,  B.; 
Thomas,  W.  L.,  & Creadick,  R.  N.:  Ohst.  & Gtjnec.  5:365,  1955.  (6)  Murphy,  E D.,  & Waisbren,  B.  A.,  in 
Murphy,  E D. : Medical  Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Philadelphia,  E A.  Davis  Company, 
1955,  p.  557.  (7)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Shemian,  R.;  Cole,  W;  Elstun,  W.,  & Fultz,  C.  T.: 
J.A.M.A.  157:305,  1955.  (8)  Horton,  B.  E,  & Knight,  V:  J.  Tennessee  M.  A.  48:367,  1955. 
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For 

Control 

of 


Acute 

Agitation 


j 


• In  the  acute  alcoholic 

• In  the  acute  psychotic 
• In  the  drug  addict 

A potent  new  agent  in  chemopsychotherapeutics,  SPARINE 
has  demonstrated  a marked  ability  to  calm  and  relax 
acutely  agitated  patients.''^  Without  inducing  disabling 
lethargy  or  dulling  perception,  SPARINE  . . is  effective 
in  . . . maintaining  these  subjects  in  a quiescent  detached 
state.  . . 

Given  intravenously,  SPARINE  rapidly  brings  patients 
under  control.  Given  orally  or  intramuscularly,  it  pro- 
motes patient  accessibility,  fosters  psychotherapeutic  con- 
tact, and  facilitates  over-all  management.  Parenteral 
administration  of  SPARINE  is  not  painful  and  does  not 
cause  tissue  necrosis  at  the  site  of  injection. 

For  intravenous,  intramuscular,  or  oral  administration 

I.  Fazekos,  J.F.,  et  al.;  J.A.M.A.  161:46  (May  5)  1956.  2.  Mitchell,  E.H.: 

J. A.M.A.  161:44  (May  5)  1956. 

NEW  Potent  Ataractic  Drug 


•Trademark  lO-l^-dimethylamino-D-propyll-phenothiazine  hydrochloride  Philadelphia  i.  Pa. 


IIIHH  m*iMI»Hii  IB  . 

in  rheumatoid  arthritis 


clinical  evidence"’^ndicates  that  to  augment  the 
therapeutic  advantages  of  the  '‘predni- steroids” 
antacids  should  be  routinely  co-administered 
to  minimize  gastric  distress 


ROUTINE  I 

CO-ADMINISTRATION 
MEANS 


(Predni«olon«  Buffered) 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

References:  1.  Buland,  E.  W., 

J.A.M.A.  160:613  (February 
25)  1956.  2.  Margolis,  H.  M. 
et  al.,  J.A  M.A.  158:454  (June 
11)  1955.  3.  Dollet,  A.  J.  el  al., 

J.A.M.A.  158:459  (June  11) 

1955. 

’CO-UELTKA'  and  'CO-Il YIJELTR.A'  are  trademarks  of  MtRCK  i Co.,  INC. 


2.5  mg.  or  S mg. 
prednisone  or 
prednisolone  with 
so  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


CoDeltra' 

(Prednisone  Buffered) 
MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC. 
PHILADELPHIA  I.  PA 
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in  respnatory  allergies 


all  the  benefits  of  the  “predni 
I plus  positive  antacid  action 
to  minimize  gastric  distress 


ROUTINELY  ACHIEVED  WITH 


Clinical  evidence’’^-^  indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  predniso- 
lone, antacids  should  be  routinely 
co-administered  to  minimize  gas- 
tric distress. 

References:  1.  Boland,  E.  W., 

160:613  (February  25)  1956.  2.  Margolis, 
H.  M.  et  at.,  J.A.M.A.  158:454  (June  11) 
1955.  3.  BoUet,  A.  J.  et  ui.,  J.A.J/.A. 
158:459  (June  11)  1955. 


Multiple 

Compressed 

Tablets 


(Prednisone  Buffered) 


CoHydeltra' 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
SO  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO  . INC 
PHILADELPHIA  t.  PA. 


‘CO-DELTRA*  and  'CO-HYDELTRA'  are  trademarks  of  Merfk  A-  Co,.  Inc. 
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Valete  et  valete, 
atque  ave. 


September  has  a calendaric  way  of  coming  around  once  a year.  Here 
it  is  again.  With  it  your  president  for  the  last  12  month  period  changes 
his  status.  He  becomes  emeritus — the  actual  term  being  immediate  past 
president.  This  adjective  'immediate’  is  used  to  soften  the  impact  of 
his  passing.  And  it  does,  to  some  extent. 

In  slipping  into  this  category,  however  distinguished,  I do  so  with 
mingled  emotions.  None  of  us  is  ever  able  to  look  back  on  any  year  of 
our  lives  and  feel  we  have  accomplished  our  real  entire  objective  for 
the  period.  Nor  can  I now  as  your  president  in  1956. 

But  I can  tell  you  how  much  it  means  to  any  physician  to  have 
the  honor  of  trying  his  best  to  solve  the  problems  as  they  come  up, 
to  anticipate  those  in  the  offing  and  to  work  hard  to  leave  the  Kentucky  ^ 

State  Medical  Association  strong  and  effective  for  the  safe-guarding  ■ 

the  public  and  private  health  of  the  sick  people  of  our  Commonwealth. 

For  this  honor,  I thank  you  and  say  good-bye. 

One  is  heartened  in  turning  the  reins  over  to  another  driver — i 

(did  I say  reins — pardon  me — I meant  the  wheel)  if  he  knows  him 
to  be  competent  and  safe. 

I welcome  as  your  new  president  Dr.  Richard  Slucher.  He  has  had 
long  training  in  the  affairs  of  our  association.  In  his  own  right  he 
is  personable,  efficient  and  has  a canny  sense  of  what  should  be  done 
in  difficult  situations. 

Let  us  give  hearty  welcome  and  warm  support. 


Gant  Gaither,  M.  D. 
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cardiac  patients  have 
fewer  side  effects 
with  diuresis  produced 
by  localized  renal  action 


1 

PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 

When  acidosis  is  the  diuretic  mechanism,  as  with  the  carbonic  anhydrase  inhibitors 
and  acidifying  salts,  widespread  effects  on  many  organs  can  be  anticipated. 

In  contrast,  the  dependable  diuresis  produced  by  the  organomercurials— resulting 
from  enzyme  inhibition  localized  in  the  kidney— avoids  these  extrarenal  effects. 


TABLET 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN  (tS.3  HG.  op  3-CHLOROHeRCURt«2«HETHOXY<PROPYLUReA 
EQUIVALENT  TO  10  MG.  OP  NON-IONtC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OP  MERALLURIDE  INJECTION 


LAKESIDE 


02«5I 


GYNETONE  REPETABS 


Combined  estrogen-androgen 
therapy  with  GYNETONE  REPETABS 
stimulates  protein  synthesis 
to  improve  bone-building  action 
and  to  enhance  calcium 
redeposition*  with  minimal  side 
effects  of  either  hormone. 


for  osteoporosis  of  menopause 

postmenopause 


senility 

arthritis 

long-term  ACTH,  cortisone 
and  hydrocortisone 
therapy 


when  bones  begin 
to  show  signs 
of  change 


'Reifenstein,  E.  C..  J r.,  and  Albright,  F. : J.  Clin.  Investigation  2C  :24,  1947. 


for  individualized  therapy:  two  strengths 

GYNETONE  REPETABS  “.02”:  Ethinyl  Estradiol  U.S.P. 
0.02  mg.  plus  5 mg.  Methyltestosterone  U.S.P. 
Gynetone  Repetabs:  “.04”:  Ethinyl  Estradiol  U.S.P. 
0.04  mg.  plus  10  mg.  Methyltestosterone  U.S.P. 


Gynetone.®  combined  estrogen-androgen. 
Repetabs.®  Repeat  Action  Tablets.  nn  iit 


Announcing 
Revision  of 
N.  N.  R.  Monograph  for 


LYN 

dihydroxy  aluminum  aminoacetate 


On  the  basis  of  considerable  in  vitro 
evidence  accumulated  over  a period  of 
seven  years,  the  Council  on  Pharmacy 
and  Chemistry  has  revised  the  original 
Alglyn  monograph  acknowledging  that 


this  most  recent  form  of  aluminum  ant- 
acid therapy  is  as  active — In  Tablet 
Form — as  the  various  aluminum  hydrox- 
ide preparations  are  in  Liquid  form: 


“Dihydroxy  aluminum  aminoacetate  . . . shares  the  properties  of  the  alumi- 
num hydroxide  gel  preparations.  In  vitro  studies  indicate  that  the  buffering 
action  of  dihydroxy  aluminum  aminoacetate  in  tablet  form  is  comparable  to 
that  of  the  liquid  preparations  of  aluminum  hydroxide  gel  when  compared 
on  the  basis  of  equivalent  aluminum  content.” 


Alglyn  Tablets,  0.5  Cm.  dihydroxy 
aluminum  aminoacetate,  are  supplied  in 
bottles  of  100  (white).  Your  patients  will 
welcome  the  change  from  liquid  antacid 
preparations  to  easy-to-take  convenient, 
lightly-flavored  Alglyn  TabletsL 

Also  supplied  in  combination  with 
spasmolytic -cHid  sedative  therapy 'as 


Msiglyn  Compound,  each  tablet 
contains  dihydroxy  aluminum  aminoace- 
tate, 0.5  Cm.,  belladonna  alkaloids,  0.162 
mg.,  phenobarbital,  16.2  mg.,  per  tablet, 
bottles  of  100  (pink);  and  as  Belglyn, 
dihydroxy  aluminum  aminoacetate,  0.5 
Cm.,  belladonna  alkaloids,  0.162  mg.,  per 
tablet,  bottles  of  100  (yellow). 


Reprint  of  recent 
in  vivo  studies  avail* 
able  on  request 


1.  Rossett,  N.E.  and  Rice,  M.L.,  Jr.:  Gastroenterology,  26:490,  1954. 

2.  Hammarlund,  E.R.  and  Rising,  L.W.:  j.  Am.  Pharm.  Assoc.,  Scientific  Edition, 
38:586,  1949. 


PHARMACEUTICAI.  COMPANY 

CHATTANOOGA  9,  TENNESSEE 
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IN  THE  BOOKS 


PERINATAL  MORTALITY  IN  NEW  YORK  CITY:  Responsible 
Factors.  A Study  of  955  Deaths.  The  New  York  Academy 
of  Medicine  Committee  on  Public  Health  Relations,  Sub- 
committee on  Neonatal  Mortality;  Analyied  and  Reported 
by  Schuyler  G.  Kohl,  M.D.;  Published  for  the  Common- 
wealth Fund  by  Harvard  University  Press,  Cambridge, 
Massachusetts,  1955;  112  pages;  $2.50. 

This  volume  represents  the  second  and  final  phase 
of  an  intensive  study  of  infant  mortality  in  New  York 
City  undertaken  in  1948  by  the  Committee  on  Public 
Health  Relations  of  the  New  York  Academy  of 
Medicine.  The  clinical  records  of  955  babies  who  died 
perinatally  were  studied,  and  a number  of  conclusions 
were  drawn  from  this  sample.  Thirty-five  per  cent  of 
the  deaths  were  considered  preventable,  and  the 
data  suggest  that  the  responsibility  factors  most  fre- 
quently present  were:  unavoidable  disaster,  errors  in 
medical  judgment,  unsatisfactory  pediatric  care, 
errors  in  medical  technique,  and  faulty  prenatal  care. 

Individual  responsibility  factors  are  illustrated  by 
protocols  of  specific  cases.  Numerous  statistical  tables 
are  presented  on  topics  which  include  type  of  profes- 
sional service,  the  relation  of  preventability  to  the 
mother,  analgesia  and  anesthesia,  method  of  delivery, 
and  demonstrated  causes  of  death. 

The  study  reported  in  this  book  was  well  planned 
and  carefully  carried  out,  and  the  report  itself  is 
presented  in  impressive  detail.  The  nature  of  its  mate- 
rial prevents  the  work  from  being  easily  readable,  so 
that  the  volume  will  undoubtedly  be  useful  primarily 
as  a reference  source  of  statistical  information  on  the 
important  subject  of  neonatal  mortality. 

Douglas  M.  Haynes,  M.D. 

THE  TRUTH  ABOUT  CANCER;  Charles  S.  Cameron,  M.D.; 
268  pages;  $4.95;  Prentice-Hall  Inc. 

Dr.  Cameron  has  written  a textbook  on  cancer  for 
the  layman.  It  defines  and  describes  briefly  the  various 
types  of  malignant  tumors  most  commonly  encoun- 
tered. The  first  half  of  the  book  consists  of  several 
chapters  of  orientation  in  cancer  causation,  epidemi- 
ology, diagnosis  and  research.  Misconceptions  about 
cancer  and  cancer  quackery  are  given  special  atten- 
tion. 

The  last  half  is  devoted  to  a more  detailed  descrip- 
tion of  carcinoma  involving  the  various  systems. 
Clinical  descriptions  including  early  and  late  symp- 
tomatology, diagnostic  procedure,  treatment  and 
prognosis  are  outlined  for  each. 

The  message  of  the  book  for  the  layman  is  the 
familiar  one  of  early  diagnosis.  It  stresses  the  re- 
sponsibility of  the  individual  to  present  himself  bi- 
annually  for  physical  examination.  Procedures  for 
self-observation  on  a monthly  basis  of  skin,  mouth. 


breasts  and  genitalia  are  recommended  and  described. 

On  the  whole  the  material  is  presented  with  scien- 
tific fidelity  and  the  use  of  the  eye-catching  title  is 
probably  justified.  Technical  language  is  used  skill- 
fully with  brief  interpretations.  Photographs  in  color 
add  to  the  realism  of  the  discussion. 

The  truth  about  cancer  is  hardly  reassuring  in  many 
instances.  A case  could  be  made  for  stressing  only 
the  importance  of  early  diagnosis  without  publicizing 
the  facts  which  make  it  clear  that  even  the  earliest 
diagnosis  leads  to  a small  salvage  rate  in  carcinoma 
of  the  lung  and  stomach  or  in  melanoma  and  lym- 
phomata. 

However  unpleasant  the  “truth”  may  be,  its  pres- 
entation to  the  public  in  an  authentic  and  unemotional 
way  seems  justified.  It  is  only  by  early  diagnosis  on 
the  mass  scale  that  salvage  rates  can  be  improved  in 
the  light  of  our  present  knowledge.  That  the  facts 
will  be  uncomfortable  to  some  who  learn  them  does 
not  make  them  less  worthwhile  to  present. 

This  book  will  probably  find  its  most  numerous 
readers  among  those  seeking  information  about  the 
subject  of  cancer  for  background  purposes.  It  is  not 
light  reading  picked  up  casually  for  an  evening’s 
entertainment. 

William  A.  Blodgett,  M.D. 

REPRODUCTIVE  SYSTEM;  Volume  11,  The  Ciba  Collec- 
tion of  Medical  Illustrations;  by  Trank  H.  Netter,  M.D.; 
286  pages;  $13.00;  Ciba  Pharmaceutical  Products,  Inc. 
Summit,  New  Jersey. 

This  is  a rather  complete  book  covering  the  re- 
productive system  of  both  the  male  and  female.  Dr. 
Netter’s  illustrative  drawings  are  supplemented  by 
comments  on  each  section  giving  a complete  account 
of  the  disease  or  anomaly  under  discussion.  These 
comments  are  by  recognized  authorities  on  each  sub- 
ject and  credit  for  their  discussion  is  acknowledged 
in  the  introduction.  The  gross  pathology  is  given 
along  with  microscopic  appearance  of  the  important 
tissues. 

There  are  14  sections  of  the  book  with  one  section 
devoted  to  embryology  of  the  genital  tract,  four  sec- 
tions on  anatomy  and  diseases  of  the  male  genital 
tract,  six  sections  on  the  anatomy  and  diseases  of  the 
female  genital  tract,  one  section  on  pregnancy  and  its 
diseases,  one  section  on  anatomy  and  pathology  of  the 
breasts,  and  a final  section  on  pseudohermaphroditism. 

A discussion  of  the  cytology  of  the  vagina  and 
cervix  and  its  relation  to  the  diagnosis  of  early  cancer 
gives  this  book  an  up-to-date  label. 

This  is  an  excellent  reference  book  for  the  medical 
student,  the  obstetrician-gynecologist,  and  urologist 
and  surgeon  who  is  interested  in  the  anatomy  and 
diseases  of  the  reproductive  tract. 

Glenn  W.  Bryant,  M.D. 
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ORAL  PENICILLIN 
FOR  BETTER 

AND  MORE  CONSISTENT  ABSORPTION 


''Because  of  the  better  and  more  consistent 
absorption  of  penicillin  V from  the  intes- 
tinal tract,  it  would  appear  that  this  type  of 
penicillin  is  preferable  to  penicillin  G when 
oral  administration  is  to  be  usedl'^ 

1.  Martin,  W.  J.,  et  al.:  J.A.M.A.  160:92S  (March  17} 
1956. 


PEN»YEE»Oral  and  Pen»Vee  Suspension 
permit  new  dependability  in  oral-peni- 
cillin therapy— dependable  stability  in 
gastric  acid,  dependable  and  optimal 
absorption  in  the  duodenum.  "Not  being 
destroyed  by  acid  in  the  stomach,  as  is 
penicillin  G,  penicillin  V remains  avail- 
able in  larger  amounts  for  absorption.”^ 


II 


‘Trademark 


Pe  n • Ve  e' 


Oral 

and 

Suspension 


PEN*VEE*Orai  is  Penicillin  V,  Crystalline  (Phenoxymethyl  Penicillin) 
Pen-Vee  Suspensioji  is  Benzathine  Penicillin  V Oral  Suspension 


CS) 

Philadelphia  1,  Pa 


Doctor  Disablod 

I 

OFFICE  EXPENSE  CONTINUES 

At  last,  here  is  the  practical  solution  to  this 
problem  - - - an  insurance  policy  to  pay  your 
expenses,  with  the  premium  eligible  as  a 
Tax  Deduction. 

Latest  Tax  ruling  provides  that  premiums  on 
Health  and  Accident  insurance  are  not  de- 
ductible unless  the  policy  states  that  it  is  for 
the  express  purpose  of  meeting  business  over- 
head expenses. 

Ask  your  Accountant  or  Lawyer  about  this 
question  and  then  ask  us  to  explain  this 
coverage. 


W.  R.  LONG  & ASSOCIATES 
1534  Bardstown  Road — Louisville,  Ky. 

Without  obligation  to  me  I would  like  to  have 
more  information  on  your  office  expense 
policy.  I am  in  good  health  and  was 

born  

Month  Day  Year 

Name 

Address  


Choice  location  for  general  practice.  A recent  death 
makes  office  with  adjacent  home  in  separate  building 
available.  Small  town  atmosphere.  The  one  other  phy- 
sician in  town  welcomes  help.  Practice  should  be  as- 
sured immediately.  Nine  miles  from  county  hospital 
and  about  35  from  the  Jeffersonville  bridge.  Idaal  for 
individual  who  needs  immediate  practice  and  yet  desires 
to  retain  Louisville  connections. 

Contact:  MRS.  FRANK  GREEN,  Rushville,  Indiana 


Your  Support  Is 
Deserved  By  The 

Diabetes 

Detection 

Drive 


Sponsored  by  KSMA 
November  11-17 

Doctors  initiated  it. — To 
save  lives. 

Doctors  direct  it. — From 

national  to  local  level. 

Doctors  gain  goodwill  be- 
cause it’s  public  service. 


A National  Campaign  With 
No  Public  Fund  Raising 
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USE 

POLYSPORIN’ 


brand 

POLYMYXIN  B-BACITRACIN  OINTMENT 


to  ofukOii 

CiA 


For  topical  use:  in  '/i  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  */•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  V. 
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Meat . . . 

and  Its  Place  in  the  Diet  in 
Congestive  Cardiac  Failure 

Meat  has  an  appropriate  place  in  the  moderate- 
protein,  low-sodium,  acid-ash  diet  advocated  in  the  dietary  manage- 
ment of  patients  with  congestive  cardiac  failure. i When  extreme 
sodium  restriction  is  necessary,  the  meat  allowance  is  regulated 
accordingly. 

Lean  meat  allows  maintenance  of  a positive  nitrogen  balance 
without  excessive  protein  intake,  because  its  amino  acids  match  the 
quantity  and  proportions  needed  for  tissue  synthesis  and  repair.2.3 
In  the  fresh  state  as  purchased  it  supplies  only  small  amounts  of 
sodium  ranging  from  approximately  50  to  100  mg.  per  100  grams. 
Due  to  its  acid-ash  composition  (equivalent  to  4 to  38  ml.  of  normal 
acid  per  100  grams  of  meat)  it  may  facilitate  diuresis. 1 

In  addition  to  these  important  features,  meat  contributes  valu- 
able nutritional  factors  by  virtue  of  its  generous  supply  of  high 
quality  protein,  B vitamins,  and  essential  minerals — iron,  phos- 
phorus, potassium,  and  magnesium. 

Easy  digestibility,  a prime  requisite  of  foods  eaten  by  the  patient 
with  congestive  cardiac  failure,  is  another  outstanding  quality  of 
meat. 

1.  Odel,  H.  M.:  Nutrition  in  Cardiovascular  Disease,  in  Wohl,  M.  G.,  and 
Goodhart,  R.  S.:  Modern  Nutrition  in  Health  and  Disease,  Dietotherapy, 

Philadelphia,  Lea  & Febiger,  1955,  p.  709. 

2.  Berg,  C.  P.;  Utilization  of  Protein,  J.  Agr.  & Food  Chem.  3:575  (July)  1955. 

3.  Best,  C.  H.,  and  Taylor,  N.  B.:  The  Physiological  Basis  of  Medical  Practice, 
ed.  6,  Baltimore,  Williams  & Wilkins,  1955,  p.  638. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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methischol 

choline  • methionine  • inositol  • liver  • vitamin  B,2 

Methischol  is  a safe,  simple  form  of  “liver  insurance”  which  helps 
to  halt  and  even  reverse  liver  damage  in  many  patients  by  acting  to  . 

prevent  the  deposition  in  and  aid  in  the  removal 
of  fat  from  the  liver 

stimulate  the  regeneration  of  new  functioning  liver  cells 
lessen  the  tendency  to  fibrosis  and  cirrhosis 
generally  improve  liver  function 

improve  appetite  and  the  nutritional  state  which  are  impaired 
by  liver  dysfunction 

capsules:  bottles  of  100,  250,  500  and  1000. 
syrup:  bottles  of  16  oz.  and  1 gallon. 

SAMPLES  to  the  profession  on  request. 

u.  s.  vitamin  corporation 

(Arlington  Funk  Laboratories,  division)  • 250  East  43rd  Street,  New  York  17,  N.  Y. 
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Washington,  D.  C. — In  terms  of  actual  health  hills 
passed  and  sums  of  money  appropriated,  the  84th 
Congress  which  ended  just  a few  weeks  in  advance  of 
party  presidential  conventions  undoubtedly  set  some 
records.  Measures  ranged  from  the  far-reaching  pro- 
gram of  disability  cash  payments  to  a bill  for  the 
commissioning  of  male  nurses  in  the  armed  services. 

In  between  are  a wide  variety  of  measures  which, 
in  the  opinion  of  Secretary  Folsom,  Secretary  of 
Health,  Education,  and  Welfare,  gives  “promise  of 
immediate  and  substantial  progress  on  a wide  front 
in  the  improvement  of  the  nation's  health.” 

Both  Mr.  Folsom  and  the  President  deplored  the 
fact  that  Congress  had  not  acted  on  their  plan  for 
federal  aid  to  medical  schools,  but  Congress  decided 
this  was  one  of  the  subjects  that  needed  more  study 
before  taking  any  further  action.  In  addition  Mr.  Fol- 
som expressed  disappointment  that  nothing  had  been 
done  on  authority  for  pooling  arrangements  among 
small  health  insurance  companies  and  the  long-dor- 
mant plan  for  a health  reinsurance  fund. 

On  medical  research  funds,  the  administration  this 
session  asked  for  the  largest  amount  of  money  ever 
requested  in  one  year.  The  appropriation  finally  voted 
was  even  larger,  some  $170  million.  On  top  of  this, 
Congress  in  its  final  hours  appropriated  nearly  $80 
million  to  carry  out  new  legislation  just  passed. 

Here  are  the  highlights  of  major  health  bills  ap- 
proved by  the  84th  Congress:  Social  Security  Amend- 
ments— Changes  in  the  21 -year-old  social  security 
law  now  include  ( 1 ) Old  Age  and  Survivors  Insur- 
ance payments  to  disabled  workers  at  age  50,  paid 
from  a “separate”  fund,  (2)  extension  of  social  se- 
curity to  some  250,000  dentists,  lawyers,  osteopaths 
and  other  self-employed  persons,  (3)  lowering  of  re- 
tirement age  for  social  security  purposes  for  women 
from  65  to  62,  (4)  earmarked  payments  for  medical 
care  of  public  assistance  recipients,  and  (5)  increase 
of  payroll  deductions  by  one-half  of  one  per  cent  and 
three-eighths  of  one  per  cent  for  the  self-employed. 

Laboratory  Research  Facilities — The  Hill-Bridges 
bill  for  $90  million  in  construction  grants  over  three 
years  to  public  and  non-profit  institutions  to  erect 
research  facilities  started  out  in  the  Senate  as  a bill 
to  aid  research  in  crippling  and  killing  diseases  but 
wound  up  for  research  in  all  “sciences  related  to 
health.” 

Health  Amendments  Act — The  so-called  little 
omnibus  health  bill  provides  for  federal  grants  for 
training  of  public  health  specialists,  professional 
nurses  qualified  for  teaching  and  administrative  jobs 
and  for  practical  nurses — plus  a two-year  extension 
beyond  next  July  1 of  the  10-year-old  Hill-Burton 


hospital  program,  and  special  projects  grants  for  men- 
tal health  studies  and  demonstrations. 

Medical  Care  for  Military  Dependents — A long- 
sought  goal  of  the  Defense  Department  was  enact- 
ment of  a permanent  program  of  medical  care  for  de- 
pendents of  armed  services  personnel  either  in  mili- 
tary hospitals  and  clinics  or  through  private  sources. 
It  is  scheduled  to  begin  early  in  December. 

National  Library  of  Medicine — Another  proposal 
long  in  the  making  was  the  reestablishment  of  the 
Armed  Forces  Medical  Library  as  the  National  Li- 
brary of  Medicine.  For  administrative  purposes.  Con- 
gress put  it  under  the  Department  of  HEW,  but  left 
up  to  the  17-man  board  of  regents  the  selection  of 
site — in  all  likelihood  in  the  Washington  area. 

Sickness  Survey — Special  and  continuing  surveys 
on  the  extent  of  illness  and  disability  in  the  U.  S., 
along  with  medical  care  being  offered  have  been 
authorized — the  first  detailed  study  of  its  kind  in 
over  20  years.  The  work  will  be  done  by  the  Public 
Health  Service. 

Water  Pollution  Control — The  PHS  is  authorized 
to  make  grants  to  states  and  communities  to  help  in 
eonstruction  of  sewage  disposal  plants,  at  the  rate  of 
$50  million  a year  for  10  years. 

Some  other  measures  signed  into  law  by  the  Presi- 
dent were;  establishment  of  a mental  health  program 
for  Alaska,  budget  increases  for  additional  staff  for 
the  Food  and  Drug  Administration  along  with  a new 
headquarters  building  for  modern  laboratories,  pro- 
vision of  medical  care  for  employees  and  dependents 
of  the  State  Department  abroad  in  U.  S.  military 
facilities,  a $400,000  fund  to  finance  the  holding  of 
the  World  Health  Assembly  in  this  country  in  1958 
(which  is  the  10th  anniversary  of  the  founding  of  the 
World  Health  Organization)  and  the  commissioning 
in  the  armed  services  of  osteopaths. 

NOTES: 

The  new  surgeon  general  of  the  PHS  is  Leroy  E. 
Burney,  M.D.,  a career  officer  in  the  commissioned 
corps  and  for  10  years  commissioner  of  health  for  the 
state  of  Indiana.  Until  his  nomination  by  the  Presi- 
dent he  was  deputy  chief  of  the  PHS  Bureau  of  State 
Services.  Dr.  Burney  received  his  medical  degree  from 
Indiana  University. 

The  federal  government  withdrew  from  the  alloca- 
tion of  the  Salk  polio-myelitis  vaccine  just  15  months 
after  the  first  release  of  the  vaccine,  but  federal  grants 
to  states  to  help  finance  inoculation  programs  con- 
tinue. 

In  preparation  for  a national  blood  bank  directory, 
the  Joint  Blood  Council  with  headquarters  in  Wash- 
ington launched  a nation-wide  survey  September  1 of 
all  blood  banks. 
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as  good  as  it  tastes! 

TETRABOIT 


BRAND  OF  TETRACYCLINE  homogenized  mixture 


125  mg.  tetracycline  per  5 cc. 
teaspoonful.  Bottles  of  2 fl.  oz. 
and  1 pint,  packaged  ready  to 
use  (no  reconstitution  required) . 
Readily  accepted  delightfully 
different  fruit  flavor  . . . 

Rapidly  absorbed  fine  particle 
dispersion — therapeutic  blood 
levels  within  one  hour  . . . 

Quickly  effective  well-tolerated 
tetracycline  for  prompt  control 
of  a wide  range  of  infections. 


•Trademark 


Pfizer  Laboratories 
Division,  Chas,  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.Y. 


P 


zer. 


save  the  cigarette  for  later...  ^ y Time  was  you  had  to  wait  for  a 
local  anesthetic  to  take  hold  / —you  waited,  patient  waited,  nurse 

waited.  Now,  rapid  anesthesia....  Blockain*  works  so  fast  that  clinicians  had  to 
describe  it  as  “immediate”  and  “almost  instantaneous.”  It’s  practically  an  under- 
statement to  call  its  action  “rapid.”  Longer  anesthetic  duration....  Besides  being 
able  to  go  to  work  sooner,  you  can  work  at  an  easier  pace.  Blockain  lasts  long  enough 
so  you  can  proceed  from  incision  to  closure  on  one  injection.  You  finish  up  with  a 
neat  suture  line  undistorted  by  repeated  instillations.  The  patient  leaves  uncom- 
plaining and  comfortable.  A busy  clinician's  experience  with  Blockain  in 

fourteen  cases  of  Colies'  fracture:  A single  2-5  cc.  injection  of  Blockain  into  the 
hematoma  produced  anesthesia  in  an  average  of  3 minutes  15  seconds.  The  average 
duration  of  these  operations,  closed  reductions,  was  25  minutes.  Anesthesia  persisted 
beyond  the  time  required  for  reduction  permitting  splints  to  be  applied,  postreduction 
X-rays  to  be  taken  and  the  patients  sent  home  feeling  comfortable.  BLOCKAIN, 
30  cc.,  0.5%  (5  mg/cc.).  Your  office-ideal  local  anesthetic.  For  additional  information 
write  GEORGE  a.  Breon  & company,  1450  Broadway,  New  York  18.  N.  Y. 

^BLOCKAIN®  BRAND  OF  PROPOXYCAtNC  HYOROCHLORtOE  8RE0N. 
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as  a potent,  specific  anti-arthritic 

established 

by  over  100  million  patient  days 

substantiated 

in  more  than  700  published  reports 


BUTAZOLIDIN 

(phenylbutazone  geigy) 

potent,  specific 
anti-arthritic 

Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  oil  the  major  forms  of  arthritis, 

Butazolidin  is  recognized  os  one  of  the  most  effective 
onti-orthritic  agents  currently  available. 

relieves  pain 
improves  function 
resolves  inflammation 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar 
with  its  use  are  urged  to  send  for  literature  before  prescribing  it. 

GEIGY 

GEIGY  PHARMACEUTICALS,  Division  of  Geigy  Chemical  Corporation,  New  York  1 3,  N.  Y. 
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Specific— because  you  can  actually  pinpoint  the 
therapy  for  coccic  infections.  That’s  because 
most  bacterial  respiratory  infections  are  caused 
by  staph-,  strep-and  pneumococci.  And  these 
are  the  very  organisms  most  sensitive  to 
Erythrocin— even  when  in  many  cases  they 
resist  other  antibiotics. 

filmtabi 

"'-i — ^ 


STEARATE 


ipecific  against 
,toccic  infections 


dth  little  risk  of 
lerious  side  effects 


Low  toxicity— because  Erythrocin  rarely  alters 
intestinal  flora.  Thus,  your  patients  seldom 
get  gastroenteral  side  effects.  Or  loss  of  vitamin 
synthesis  in  the  intestine.  Virtually,  no  allergic 
reactions,  either.  Filmtab  Erythrocin 
Stearate  ( 100  and  250  mg. ) , ^ n n 
bottles  of  25  and  100. 


STEARATE 


® Filmtab-film-sealed  tablets;  pat.  applied  for 


609216 


new  dimensions 


in  the  treatment  of  sevei 


broadens  benefits 

rapid  control  of  allergic  sneezing,  lacrimation,  nasal 
congestion;  relief  of  pruritus,  edema  and  erythema 

up  to  5 times  more  effective  than  oral  hydrocortisone, 
milligram  for  milligram 


narrows  side  effects 

and  electrolyte  disturbance 


ly  fever  and  other  difficult  allergies... 


lAETICORTIEN’ 

(PREDNISONE) 

t 

I 


for  outstanding  hormonal  control 
with  minimal  electrolyte  disturbances 


in  hay  fever  and  other  respiratory  allergies, 
contact  dermatitis  and  allergic  eczemas, 
drug  and  other  allergic  reactions, 
allergic  and  inflammatory  eye  disorders 


M ETICORTEN,*  brand  of  prednisone.  *T.  M. 
I,  2.5  and  5 mg.  tablets.  wc-j-soet 


Provides  complete  control 


666007 

'Crystodigin’ 


(crystalline  DIGITOXIN,  LILLY) 


permits  accurate  dosage  titration 

to  produce  the  maximum  therapeutic  effect 

Available  in  scored 
tablets  of  0.05  mg.  {orange), 

0.1  mg.  {pink),  0.15  mg. 

{yellow),  and  0.2  mg. 

{white)’,  and  in 
1-cc.  and  10-cc.  ampoules, 

0.2  mg.  per  cc. 


Since  initial  digitalization  and  maintenance  dosage  must  be 
carefully  individualized,  'Crystodigin’  fulfills  the  important  re- 
quirements of  a preferred  digitalis.  'Crystodigin’  is  a crystalline- 
pure,  uniformly  potent  single  glycoside  that  is  completely  ab- 
sorbed in  the  gastro-intestinal  tract.  With  'Crystodigin,’  the 
maximum  therapeutic  effect  can  be  safely  determined  by  dosage 
titration  in  increments  as  small  as  0.025  mg. 


SO 
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RHEUMATOID  ARTHRITIS 
and 

WHAT  CAN  BE  DONE  ABOUT  IT* 

.John  W.  Sigler,  M.D.,  Dwight  C.  Ensign,  M.D.** 

Df’troit,  Michigan 


Rheumatoid  arthritis  is  a po- 
tentially crippling  disease  of  variable  and 
unpredictable  course.  The  etiology  is  un- 
known. Since  it  is  prone  to  develop  in  early 
adult  life,  it  presents  a serious  economic  prob- 
lem for  the  patient  and  his  family.  Too  often 
it  is  the  tendency  to  prescribe  the  newest  “won- 
der drug”  for  all  patients  presenting  musculo- 
skeletal complaints.  It  is  the  purpose  of  this 
paper  not  only  to  plead  for  early  and  accurate 
diagnosis,  but  also  to  urge  a comprehensive 
form  of  treatment  with  attention  to  the  patient 
as  well  as  his  joints. 

DIAGNOSIS 

Early  Rheumatoid  Arthritis 

In  the  early  stages  of  rheumatoid  arthritis, 
perhaps  the  greatest  help  for  correct  diagnosis 
is  a high  index  of  suspicion  for  this  condition. 
This  is  especially  true  for  younger  individuals 
complaining  of  joint  distress.  Most  rheuma- 
tologists agree  that  early  diagnosis  and  prompt 
treatment  will  speed  remission  and  minimize 
deformities. 

Rheumatoid  arthritis  commonly  has  its  on- 

*  Presented  at  Annual  Meeting  of  Kentucky  State 
Medical  Association,  for  Kentucky  Chapter, 
American  Academy  of  General  Practice,  Louis- 
ville, September  29,  1955. 

"^*Based  on  Exhibit  at  Scientific  Assembly  of  Ameri- 
can Medical  Association,  Atlantic  City,  June  6- 
10,  1955,  Exhibit  Symposium  on  Arthritis  and 
Rheumatism  prepared  for  American  Rheumatism 
Association  and  Arthritis  and  Rheumatism 
Foundation.  Rheumatoid  Arthritis:  Dwight  C. 
Ensign,  John  IV.  Sigler,  Donald  F.  Hill,  and  W. 
Paul  Holbrook.  J.A.M.A.,  157:  1534,  April  23, 
1955. 


set  in  young  people  between  20  and  40  years. 
It  may  occur  in  later  life  either  as  a new  de- 
velopment or  reactivation  of  a previous  attack. 
Females  are  more  frequently  affected  than 
males  in  a ratio  of  three  to  one. 

The  onset  of  the  disease  may  be  insidious  or 
acute.  At  times,  rheumatoid  arthritis  follows 
periods  of  acute  stress,  such  as  infection, 
severe  emotional  shock,  or  other  stressful  situ- 
ations. Affected  joints  usually  show  symmetri- 
cal involvement  and  symptoms  may  range  from 
mild  stiffness  and  soreness  to  obvious  swelling, 
discoloration  and  immobility.  There  may  be 
accompanying  or  preceding  fatigue,  fever,  and 
weight  loss.  There  is  usually  progressive  joint 
involvement. 

In  every  patient  suspected  of  having  rheuma- 
toid arthritis,  a careful  evaluation  is  essential. 
Physical  examination  must  be  complete.  Physi- 
cal findings  may  reveal  pallor,  undernutrition, 
low-grade  fever,  joint  tenderness,  local  ery- 
thema and  periarticular  swelling,  often  with 
effusion  (Figure  1).  There  may  be  limited 
joint  motion  and  in  more  severe  cases,  a tend- 
ency to  flexion  contractures.  As  the  disease 
progresses,  the  joints  may  show  more  advanced 
changes  (Figure  2).  Lymphadenopathy  occurs 
in  about  1 5 per  cent  - 20  per  cent  of  cases. 

Patients  with  early  rheumatoid  arthritis  may 
show  a mild  anemia  and  at  times  an  elevation 
of  the  white  blood  cell  count.  In  patients  with 
joint  effusion,  the  synovial  fluid  often  shows  an 
increase  in  leucocytes  of  the  polymorphonu- 
clear series;  the  fluid  is  turbid  and  tends  to  clot. 
The  erythrocyte  sedimentation  rate  is  usually 
elevated. 
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Figure  2. 


Differential  Diagnosis 

Diseases  considered  in  the  differential  diag- 
nosis are  osteoarthritis,  gout,  rheumatic  fever, 
infectious  arthritis,  periarticular  fibrositis,  rheu- 
matoid spondylitis  with  peripheral  joint  in- 
volvement, collagen  diseases  (systemic  lupus 
erythematosus,  polyarteritis  and  scleroderma) 
and  palindromic  rheumatism. 

Osteoarthritis  usually  occurs  in  older  age 
groups  and  patients  have  none  of  the  systemic 


symptoms  common  with  rheumatoid  arthritis. 
There  is  usually  a normal  erythrocyte  sedimen- 
tation rate. 

Gouty  arthritis.  Acute  gouty  arthritis  is 
characteristically  monarticular,  though  poly- 
articular attacks  may  occur,  especially  later  in 
the  disease.  The  onset  of  acute  gouty  arthritis 
is  very  abrupt,  often  overnight,  with  erythema, 
swelling,  marked  tenderness  and  severe  pain; 
the  findings  are  so  striking  as  to  suggest  cellu- 
litis in  some  cases.  A therapeutic  test  with 
colchicine  often  establishes  the  diagnosis  within 
24  hours.  The  joint  manifestations  characteris- 
tically subside  in  four  to  14  days  even  without 
treatment,  leaving  no  residuals  until  after  a 
succession  of  acute  attacks. 

Rheumatic  fever  is  frequently  ushered  in 
with  migratory  joint  symptoms;  there  is  usually 
a history  of  recent  streptococcic  infection.  The 
antistreptolysin  titer  often  is  positive,  whereas 
it  is  usually  negative  in  rheumatoid  arthritis. 

Infectious  arthritis  should  always  be  sus- 
pected in  the  presence  of  any  acute  or  chronic 
infection,  particularly  gonorrhea  and  tubercu- 
losis. 

Periarticular  fibrositis.  Symptoms  of  fibrosi- 
tis may  be  confusing  and  may  represent 
prodromata  of  rheumatoid  arthritis.  Such  pa- 
tients should  be  closely  observed  for  evidence 
of  actual  joint  involvement. 

Shoulder-hand  syndrome  is  a condition 
which  is  characterized  by  pain  and  swelling  of 
the  hand  which  on  superficial  consideration 
may  resemble  rheumatoid  arthritis. 

Rheumatoid  spondyhtis.  Peripheral  joint 
involvement  in  rheumatoid  spondylitis  is  many 
times  indistinguishable  from  rheumatoid  arthri- 
tis. Complete  spine  films  with  particular  atten- 
tion to  the  patency  of  sacro-iliac  joints  will  aid 
in  the  diagnosis  when  back  symptoms  are  a 
predominating  feature. 

Collagen  diseases.  Joint  symptoms  are  fre- 
quently seen  in  systemic  (disseminated)  lupus 
erythematosus,  polyarteritis,  sarcoidosis,  der- 
matomyositis,  and  scleroderma.  In  atypical 
rheumatoid  arthritis  always  suspect  these 
entities.  Careful  blood  evaluations,  L.  E.  tests, 
skin  and  muscle  biopsies  are  usually  helpful  in 
their  differentiation. 

Palindromic  rheumatism.  This  term  is  used 
to  designate  a group  of  patients  with  frequent 
attacks  of  acute  joint  symptoms  which  rapidly 
and  spontaneously  clear  leaving  no  joint  resid- 
uals. A high  percentage  of  these  patients  may 
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Figure  4. 

and  elevated  erythrocyte  sedimentation  rate 
usually  persist  during  the  active  phases  of  this 
disease. 

TREATMENT 

The  treatment  of  a patient  with  rheumatoid 
arthritis  must  be  comprehensive  to  be  effective. 
Too  often  the  busy  practitioner  overlooks  the 
older,  time-tested  principles  of  general  treat- 
ment in  his  enthusiasm  over  the  latest  product 
of  the  pharmaceutical  houses.  A substantial 
number  of  patients  can  be  controlled  by  the 
basic  program  alone.  Without  the  faithful  ad- 
herence to  the  basic  program,  the  supplemental 
program  mentioned  later  will  be  relatively  in- 
effective. 

Basic  Program 

The  basic  program  of  treatment  for  rheuma- 
toid arthritis  may  be  considered  under  the  fol- 
lowing headings: 

Orientation  of  Patient  and  Family.  The  pa- 
tient and  his  family  must  be  fully  informed  as 
to  the  nature  and  course  of  the  disease.  It 
should  be  stressed  that  this  is  a serious  and 
potentially  crippling  disease  whose  etiology  is 


later  develop  a true  picture  of  rheumatoid 
arthritis. 

Moderate  and  Advanced  Rheumatoid 
Arthritis 

In  contradistinction  to  early  rheumatoid 
arthritis,  moderate  and  advanced  disease  is 
usually  easily  recognized.  These  stages  are 
characterized  by  steady  progression  with 
exacerbations  and  remissions  of  the  joint  symp- 
toms and  findings  over  several  months  or  years. 

When  patients  in  the  older  age  groups  are 
seen  with  typical  rheumatoid  arthritis,  a careful 
record  of  previous  joint  symptoms  may  give 
helpful  clues  as  to  the  exact  onset  of  the  dis- 
ease. Physical  findings  in  moderate  and  ad- 
vanced rheumatoid  arthritis  show  progression 
of  muscle  atrophy  and  limitation  or  even  loss 
of  joint  motion  (Figure  2)  (Figure  3).  Rheu- 


Figure  3. 

matoid  nodules  appear  in  15  per  cent  - 20  per 
cent  of  cases  (Figure  4).  Subluxations  and 
flexion  deformities  are  present  in  varying  de- 
grees (Figure  5).  Osteoporosis,  varying  degrees 
of  bone  destruction,  fibrous  ankylosis,  or,  in 
advanced  cases,  bony  ankylosis  may  develop 
(Figure  6)  (Figure  7)  (Figure  8).  Laboratory 
data  are  usually  not  particularly  helpful  in  ad- 
vanced rheumatoid  arthritis,  but  the  anemia 
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Figure  6. 


Still  not  known,  and  hence  no  “cure”  can  be 
promised.  On  the  other  hand,  many  cases  can 
be  arrested  and  some  degree  of  help  can  be 
given  to  the  majority  of  patients. 

It  should  be  clearly  understood  that  the  con- 
trol of  the  disease  requires  the  cooperative  fol- 
lowing of  a long-term  program,  often  life-long 
in  fact.  It  should  be  further  understood  that  the 
disease  is  subject  to  remissions  and  exacerba- 
tions and  that  symptoms  may  be  aggravated  by 
stressful  situations  both  physical  and  emotional. 
The  tendency  of  patients  to  “shop”  and  to  try 
various  irregular  and  irrational  treatment  fads 
should  be  mentioned  and  discouraged. 

The  objectives  of  sound  treatment  should  be 


understood  by  the  patient  and  family.  They 
may  be  summarized  as  follows:  To  relieve 
symptoms,  improve  general  health  level,  pre- 
vent crippling  so  far  as  possible,  arrest  the  dis- 
sease,  and  later  to  improve  function  of  dam- 
aged joints  and  to  educate  the  patient  in  ad- 
justing to  any  uncorrectable  residuals.^ 

Symptomatic  Therapy.  Symptomatic  relief 
is  an  essential  in  gaining  the  confidence  and 
cooperation  of  the  patient.  Increased  rest,  both 
mental  and  physical,  is  important,  and  often 
is  best  obtained  by  a short  period  of  hospitali- 
zation, removing  the  patient  from  usual  de- 
mands. Local  rest  to  acutely  painful  joints  can 
often  be  provided  by  light  splints  or  rest  casts. 

Salicylates  are  still  the  mainstay  for  medica- 
tion, for  both  their  analgesic  and  anti-rheu- 
matic effects.  Provided  there  is  no  intolerance, 
aspirin  or  sodium  salicylate  should  be  pushed 
to  full  therapeutic  effects.  Buffered  or  enteric 
coated  preparations  minimize  gastric  irritation. 
With  nausea  or  tinnitus,  the  dosage  should  be 
reduced  to  just  below  the  level  where  these  un- 


‘The  booklet  “Home  Care  in  Rheumatoid  Arthritis,” 
issued  by  the  Medical  and  Scientific  Committee  of 
the  Arthritis  and  Rheumatism  Foundation,  should  be 
in  the  hands  of  every  patient  with  rheumatoid  arthri- 
tis. It  is  available  for  a nominal  charge  from  the 
Foundation,  23  IVest  45th  Street,  New  York  36,  New 
York. 
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desirable  effects  occur,  but  the  medication 
should  be  continued  at  a dosage  level  of  0.6 
to  1.0  Gram  ( 10  to  15  grains)  four  times  a day 
if  tolerated.  Codeine  may  be  used  if  night  pain 
interferes  with  sleep,  but  its  continued  use  is 
undesirable. 


Figure  8, 


General  Measures.  Since  it  is  well  recognized 
that  emotional  factors  are  important  in  most, 
if  not  all,  patients  with  rheumatoid  arthritis, 
thought  should  be  given  to  correcting  or  im- 
proving personal  and  environmental  stress  fac- 
tors. 

There  is  no  specific  diet  for  rheumatoid 
arthritis,  but  a balanced  diet,  high  in  protein 
and  protective  foods  is  helpful.  Since  most  pa- 
tients with  this  disease  are  undernourished, 
adequate  calories  may  be  provided  by  supple- 
mentary feedings — supplemental  vitamins  and 
minerals  may  be  prescribed  if  there  are  indica- 
tions for  them,  but  here  again  no  specificity  is 
implied. 

Proper  elimination  is  important,  since  many 
patients  report  increased  discomfort  during 
constipation. 

The  attitude  towards  focal  infection  has  be- 
come more  conservative  than  that  which  was 
prevalent  20  years  ago.  However,  when  obvi- 
ous focal  infection  is  present,  it  should  be  re- 
moved using  adequate  antibiotic  control  to 
minimize  dissemination  of  infection. 


Figure  9- 


Rest  continues  to  be  an  important  general 
measure  even  after  the  subsidence  of  the  acute 
symptoms.  A definite  program  suitable  for  the 
individual  should  be  outlined.  As  a rule,  fre- 
quent brief  periods  of  rest  during  the  day  are 
desirable,  with  emphasis  on  the  proper  joint 
posture  while  resting  (Figure  9-10).  The 
proper  balance  between  rest  and  activity  must 
be  detailed  for  each  patient. 

Local  Measures.  Daily  corrective  exercises 
are  of  great  importance.  *■-  A detailed  program 
must  be  planned  so  that  all  joints  are  placed 
through  maximum  range  of  motion  daily  (Fig- 
ure 11).  Exercises  may  be  repeated  several 


Figure  10. 


times  daily  as  tolerated.  The  local  use  of  dry  or 
moist  heat  is  illustrated  in  Figures  12-13.  Mas- 
sage may  be  helpful  provided  it  is  well  toler- 
ated; massage  should  be  directed  to  the  muscles 
regional  to  the  involved  joints  in  the  presence 
of  acute  or  subacute  joint  symptoms  and  signs. 

In  many  instances  the  judicious  use  of  intra- 

‘Holhrook,  W.  Paul  and  Hill,  Donald  F.:  Manual  of 
Rheumatic  Diseases,  Chicago.  Year  Book  Publishers, 
1952. 
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Figure  11. 


Figure  12. 

articular  hydrocortisone  acetate  or  hydrocorti- 
sone tertiary  butyl-acetate  may  provide  effec- 
tive relief  of  joint  pain.  Strict  aseptic  technique 
must  be  used  in  the  intra-articular  injections  to 
avoid  the  risk  of  pyarthrosis. 

Every  possible  effort  must  be  made  to  pre- 
vent the  development  of  contractures,  subluxa- 
tions and  ankyloses.  It  is  axiomatic  that  it  is 
easier  to  prevent  deformities  than  to  correct 
them.  Persistent  and  well-directed  local  meas- 
ures, including  the  use  of  splints  and  rest  casts 
when  indicated,  are  of  real  value  in  this  regard 
(Figures  14-15). 

Medications.  Salicylates  (aspirin,  sodium 
salicylate)  still  constitute  the  mainstay  of  the 
medical  treatment  of  rheumatoid  arthritis.  ,Ex- 
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cept  in  those  few  individuals  who  are  intolerant 
of  them,  they  should  be  continued  for  their 
anti-rheumatic  effect  even  after  the  patient  has 
obtained  symptomatic  relief.  Maintenance 
doses  on  the  order  of  0.6  Gram  (10  grains) 
after  each  meal  and  at  bedtime  are  well  toler- 
ated by  most  individuals,  and  are  continued 


Figure  13. 


Figure  14. 
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Figure  15. 


even  when  the  supplemental  measures  men- 
tioned in  a following  section  become  necessary. 

Mild  sedation  with  small  doses  of  amobarbi- 
tal  sodium  or  phenobarbital  is  helpful  in  insur- 
ing adequate  relaxation  and  rest  but  is  not  re- 
quired by  all  patients.  Narcotics  should  be 
avoided.  The  only  exception  to  this  rule  is  the 
occasional  use  of  codeine,  if  necessary,  for  night 
pain  for  short  periods  during  exacerbation  of 
symptoms. 

Supplemental  Program 

The  basic  program  outlined  above  will  be 
sufficient  in  perhaps  15  per  cent  - 20  per  cent 
of  patients  who  are  seen  in  the  initial  stage  of 
their  disease.  When  the  disease  is  of  longer 
standing,  or  is  observed  to  be  progressing  in 
spite  of  treatment,  the  comprehensive  basic 
program  should  be  continued  but  the  following 
supplemental  therapy  should  be  considered. 

Special  Measures 

Chrysotherapy.  Gold  salts  appear  to  be  the 
best  available  “stopping  mechanism’’  we  have 
at  our  disposal  at  the  present  time.  Many 
physicians  have  been  frightened  by  the  un- 
favorable reactions  that  have  occurred  with 
gold  salt  therapy  but  chrysotherapy  is  safe  if 
used  with  due  precaution  with  the  personal 
supervision  of  the  physician.  The  useful  prepa- 
rations are  organic  salts  of  gold,  such  as  auro- 
thioglucose,  given  intramuscularly.  The  initial 
dose  should  not  exceed  five  or  10  milligrams; 
subsequent  weekly  doses  are  increased  by  five 
milligrams  until  a dose  of  25  milligrams  is 
reached.  This  is  repeated  at  weekly  intervals  as 
long  as  no  symptoms  or  signs  of  intolerance 
develop.  Each  dose  should  be  preceded  by  a 
urinalysis,  hemoglobin  and  white  blood  count. 
The  physician  should  personally  question  the 
patient  prior  to  each  injection,  being  particu- 


larly alert  for  such  things  as  pruritus,  skin  rash, 
stomatitis,  purpura  or  other  hemorrhagic  phe- 
nomena, or  any  other  new  development  which 
the  patient  may  have  noted.  If  any  question  of 
intolerance  is  raised  by  symptoms,  physical 
signs  or  laboratory  evidence,  the  gold  injection 
is  deferred  until  such  findings  return  to  normal. 

Milder  symptoms  of  intolerance  usually  re- 
spond to  treatment  with  ACTH  or  corticos- 
teroids; serious  toxicity  may  require  the  use  of 
2,  3-dimercaptopropanol  (BAL),  but  such  oc- 
currences are  extremely  rare  if  the  precautions 
mentioned  above  are  followed.  It  is  sometimes 
possible  to  resume  gold  injections  at  a some- 
what lower  dosage  level  after  minor  manifesta- 
tions of  toxicity  are  controlled. 

In  the  usual  case,  however,  there  is  no  in- 
tolerance to  weekly  intramuscular  doses  of  25 
milligrams,  and  the  treatment  is  continued  at 
this  level,  or  even  at  50  milligrams,  intramuscu- 
larly each  week.  In  a few  cases,  evidence  of 
clinical  improvement  may  be  apparent  when 
the  total  cumulative  dosage  has  reached  250 
to  300  milligrams,  but  in  many  instances  such 
improvement  does  not  become  evident  until  a 
total  of  750  to  1000  milligrams  has  been  ad- 
ministered. 

When  clinical  improvement  warrants,  the 
interval  between  injections  is  spaced  to  every 
two  weeks  for  two  or  three  months,  then  to 
every  three  weeks  for  a similar  period,  and  ulti- 
mately to  every  four  to  six  weeks.  It  is  con- 
sidered desirable,  however,  to  continue  to  give 
a booster  dose  of  the  gold  salts  intramuscularly 
at  least  every  six  weeks  for  an  indefinite  period, 
and  in  the  event  of  a reactivation  of  the  disease 
to  return  to  the  program  of  more  frequent  in- 
jections until  remission  again  occurs. 

Chrysotherapy  is  attended  with  calculated 
hazards,  which  should  be  frankly  explained  to 
the  patient  and  his  family.  Such  hazards  must 
be  balanced  against  the  greater  risk  of  omitting 
therapy  which  may  be  instrumental  in  prompt- 
ing a remission. 

Steroids  and  Hormones.  Corticosteroid 
preparations  (cortisone,  hydrocortisone,  pred- 
nisone, prednisolone)  are  useful  supplements  as 
suppressive  agents  in  patients  with  actively  pro- 
gressing disease.  They  are  used  concomitantly 
with  the  program  of  chrysotherapy,  with  doses 
gradually  diminishing  as  gold  therapy  becomes 
effective.  In  many  cases  they  may  be  necessary 
for  only  three  to  six  months. 

These  preparations  are  also  useful  supple- 
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merits  to  the  basic  program  in  those  individuals 
who  do  not  tolerate  gold.  Here  again,  the  dose 
should  be  carefully  controlled,  and  kept  at  the 
lowest  level  possible  to  keep  the  patient  rea- 
sonably comfortable  without  attempting  com- 
plete control  of  all  symptoms.  Such  steroids 
are  given  in  divided  doses,  and  total  twenty- 
four  hour  intake  exceeding  37.5  milligrams  of 
cortisone,  30  milligrams  of  hydrocortisone  or 
7.5  milligrams  of  prednisone  or  prednisolone  is 
undesirable  in  long  term  administration. 

Some  patients  may  require  larger  mainte- 
nance doses  of  steroids;  however,  risks  of  un- 
toward effects  are  usually  directly  proportional 
to  the  dose.  Particular  attention  should  be  paid 
to  the  more  serious  manifestations  of  hyper- 
cortisonism;  namely,  sodium  retention,  potas- 
sium deficiency,  mental  depression,  ulcerative 
lesions  of  the  gastro-intestinal  tract  and  osteo- 
porosis. When  steroids  have  been  administered 
for  prolonged  periods,  patients  should  be 
warned  that  should  they  become  involved  in 
any  acute  stress  situation  (accident,  operation, 
etc. ) they  should  receive  larger  doses  of  corti- 
sone or  hydrocortisone  orally,  or  hydrocorti- 
sone intravenously  in  order  to  counteract  the 
induced  adrenal  insufficiency.  Although  sodium 
retention  and  potassium  deficiency  are  infre- 
quently encountered  with  prednisone  or  pred- 
nisolone therapy,  ulcerative  lesions  of  the 
gastro-intestinal  tract  and  osteoporosis  are 
being  encountered  with  increasing  frequency. 
It  is  our  growing  conviction  that  all  patients  re- 
ceiving oral  steroids  should  take  each  dose  after 
food  or  with  adequate  buffering  with  aluminum 
and  magnesium  hydroxide  preparations. 

Corticotrophin  (ACTH)  is  useful  in  control- 
ling acute  symptoms  in  hospitalized  patients. 
The  fact  that  it  must  be  given  by  injection 
limits  its  usefulness  in  patients  who  are  not 
hospitalized.  Opinion  is  divided  as  to  the  value 
of  weekly  injection  of  a delayed  action  prepa- 
ration of  ACTH  in  patients  who  are  on  long- 
term treatment  with  the  corticosteroids,  but 
in  some  cases  it  seems  to  be  a desirable  adjunct 
to  therapy. 

Phenylbutazone.  In  our  experience,  with 
occasional  exceptions,  phenylbutazone  has  not 
been  particularly  effective  in  patients  with 
peripheral  rheumatoid  arthritis.  In  contradis- 
tinction it  is  effective  in  rheumatoid  spondylitis. 

In  patients  resistant  to  other  anti-rheumatic 
therapy,  a trial  of  phenylbutazone  may  be  de- 

778 


sirable  but  maintenance  therapy  is  not  recom- 
mended if  the  dose  required  should  exceed  200 
milligrams  to  300  milligrams  daily.  Here  again, 
the  patient  must  be  cautioned  regarding  possi- 
ble untoward  effects  and  must  be  kept  under 
close  observation  to  guard  against  the  develop- 
ment of  skin  rash  anemia,  leukopenia,  edema 
or  peptic  ulcer. 

Transfusions.  Occasionally  whole  blood 
transfusions  may  be  desirable  in  patients  with 
persistently  low  hemoglobin  levels.  However, 
any  hemoglobin  below  9 Grams  demands  care- 
ful investigation  and  a thorough  search  for 
causes  other  than  rheumatoid  arthritis. 

Climate.  Many  patients  do  well  in  warm  dry 
climates.  If  the  patient  desires  to  change  climate 
as  a trial  measure,  and  can  do  so  for  several 
months  without  serious  inconvenience,  he  is 
encouraged  to  do  so.  However,  he  is  told  be- 
forehand that  he  may  receive  no  permanent 
improvement  from  the  change,  and  that  all 
other  measures  of  therapy  must  also  be  follow- 
ed in  the  new  location. 

Reconstructive  Measures 

Surgical  Correction.  One  of  the  fundamental 
aims  of  treatment  of  rheumatoid  arthritis  is 
to  prevent  the  development  of  contractures, 
subluxations  and  ankyloses.  However,  many 
patients  do  not  present  themselves  for  treat- 
ment until  after  such  deformities  have  develop- 
ed, and  in  other  patients,  deformities  may 
occur  in  spite  of  the  best  treatment  currently 
available. 

When  the  activity  of  the  rheumatoid  process 
is  under  control,  various  surgical  procedures 
are  available  for  the  correction  of  persisting  de- 
formities. Careful  appraisal  of  such  an  individ- 
ual by  an  orthopedic  surgeon  may  show  that 
the  function  of  one  or  several  important  joints 
can  be  greatly  improved  by  suitable  manipula- 
tions, wedging  casts,  or  operations.  Any  such 
improvement  which  can  be  accomplished  is  of 
value  not  only  mechanically  in  the  involved 
area,  but  also  from  the  standpoint  of  the 
patient’s  morale  in  bringing  him  to  a more 
normal  functional  condition. 

Rehabilitation.  The  tremendous  possibilities 
of  rehabilitation  measures  in  patients  who  have 
been  damaged  by  rheumatoid  arthritis  are 
still  unrealized  by  the  majority  of  physicians. 
Unfortunately,  the  number  of  centers  where 
such  facilities  are  available  is  still  too  small  to 
permit  utilization  for  all  patients  who  deserve 
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such  treatment,  but  the  interested  physician 
who  makes  a study  of  the  principles  of  rehabili- 
tation can  make  a great  contribution  to  his 
patient’s  comfort  by  proper  application  of  such 
principles.  Of  fundamental  importance  in  the 
success  of  such  rehabilitation  is  the  patient’s 
attitude  towards  his  trouble,  and  his  determi- 
nation to  improve  his  situation.  Properly  direct- 
ed physical  therapy  and  occupational  therapy, 
persistently  carried  out  in  a home  program  over 
months,  will  often  greatly  improve  the  useful- 
ness of  badly  damaged  joints.  Many  ingenious 
devices  have  been  developed  which  permit 
the  more  effective  use  of  handicapped  joints. 

Conclusion 

Although  the  etiology  of  rheumatoid  arth- 
ritis is  still  uncertain,  and  there  is  no  “cure” 
for  the  disease,  there  is  much  that  can  be 
accomplished  with  treatment.  Such  treatment, 
to  be  effective,  must  be  based  upon  an  accurate 
diagnosis,  and  must  be  comprehensive  and 
accurately  tailored  to  the  needs  of  the  individu- 

3.  "Self-Help  Devices  for  the  Arthritic — Rehabilitation 
Monograph  No.  4"  by  Edward  W.  Lowman,  M.D.  Published 
and  distributed  by  the  Institute  of  Physical  Medicine  and  Re- 
habilitation, New  York  University — Bellevue  Medical  Center, 
400  East  34th  Street,  New  York  16,  New  York. 


al  patient.  Gone  are  the  days  when  the  physi- 
cian has  discharged  his  obligations  to  the  pa- 
tient with  the  too  familiar  sentence,  “You  have 
arthritis,  and  there’s  nothing  much  you  can  do 
about  it — you  might  try if  you  want  to.” 

Fig.  1.  Early  rheumatoid  arthritis.  Note  fusiform  swelling  of 
proximal  interphalangeal  joint  of  index  finger. 

Fig.  2.  X-Ray  changes  in  rheumatoid  arthritis. 

Slight  sub:hondral  bone  changes  in  proximal  inter- 
phalangeal joint  of  right  index  finger.  Note  narrowing  but 
preservation  of  jo.nt  space. 

Moderately  advanced  changes  with  destruction  of  articular 
cartilage  and  subchondral  bone  in  the  proximal  inter- 
phalangeal joint,  left  index  finger. 

Fig.  3.  Moderate  rheumatoid  arthritis  showing  ulnar  deviation 
of  digits.  Note  spelling  in  metacarpophalangeal  joints  and 
muscle  atrophy  over  dorsum  of  hand. 

Fig.  4.  Rheumatoid  nodules  along  ulna.  Nodules  may  .appear 
in  any  area,  usually  over  bony  prominences. 

Fig.  5.  Subluxation  of  metacarpophalangeal  joints.  The  proximal 
interphalangeal  joints  show  compensatory  extension 
deformities.  Note  rheumatoid  nodules  over  metacarpo- 
phalangeal joints  and  over  thumb. 

Fig.  6.  Advanced  rheumatoid  arthritis  with  joint  destruction  and 
marked  osteoporosis. 

Fig.  7.  Moderate  rheumatoid  arthritis  with  generalized  osteoporo- 
sis and  subchondral  bone  destruction.  Note  roughened 
articular  margins. 

Fig.  8.  Bony  ankylosis  in  a patient  with  far-advanced  rheumatoid 
arthritis.  Note  subluxation  at  metacarpophalangeal  joints 
and  marked  generalized  bone  atrophy. 

Fig.  9-  Incorrect  resting  positions  promote  flexion  deformities. 
Fig.  10.  Proper  resting  positions  counteract  joint  contractures. 
Fig.  1 1.  One  of  many  tension  exercises  to  maintain  tone  in  small 
muscles  of  hands,  thereby  counteracting  contracture 
deformities. 

Fig.  12.  A paraflin  bath  is  a simple  way  to  apply  heat  to  the 
hands. 

Fig.  13.  Heat  may  be  applied  with  infrared  bulb  or  hydrocollator 
pack. 

Fig.  14.  A plastic  cock-up  rest  splint  offers  support  to  the  wrist 
and  maintains  optimal  functioning  position. 

Fig.  15.  A plaster  shell  for  the  knee.  This  may  be  usdd  as  a 
resting  shell,  or  when  top  half  is  strapped  in  place,  as 
a leg  cylinder. 


SURGICAL  MEASURES  FOR  THE  RELIEF  OF  PAIN* 

Everett  G.  Grantham,  M.D. 

Louisville 


IT  IS  not  necessary  to  remind  physicians  that 
a prominent  aspect  of  medical  care  concerns 
itself  with  the  management  of  pain.  Fortu- 
nately, in  most  instances,  the  painful  aspects 
of  the  disorder  are  eliminated  after  diagnosis 
and  the  institution  of  proper  medical  or  surgical 
care.  We  are  all  aware,  however,  that  there  are 
times  when  the  pain  the  patient  suffers  cannot 
be  cured  by  direct  definitive  management  of 
the  primary  disorder.  Not  all,  but  the  majority 
of  the  patients  in  this  category  have  incurable 
cancer.  Prominent  among  the  other  disorders 
which  may  need  a pain-relieving  operation  are: 

1.  Painful  amputation  stumps. 

2.  Destructive  arthritis. 

3.  Angina  pectoris. 

4.  Post-herpetic  pain. 

5.  Phantom  limb. 

6 Causalgia. 

*Presented  at  the  May  19,  1956  meeting  of  the  Ken- 
tucky Surgical  Society  at  French  Lick,  Indiana. 


7.  Neuralgias  of  the  face  and  body. 

8.  Painful  scars  and  neuromas. 

9.  Various  pains  of  visceral  origin. 

10.  Tabes  dorsalis. 

1 1 . Tic  douloureux. 

12.  Paraplegia. 

Not  the  least  important  is  a baffling  group 
comprised  of  those  people  who  complain  of 
intractable  pain  for  which  a specific  diagnosis 
cannot  be  made.  Some  of  these  patients  have 
had  apparently  trivial  injuries.  Many  go  from 
doctor  to  doctor,  sometimes  from  surgical  pro- 
cedure to  surgical  procedure  without  finding 
any  relief  of  their  pain  and,  in  fact,  without  a 
specific  diagnosis  being  made.  In  the  end,  it 
is  presumed  that  most  of  these  patients  have  a 
psychogenic  background  for  their  fixation  on 
pain.  Some  will  refuse  psychiatric  care;  in 
others,  proper  effort  at  psychiatric  management 
does  not  produce  relief,  and  it  is  often  found 
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that  with  the  exception  of  their  persistence  in 
complaining  of  pain  for  which  a cause  cannot 
be  found,  they  have  no  other  evidence  of 
psychiatric  disorder. 

Whatever  the  etiological  explanation  may  be 
for  the  process  producing  intractable  pain,  it 
is  frequently  difficult  to  be  certain  of  the  proper 
operation  which  is  best  suited  for  the  individ- 
ual patient.  This  applies  especially  to  the  group 
in  which  a diagnosis  cannot  be  made  of  a 
structural  disorder  which  is  producing  demon- 
strable pathology.  It  is  often  necessary  to  em- 
ploy a variety  of  diagnostic  tests,  such  as 
peripheral  nerve  injection,  regional  novocain 
blocks,  sympathetic  blocks  and  epidural  or 
spinal  anesthesias.  Occasionally  intrathecal 
alcohol  in  a small  quantity,  which  will  produce 
temporary  paralysis,  is  worthwhile  before  re- 
sorting to  a permanently  destructive  operation. 
It  is  only  in  the  rare  instance  that  alcohol  should 
be  used  in  an  effort  to  produce  a long-lasting 
paralysis  of  neurological  function,  because,  in 
most  cases,  an  operative  procedure  can  be 
done  with  superior  results. 

Peripheral  Nerve  Division 

The  simplest  procedure  which  can  be 
used  for  the  relief  of  pain  is  the  division  of  a 
peripheral  nerve.  The  usefulness  of  this  opera- 
tion, however,  is  exceedingly  limited.  Most 
peripheral  nerves  are  mixed,  and  paralysis  of 
motor  function  would  result  from  their  destruc- 
tion. As  an  example,  division  or  avulsion  of 
branches  of  the  trigeminal  nerve  for  painful 
disorders  of  the  face  is  an  exceedingly  useful 
operation.  Relief  of  pain  is  of  a temporary 
nature,  however,  as  recovery  of  function  in 
the  nerve  invariably  takes  place.  Temporary 
interruption  of  peripheal  nerves  in  the  lower 
extremity,  by  crushing,  in  the  management  of 
ulcerations  and  early  or  impending  gangrene 
is  considered  useful.  The  posterior  tibial,  super- 
ficial peroneal,  the  saphenous  and  sural  nerves 
can  be  crushed  singly  or  in  combination.  Divi- 
sion of  peripheral  nerves  carries  the  risk  of 
subsequent  neuroma  formation,  and  a disorder 
results  which  may  require  pain-relieving  pro- 
cedures. In  fact,  the  most  common  operation 
on  peripheral  nerves  for  the  relief  of  pain  is 
done  for  the  management  of  painful  neuromas. 
The  most  successful  operation  to  date  for  this 
disorder  is  the  excision  of  the  neuroma  and 
the  burial  of  the  central  end  of  the  nerve  within 
the  substance  of  a neighboring  bone. 
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Rhizotomy 

Rhizotomy  is  a term  used  for  division  of  the 
posterior  or  sensory  root  within  the  central 
nervous  system,  at  a point  between  the  central 
nervous  system  and  the  ganglion  of  the  nerve. 
This  operation  produces  a permanent  and  com- 
plete anesthesia  in  the  distribution  of  the  nerve 
roots.  Rhizotomy  has  a greater  field  of  useful- 
ness than  peripheral  nerve  section.  A classical 
example  is  the  posterior  root  section  for  tic 
douloureux  or  fifth  and  ninth  nerve  neuralgia. 
In  certain  malignancies  of  the  head,  face  and 
neck,  a combination  of  fifth  and  ninth  rhizoto- 
my and  division  of  upper  cervical  nerves  will 
anesthetize  the  pain  areas.  Rhizotomy  is  useful 
for  any  painful  disorder  involving  a small  seg- 
ment of  the  body  wall,  exclusive  of  the  extrem- 
ities. The  operation  cannot  be  used  for  pain 
in  the  extremities,  because  rhizotomy  destroys 
all  forms  of  sensation,  and  an  anesthetic  ex- 
tremity is  a useless  extremity.  It  is  rarely  used 
for  disorders  affecting  intra-abdominal  organs, 
because  of  the  extensiveness  of  the  operation 
which  would  be  needed.  For  unilateral  painful 
disorders  of  the  body  wall,  such  as  scars,  tumor 
of  vertebrae  and  superficial  malignancies,  it  is 
often  an  effective  procedure,  particularly  if  no 
more  than  three  or  four  nerve  roots  need  to  be 
divided  to  totally  incorporate  the  area  involved 
in  the  pain.  Rhizotomy  is  also  used  in  angina 
pectoris  and  in  spastic  disorders  in  patients 
with  permanent  paralysis  from  spinal  cord 
injuries. 

Sympathetic  Denervation 

Temporary  interruption  of  sympathetic  func- 
tion may  be  all  that  is  necessary  in  patients 
with  causalgia  or  Sudeck’s  atrophy.  In  patients 
who  have  had  a long  illness  with  these  dis- 
orders, permanent  sympathetic  denervation  is 
needed  and  is  highly  effective.  In  cardiac  pain, 
complete  relief  can  be  obtained  occasionally  by 
unilateral,  and  always  by  bilateral  sympathetic 
denervation,  but  rhizotomy  seems  a preferable 
procedure  to  sympathectomy,  because  the  bi- 
lateral innervation  to  the  heart  can  be  destroyed 
by  one  operative  procedure.  Sympathetic  dener- 
vation is  very  useful  for  disorders  of  intra- 
abdominal structures  as  long  as  the  pathology  is 
confined  to  the  diseased  organ.  It  will  not  suc- 
ceed in  a disorder  such  as  carcinoma  in  which 
extension  of  the  growth  to  involve  somatic 
structures  can  be  expected.  Sympathectomies 
are  employed  at  times  in  the  management  of 
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painful  neuromas  and  atypical  neuralgias  of  the 
face  and  body,  but  their  effectiveness  alone, 
or  in  combination  with  other  procedures,  is 
debatable  and  too  large  a subject  to  attempt  to 
cover  in  detail  here. 

By  far  the  greatest  number  of  patients  who 
have  intractable  pain  will  require  either  a trac- 
totomy or  a lobotomy.  This  includes  the  major- 
ity of  all  patients  with  untreatable  cancer  and 
most  of  those  in  whom  a specific  diagnosis 
cannot  be  made  for  the  cause  of  their  pain. 
Tractotomy  refers  to  a section  of  the  pain- 
carrying tracts,  the  spinothalamic,  within  the 
central  nervous  system,  and  lobotomy  applies 
to  the  operation  in  which  a lesion  is  made  in 
the  frontal  lobes — which  is  the  area  that  con- 
trols the  emotions  of  pain — and  thereby  sepa- 
rates this  area  of  the  frontal  lobe  from  the 
thalamus  and  pain-carrying  tracts. 

Tractotomy 

The  classic  tractotomy,  commonly  called 
cordotomy,  is  done  in  the  upper  dorsal  region. 
This  operation  has  been  standard  with  neuro- 
surgeons since  its  introduction  many  years  ago. 
The  incision  is  usually  made  at  the  second  or 
third  thoracic  segmental  level.  The  effective 
level  of  the  cordotomy,  however,  will  be  five 
or  six  dermatomes  below  the  site  of  the  inci- 
sion in  the  spinal  cord.  In  other  words,  it  pro- 
duces a sensory  level  at  approximately  the 
xyphoid  process  or  lower,  on  the  opposite  side 
of  the  body.  It  is  an  ideal  procedure  for  pain 
affecting  one  hip  and  lower  extremity.  Dis- 
orders of  the  lower  abdomen  or  pelvic  struc- 
tures, which  receive  their  innervation  from 
both  sides  of  the  spinal  cord,  will  not  be  re- 
lieved by  unilateral  cordotomy.  In  such  dis- 
orders, a bilateral  procedure  is  necessary.  The 
chief  disadvantage  of  cordotomy  is  that,  when 
it  has  to  be  done  bilaterally,  there  is  some 
danger  of  producing  weakness  in  the  lower  ex- 
tremities, and  perhaps  more  important,  there 
is  frequently  a disturbance  of  bladder  and  bow- 
el function,  although  in  most  instances  this 
paralysis  is  temporary.  A practical  point  for 
consideration  of  the  possible  effectiveness  of 
any  tractotomy  is  the  length  of  time  during 
which  pain  has  been  a problem.  Unfortunately, 
many  patients,  especially  those  with  inoperable 
cancer,  have  had  long  periods  of  medical  care 
before  any  such  neurosurgical  procedure  is 
given  consideration.  In  the  meantime,  they 
have  often  been  given  increasingly  large  doses 


of  narcotics,  and  the  problem  is  highly  com- 
plicated by  this  situation.  When  the  operation 
is  done  in  the  face  of  this  addiction,  one  too 
often  discovers  that  from  the  objective  point 
of  view  the  operation  is  a success,  that  is,  the 
patient  has  lost  sensation  to  pain  in  the  lower 
half  of  his  body,  yet  he  continues  to  have  a 
complaint  of  pain,  either  in  the  original  area  or 
perhaps  in  a new  area  of  the  body,  and  com- 
plains of  this  pain  to  such  a degree  that  to  him, 
at  least,  continued  use  of  narcotics  is  justified. 
If  a patient  comes  to  surgery  for  the  relief  of 
pain  before  the  narcotic  problem  develops,  the 
opposite  is  true;  the  relief  of  his  discomfort  is 
very  gratifying. 

Cervical  tractotomy  is  now  being  employed 
with  greater  frequency.  In  the  past  this  opera- 
tion was  looked  upon  as  dangerous,  primarily 
because  the  lesion  into  the  spinal  cord  was 
made  near  or  above  the  nerve  supply  to  the 
diaphragm,  and  respiratory  failure  was  feared. 
In  addition,  there  was  the  theoretical  danger 
of  paralysis  of  the  arm  as  well  as  the  leg,  since 
the  lesion  is  above  the  supply  to  the  brachial 
plexus.  A cervical  cordotomy  provides  a means 
of  relieving  pain  in  the  chest,  shoulder  and  arm. 
In  the  past,  patients  with  pain  in  these  areas 
were  often  neglected,  because  there  was  no 
suitable  surgical  procedure  to  offer  them.  Rhi- 
zotomy could  not  be  used  because  the  resulting 
anesthesia  produced  a useless  extremity.  It 
has  now  been  clearly  demonstrated  by  several 
studies,  in  different  clinics,  that  cervical  cor- 
dotomy is  a highly  effective  operation,  in  many 
respects  superior  to  a similar  operation  done  in 
the  dorsal  spine.  The  difference  in  the  segmental 
level  in  which  the  lesion  is  made  in  the  spinal 
cord  and  the  effective  dermatome  level  in  the 
body  will  vary  by  only  one  or  two  segments. 
As  we  have  noted,  if  the  section  is  made  in 
the  spinothalamic  tract  at  the  second  dorsal 
segment,  the  effective  dermatome  level  will 
subsequently  drop  to  the  seventh  or  eighth  dor- 
sal, and  sometimes  even  lower.  This  is  not  true 
in  the  cervical  area.  If  the  lesion  is  made  in  the 
second  cervical  segment,  one  can  expect  an 
effective  cordotomy  at  least  as  high  as  the 
fourth,  and  often  at  the  third  cervical  derma- 
tome level.  Whether  at  the  third  or  the  second, 
the  lesion  is  high  enough  that  the  entire  arm  is 
made  analgesic  and  not  anesthetic,  as  would 
happen  with  a rhizotomy  and,  consequently, 
disorders  which  affect  the  chest,  supraclavicular 
area,  shoulder  and  arm  are  effectively  relieved 
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by  tractotomy  at  the  second  cervical  spinal 
segment.  Furthermore,  bilateral  cordotomies 
can  be  done  at  this  level  with  no  higher  inci- 
dence of  death  or  damage  to  motor  or  sphinc- 
teric  function  than  when  done  in  the  dorsal 
level.  There  is  no  doubt  that  cervical  cordoto- 
mies will  become  more  popular  as  information 
about  them  is  disseminated.  This  procedure  is 
also  used  effectively  when  the  painful  process 
involves  the  neck  and  the  suboccipital  region. 
With  analgesia  produced  by  the  cordotomy  to 
include  the  fourth  dermatome  level,  which 
includes  the  shoulder,  the  effective  level  can  be 
raised  by  a rhizotomy  of  the  first,  second  and 
third  cervical  nerve  roots.  These  nerves  are 
divided  through  the  same  incision  which  is 
made  for  the  cervical  cordotomy.  In  such  a 
patient,  the  anesthesia  will  extend  into  the 
suboccipital  region.  Tractotomy  has  been  per- 
formed in  the  medulla,  pons,  and  mesencepha- 
lon, but  carries  a high  mortality  and  is  not 
recommended. 

Lobotomy 

Lobotomy  has  not  been  used  as  extensively 
in  the  treatment  of  pain  perhaps  as  might  have 
occurred  had  it  not  been  for  the  information 
disseminated  to  the  public  concerning  the  early 
use  of  this  procedure  for  psychiatric  disorders. 
A very  radical  operation  was  then  done  and 
widespread  reports  have  appeared  through  lay 
and  scientific  literature  of  the  terrific  destruc- 
tion to  personality  and  intellectual  capacity 
which  has  resulted  from  this  operation.  The 
truth  of  the  matter  is  that  a more  selective  or 
limited  lobotomy  has  been  used  by  nearly  every 
one  who  has  advised  the  operation  for  the  re- 
lief of  pain,  and  these  more  specific  or  limited 
procedures  do  not  carry  the  damage  to  per- 
sonality and  mental  functions  which  the  old 
radical  operation  did.  At  the  same  time,  it  must 
be  admitted  that  there  is  less  enthusiasm  for  its 
use  for  pain  than  there  was  originally.  It  is  no 
panacea,  but  it  has  been  discovered  that  for 
certain  patients  it  is  very  useful,  and  at  the 
same  time  much  has  been  learned  about  the 
type  of  patient  in  whom  it  cannot  be  expected 
to  be  successful.  The  patient  who  has  a high 
threshold  for  pain,  who  is  not  agitated  and 
anxious  over  his  pathology,  and  who  is  not 
requiring  narcotics  will  receive  little  benefit 
from  the  procedure;  in  fact,  it  should  not  be 
done  on  such  an  individual.  On  the  contrary, 
the  patient  who  is  highly  emotional,  nervous. 


tense,  anxious,  fears  death  or  the  complications 
which  his  disorder  is  possibly  going  to  produce 
is  the  ideal  patient  for  the  use  of  lobotomy  to 
control  his  pain  as  well  as  his  emotions.  There 
is  no  question  but  that  the  patient’s  emotional 
reaction  to  his  disorder  can  be  favorably  affect- 
ed, and  the  operation  is  even  more  useful  in 
the  group  with  this  type  of  emotional  makeup, 
in  whom  narcotic  addiction  has  become  estab- 
lished. 

The  management  of  pain  for  the  patient  with 
cancer  is  never  quite  satisfactory  because  of 
the  very  nature  of  his  continuing  illness  and 
ultimate,  often  early,  death.  It  is  difficult,  there- 
fore, to  evaluate  the  effectiveness  of  any  opera- 
tion which  is  used  for  pain  relief.  The  results 
in  non-fatal  disorders  are  more  gratifying  and 
easier  to  assess.  Since  our  experience  with 
lobotomy  began  six  years  ago,  pain-relieving 
operations  in  these  years  were  reviewed,  pri- 
marily to  compare  the  results  of  patients  oper- 
ated upon  by  cordotomy  or  lobotomy.  During 
this  period,  262  patients  have  been  treated  with 
pain-relieving  operations.  Tractotomy  was  per- 
formed on  61  patients;  14  patients  had  bilat- 
eral operations.  Effective  relief  of  pain  was 
accomplished  in  60  per  cent  of  those  who 
could  be  followed.  In  six  that  did  not  have  a 
good  result  following  cordotomy,  subsequent 
lobotomy  was  performed  with  good  results  in 
three.  Five  cordotomies  were  done  in  the  cer- 
vical region,  with  good  results  in  the  four 
patients  who  survived  the  operation.  It  was 
somewhat  of  a surprise  to  find  that  the  results 
in  52  patients  who  had  lobotomy  were  roughly 
the  same  as  the  patients  treated  by  tractotomy, 
that  is,  approximately  60  per  cent  had  satisfac- 
tory relief  of  pain.  While  these  results  are  ap- 
proximately the  same  as  published  results  in 
other  series,  the  percentage  of  good  results  fol- 
lowing both  of  these  operations  should  be 
higher,  and  it  is  felt  that  the  percentage  can 
be  improved  by  proper  selection  of  the  opera- 
tion suitable  for  each  patient.  This  applies 
particularly  to  the  patient  who  is  suffering  with 
cancer.  The  results  of  cordotomy  can  be  further 
improved  by  greater  care  in  technical  detail, 
to  be  certain  that  the  incision  in  the  spinal  cord 
is  made  at  a depth  that  will  insure  a permanent 
high  level  of  analgesia.  Many  of  the  poor  re- 
sults have  been  due  to  the  subsequent  drops  in 
the  analgesic  level,  and  this  can  be  blamed  on 
inadequate  incisions.  In  addition,  it  has  been 
our  experience,  as  it  has  with  others,  that  poor 
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results  not  infrequently  follow  the  use  of  a 
unilateral  cordotomy,  when  a bilateral  cordoto- 
my would  probably  have  been  successful. 

This  generally  results  from  misinterpretation 
of  the  distribution  of  pain  in  disorders  involv- 
ing pelvic  structures. 

Conclusion 

In  conclusion,  it  has  been  my  purpose  to 

HEMANGIOMAS* 

John  B.  Floyd,  Jr.,  M.D. 

Lexington 


present  in  brief  form  some  current  thoughts  on 
operations  which  are  useful  in  the  management 
of  intractable  pain.  With  proper  attention  to 
the  selection  of  the  most  suitable  operation  for 
the  individual  patient  and  careful  attention  to 
the  technical  considerations,  relief  of  intoler- 
able pain  can  be  given  to  the  majority  of 
patients. 


Hemangiomas  are  tumor-like  abnor- 
malities, composed  of  blood  vessels.  In 
origin,  most  are  probably  congenital, 
the  result  of  incomplete  coalescence  of  embry- 
onal vascular  spaces  as  the  early  heart  begins 
to  form  discrete  channels  through  mesenchymal 
buds  and  cords.  Thus,  sequestration  of  embry- 
onal mesenchymal  buds  and  cords  takes  place. 
The  cell  masses  have  a certain  power  of  ir- 
regular and  unrestrained  growth.  Solid  buds 
extended  into  adjacent  tissues,  canalize  and 
establish  a connection  with  the  parent  vessel. 
The  organoid  tumors  serving  no  useful  func- 
tion may  or  may  not  have  direct  connection 
with  the  general  circulation.^  These  lesions 
account  for  90  per  cent  of  the  angiomas, 
lymphangiomas  and  hygromas  accounting  for 
the  other  10  per  cent.  Two  of  every  three  are 
found  in  females.-  Most  are  noticeable  at  birth, 
and  usually  enlarge  to  some  degree.  The  true 
hemangiomas  as  such  are  neoplastic  in  origin. 
Ewing  considered  most  of  these  processes  to 
be  neoplastic.'^  Ewing’s  tumor  of  the  bone, 
Kaposi’s  sarcoma,  and  metastasizing  hemangio- 
epitheliomas  are  the  prominent  malignant  ex- 
amples of  this  rare  group. 

Classification 

Schafer  points  out  that  the  distinct  categories 
hemangiomas  fall  into  serve  little  purpose 
clinically.  He  feels  that  port  wine  stains  and 
strawberry  birth  marks,  which  commonly  occur 
on  the  scalp,  face  and  neck,  should  properly 
be  recognized  as  congenital  telangiectasias  and 
not  considered  angiomas.  These  usually  remain 
stationary  throughout  life.  However,  if  any 
growth  occurs  a “wait  and  see  if  it  regresses’’ 


’^Presented  at  a county  society  meeting.  West  Liberty, 
Kentucky,  February  22,  19.‘>6. 


policy  should  not  be  adopted.  Treatment  for 
control  of  the  vascular  spaces  should  be  started. 

Hemangiomas  are  generally  classified  into 
two  types,  cavernous  and  capillary.^  Watson 
and  McCarthy  from  a treatment  standpoint 
listed  an  additional  six  groups,  based  on  com- 
parative clinical,  pathological,  and  therapeutic 
considerations: 

1.  The  angioblastic  or  hypertrophic  type. 
This  is  found  chiefly  in  the  skin  and  is  a 
solid  raised  purplish  red  lesion  which  is 
not  compressible.  On  section,  it  consists 
of  a mass  of  endothelial  cells  with  obliter- 
ated vessel  lumens.  It  is  locally  aggresive, 
and  prone  to  recur.  It  has  been  mistaken 
for  a hemangio-sarcoma.  It  is  rare. 

2.  The  cirsoid  type  of  hemangioma  is  also 
relatively  rare.  It  appears  as  a bulky, 
soft  bluish-red  pulsating  mass  of  dilated 
vessels.  They  are  noted  chiefly  in  adults 
and  around  the  head  and  neck. 

3.  The  diffuse  systemic  hemangioma  usually 
affects  a whole  extremity  with  visible  and 
palpable  evidence  of  tissue  hypertrophy 
due  to  the  abnormal  blood  supply.  These 
are  thought  to  be  different  from  that 
picture  seen  due  to  the  presence  of  multi- 
ple minute  congenital  arterio-venous 
fistulas.'' 

4.  The  very  rare  so-called  metastasizing 
hemangiomas  which  are  sarcomas. 

3.  The  nevus  vinous  or  port  wine  stain  pre- 
sents on  section  a very  narrow  superficial 
zone  of  scattered  dilated  vessels,  fined 
with  flattened  adult  endothelium.  The  pro- 
liferative mass  characteristic  of  a real 
hemangioma  is  lacking. 

6.  Hereditary  hemorrhagic  telangiectasa,  or 
Rendu-Osler-Weber  Disease,  the  diag- 
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nosis  of  which  requires  three  findings, 
repeated  hemorrhages,  telangiectatic  le- 
sions, and  a familial  history. 

Freezing  and  Injection 

Since  differentiation  between  cavernous  and 
capillary  hemangiomas  is  difficult  at  best,*  ther- 
apeutic principles  are  based  on  controlling  the 
tumor  without  injury  to  or  disturbance  of  the 
growth  of  the  surrounding  parts,  with  the  least 
possible  scarring.®  Thus,  the  decision  is  made 
in  each  case  as  to  the  best  way  to  accomplish 
it.  Carbon  dioxide  snow  therapy  is  satisfactory 
for  superficial  capillary  lesions  and  for  clearing 
residual  mottled  areas  remaining  after  injection 
therapy.-’  '•  Suitably  shaped  blocks  are  held 
firmly  in  contact  with  the  skin  for  seven  to 
10  seconds.  If  contact  is  held  longer  than  12 
seconds,  superficial  ulceration  results.  The 
freeze  injures  the  endothelial  cells  and  induces 
thrombosis. 

Injection  treatment  is  a popular,  practical, 
and  useful  means  of  controlling  most  of  the 
lesions,  except  for  the  very  superficial  type  and 
for  huge  inaccessible  tumors.  Five  per  cent 
Sodium  Morrhuate  in  doses  of  one-fourth  cc. 
to  three  or  four  cc.  has  been  the  most  commonly 
used  sclerosing  agent,  and  has  been  the  usual 
subject  of  reports.  In  the  past  10  years  Sodium 
Sotradechol  (one  per  cent  and  three  per  cent) 
solutions  have  developed  as  probably  a more 
useful  drug  in  doses  of  0.1  cc.  to  0.5  cc. 
Sotradechal  also  has  the  advantage  over  Morr- 
huate of  being  less  antigenic  and  more  miscible. 
The  small  doses  of  the  weaker  (one  per  cent) 
solutions  are  used  in  insterstitial  sclerosing, 
while  larger  doses  of  the  stronger  (three  per 
cent ) solutions  are  used  when  blood  can  be 
aspirated  from  cavernous  spaces.  Superficial 
sloughing  of  the  skin  may  be  avoided  with  in- 
filtration of  the  area  with  one  per  cent  Procaine 
as  an  adjunct  to  minimal  repeated  doses.  Pro- 
caine prevents  intense  vasospasm.  Compres- 
sion dressings  to  cavernous  spaces  tend  to  pro- 
mote thrombosis. 

Radiation  Therapy 

Radiation  therapy  is  both  external  and  inter- 
stitial in  application.  Watson  and  McCarthy- 
felt  that  external  radiation  in  the  form  of  brass 
plaques  containing  radon  capsules  had  its  chief 
use  in  the  treatment  of  capillary  hemangiomas 
which  are  too  thick  for  carbon  dioxide  snow 
therapy,  and  also  superficial  small  cavernous 
hemangiomas  which  resist  injection  therapy. 
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While  they  felt  that  the  end  results  in  the  use 
of  high  and  low  voltage  roentgen  rays  were  dis- 
appointing, they  stated  that  high  voltage  roent- 
gen ray  therapy  seemed  to  be  ideal  for  the 
treatment  of  bone  hemangiomas.  It  also  yielded 
satisfactory  and  successful  end  results  in  the 
treatment  of  hemangiomas  of  the  joints  and 
synovia.  Brown  and  Fryer®  feel  that  heavy  sur- 
face radiation  is  best  indicated  for  those  rapidly 
growing,  destructive,  red  arterial  hemangiomas, 
which  threaten  necrosis  by  out-growing  their 
blood  supply.  This  mode  of  treatment  with 
high  dosage  is  used  with  the  knowledge  that 
a chronic  irradiation  lesion  of  the  skin  will 
develop.  This  is  removed  and  the  area  is  resur- 
faced with  a graft.®  This  is  an  evidence  of  ex- 
tending radiation  therapy  possibilities  with  the 
use  of  skin  grafts. * 

Interstitial  radiation  is  often  indicated  in  the 
treatment  of  hemangiomas,  especially  in  angi- 
omatous masses-,  and  in  infants  requiring  a 
controlled  dosage  and  accurate  placement  of 
minimal  doses  to  protect  cartilage  and  the 
eye.o.s.'J  While  the  usual  dosage  is  0.5  milli- 
curies  to  1.5  millicuries,  placed  in  gold  seeds 
below  the  tumor  and  2 centimeters  apart. 
Brown  has  repeatedly  advocated  the  use  of  the 
much  smaller  dose,  0.1  millicuries. 

Surgical  Excision 

Surgical  excision  lends  itself  very  often  to 
cure  of  the  lesion,  either  alone  or  as  a part  of  a 
staged  procedure  for  control  of  the  tumor.  Be- 
cause of  the  wide  resection,  usually  employed, 
and  “unsightly  scars,”  Watson  and  McCarthy 
stated  that  excision  should  be  limited  to  those 
small  papillary  tumors,  to  bulky  capillary  tu- 
mors in  areas  where  scars  can  be  concealed  by 
clothing,  and  for  resistant  angiolipomas  and 
angiofibromas.  Brown  stated  that  surgical  ex- 
cision and  closure  by  suture  is  the  method 
used  when  there  is  sufficient  tissue  to  prevent 
distortion  of  a feature. 

A graft  or  flap  may  be  required  for  closure. 
Elkins  and  Cooper*  emphasize  that  total  eradi- 
cation of  the  tumor  is  the  only  cure.  With  pro- 
tection to  and  consideration  of  features  and 
function  they  advocate  surgical  excision  of  the 
entire  lesion.  They  point  out  that  from  the  sur- 
face, extension  of  the  lesion  is  deceptive  and 
feasibility  of  complete  surgical  resection  can  be 
determined  only  by  surgical  exploration.  They 
report  1 9 cases  of  extensive  hemangiomas 
treated  successfully  by  surgical  exploration. 
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Larger  and  more  extensive  hemangiomas 
involving  entire  extremities  present  problems 
already  mentioned.  It  is  difficult  to  arrive  at 
a decision  to  sacrifice  an  arm  or  leg  by  ampu- 
tation without  first  attempting  multiple  staged 
procedures  to  control  propagation  of  endothelia 
lined  spaces.  In  addition  to  use  of  the  thera- 
peutic steps  mentioned,  multiple  chromic  cat 
gut  sutures,  which  are  placed  through  and 
through  skin  and  cavernous  spaces  and  tied, 
tend  to  promote  thrombosis,  probably  based  on 
both  blood  stasis  and  the  irritative  effect  of 
the  cat  gut  on  the  tissues. 

Partial  excision  of  large  portions  of  the 
masses  will  at  times  promote  closure  of  the 
extra  vascular  spaces.  Thus,  a functioning  limb 
should  never  be  amputated  as  long  as  any  less 
radical  procedure  promises  support  and  as  long 
as  the  nerve  and  blood  supply  to  the  limb  is  in- 
tact. 

Summary 

1 .  The  probable  congenital  origin  of  heman- 
giomas as  organoid  tumors  serving  no  useful 
function  has  been  discussed. 


2.  A classification  of  hemangiomas  based  on 
comparative  clinical  pathological  and  thera- 
peutic considerations  is  repeated. 

3.  Principles  of  treatment  based  on  control- 
ling the  tumors  without  injury  to  or  disturbance 
of  growth  of  surrounding  parts  have  been  con- 
sidered with  special  reference  to  thermal  cauter- 
ization, injection  of  sclerosing  agents,  irradia- 
tion and  surgical  excision. 
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EVALUATION  OF  RESERPINE  AND 
METHYL  PHENIDYLACETATE  USED  SEPARATELY  AND  IN 
COMBINATION  IN  CHRONIC  PSYCHOTIC  PATIENTS* 

Harold  McPheeters,  M.D.,  W.  Walter  Fox, 

Louisville 


RESERPINE  (SERPASIL)  is  known  to 
have  marked  tranquilizing  effects  in  dis- 
turbed, agitated  persons.  Earlier  studies 
have  reported  favorable  tranquilizing  action 
from  this  drug  in  from  40  to  90  per  cent  of  pa- 
tients. Many  of  these  studies  have  been  done 
without  controls,  and  for  this  reason  a double 
blind  technique  was  felt  desirable  in  this  study. 
Many  of  the  earlier  experiences  with  reserpine 
in  psychotic  persons  have  shown  a tendency 
for  the  patient  to  become  apathetic  and  leth- 
argic on  even  small  doses  of  the  drug.  A new 
analeptic  drug,  methyl  phenidylacetate  ( Ritalin 
[Ciba]),  has  been  reported  to  be  effective  in 
helping  patients  attain  a degree  of  alertness  and 
drive.  It  has  been  used  in  mild  depressions  and 


*Technical  assistance  was  given  frequently  by  the 
Department  of  Psychology  of  Central  State  Hospital 
and  is  gratefully  acknowledged. 

** Assisted  by  John  Wilson,  Robert  Blake,  and  Elvis 
Thompson,  students  at  U.  of  L.  School  of  Medicine. 


also  to  overcome  the  apathy  sometimes  seen 
with  reserpine.  It  was  decided  to  try  to  design 
a study  which  would  show  the  effect  of  this 
drug  as  an  analeptic  in  chronic  psychotic  pa- 
tients, both  by  itself  and  in  combination  with 
reserpine.  A double  blind  technique  was  chosen 
for  this  part  of  the  study  also. 

It  has  further  been  noted  that  nearly  all 
earlier  studies  of  reserpine  and  Ritalin  have 
measured  only  changes  in  clinical  behavior. 
There  has  been  little  attempt  to  quantify  any 
changes  in  intellectual  capacity,  memory,  or 
physical  strength  or  endurance  in  earlier 
studies.  It  is  not  known  whether  either  of  these 
drugs  has  any  effect  on  either  intellectual  per- 
formance or  physical  performance,  but  since 
these  are  both  somewhat  objective,  measurable 
areas  of  human  behavior,  it  was  felt  wise  to 
try  to  include  some  attempt  to  measure  changes 
in  these  areas. 
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Tetracycline  Lederle 

in  the  treatment  of 

respiratory  infections 

January  and  his  associates*  have  written  on  the 
use  of  tetracycline  (Achromycin)  to  treat  118 
patients  having  various  infections,  most  of  them 
respiratory,  including  acute  pharyngitis  and 
tonsillitis,  otitis  media,  sinusitis,  acute  and 
chronic  bronchitis,  asthmatic  bronchitis,  bron- 
chiectasis, bronchial  pneumonia,  and  lobar 
pneumonia.  Response  was  judged  good  or 
satisfactory  in  more  than  84%  of  the  total  cases. 

Each  month  there  are  more  and  more  reports 
like  this  in  the  literature,  documenting  the 
great  worth  and  versatility  of  Achromycin. 
This  antibiotic  is  unsurpassed  in  range  of  effec- 
tiveness. It  provides  rapid  penetration,  prompt 
control.  Side  effects,  if  any,  are  usually  negligible. 

No  matter  what  your  field  or  specialty. 
Achromycin  can  be  of  service  to  you.  For  your 
convenience  and  the  patient’s  comfort,  Lederle 
offers  a full  line  of  dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vitamins. 
Attacks  the  infection — defends  the  patient — 
hastens  normal  recovery.  For  severe  or  pro- 
longed illness.  Stress  formula  as  suggested  by 
the  National  Research  Council.  Offered  in 
Capsules  of  250  mg.  and  in  an  Oral  Suspension, 
125  mg.  per  5 cc.  teaspoonful. 

For  more  rapid  and  complete  absorption. 
H Offered  only  by  Lederle ! 

iltled  sealed  capsules 

’January,  II.  L.  et  al:  Clinical  experience  with  tetracycline. 
Antihintirn  Annual  1054-OO,  p.  (>25. 
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Method 

Ninety-eight  patients,  equally  divided  by  sex, 
were  selected  from  the  chronically  disturbed 
wards  of  Central  State  Hospital  at  Lakeland, 
Kentucky.  They  were  not  chosen  from  any 
particular  diagnostic  groups  or  from  any  par- 
ticular age  groups.  They  were  patients  whose 
behavior  patterns  were  quite  well  known  be- 
cause they  had  been  in  the  hospital  over  a 
period  of  months  or  years.  Patients’  stay  in  the 
hospital  ranged  from  one  to  25  years.  The  aver- 
age length  of  hospitalization  was  seven  years 
and  eight  months.  The  main  criteria  for  in- 
clusion in  the  study  were  that  the  patient 
should  be  able  to  cooperate  on  the  testing  and 
he  should  have  shown  either  regular  or  periodic 
behavior  which  might  be  expected  to  respond 
to  a tranquilizer  drug.  The  types  of  behavior 
that  we  felt  might  be  expected  to  respond  to  a 
tranquilizer  drug  included  motor  restlessness, 
agitation  and  tenseness,  as  well  as  noisiness, 
destructive  or  assaultive  behavior,  and  hostile 
verbal  outbursts.  Patients’  ages  ranged  from  22 
to  74  with  an  average  of  45.5  years. 

Diagnostic  groups  included;  No.  of  Patients 
Schizophrenic  reaction 
Chronic  undifferentiated 

type  23 

Paranoid  type  42 

Catatonic  type  5 

Hebephrenic  type  9 

Simple  type  3 

Chronic  Brain  Syndrome 

(unclassified)  2 

Mental  deficiency  with 


psychosis  5 

Sociopathic  personality  1 

Chronic  Brain  Syndrome 

with  convulsive  disorder  2 

Chronic  Brain  Syndrome 

with  CNS  lues  2 

Manic-depressive  reaction, 

manic  type  3 

Paranoid  condition  1 


Twenty-three  men  were  Negroes.  All  other 
patients  were  white. 

Most  patients  had  been  given  previous  treat- 
ments, especially  courses  of  electroshock, 
earlier  in  their  hospitalizations.  Improvement 
with  other  methods  of  treatment  was  usually 
very  transient.  A few  patients  had  received 
earlier  courses  of  treatment  with  Chlorproma- 
zine,  and  a small  number  (4)  were  transferred 
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to  this  study  directly  from  Chlorpromazine 
therapy. 

Each  patient  was  given  the  following  studies 
before  the  project  began  and  again  at  the  end 
of  two  months  of  drug  administration: 

1 ) Weight  was  recorded  on  each  patient. 

2)  Finger  ergograph  records  were  made  if 
the  patient  would  cooperate.  (Only  a 
few  refused  to  cooperate.) 

The  finger  ergograph  is  a device  in 
which  the  subject  lifts  and  lowers  a two 
pound  weight  a standard  distance  over  a 
pulley  with  the  hand  in  a fixed  position. 
Recordings  were  made  of  the  number  of 
repetitions  the  patient  was  able  to  per- 
form and  the  time  required.  Each  patient 
was  earlier  instructed  to  continue  lifting 
and  lowering  the  weight  as  long  as  he 
was  able  to  do  so.  Improvement  was  re- 
corded when  a patient  was  able  to  in- 
crease the  number  of  repetitions  and  the 
time,  or  if  he  was  able  to  perform  more 
repetitions  in  a shorter  time. 

3)  A psychological  test  to  score  visual  re- 
tention and  mental  control.  The  test 
chosen  was  Part  VI  of  the  Wechsler 
Memory  Scale.  This  test  consists  of  a 
series  of  three  cards  on  which  are  simple 
geometrical  patterns.  The  patient  is 
asked  to  reproduce  the  design  on  a 
separate  piece  of  paper  after  a period  of 
observation.  The  reproductions  were 
then  scored  according  to  standard  pro- 
cedures. 

4)  A behavior  check  card  was  kept  by  the 
regular  ward  attendant  to  be  checked 
twice  a week  on  each  patient.  This  listed 
20  items  of  behavior  that  psychiatric 
aides  had  had  previous  training  in  identi- 
fying. 

5 ) A clinical  interview  was  conducted  by 
an  examiner  who  was  a psychiatrist.  This 
evaluation  was  also  determined  by  a 
brief  interview  with  the  regular  ward  at- 
tendant who  had  known  the  patient  over 
a period  of  several  weeks.  This  was  an 
evaluation  of  mental  status  with  particu- 
lar attention  to  tension,  agitation  and  de- 
grees of  interest  in  ward  affairs. 

All  of  these  procedures  were  conducted 
before  medication  was  started,  and  after 
two  months  of  drug  administration. 

By  a random  selection  process  (toss  of  a 
coin),  each  patient  was  assigned  to  a combina- 
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tion  of  medicine  that  was  known  to  those  who 
worked  with  the  project  only  by  a letter.  The 
tablets*,  Serpasil,  Serpasil  placebo,  Ritalin,  and 
Ritalin  placebo,  were  each  assigned  a letter  and 
medicines  were  all  known  only  by  this  letter  to 
all  workers,  until  after  the  results  were  com- 
piled. Workers  did  know  that  two  drugs  and 
placebos  were  being  used,  but  they  had  no  way 
of  knowing  which  letter  was  assigned  to  which 
drug. 

The  dosages  used  throughout  were:  Serpasil 
or  Serpasil  placebo  one  mgm  bid,  and  Ritalin 
or  Ritalin  placebo  10  mgm  tid.  This  dosage 
schedule  was  kept  throughout  the  study  al- 
though several  other  studies  have  reported  that 
these  dosages  might  be  given  just  once  daily 
with  the  same  result  as  might  be  expected  from 
multiple  doses  throughout  the  day.  No  attempt 
was  made  to  change  dosages  upward  or  down, 
and  in  no  case  was  it  necessary  to  change  the 
dosage  because  of  toxic  effects,  etc.  The  study 
ran  for  two  full  months. 

Results 

1 ) Weight 

Not  all  of  the  weight  records  were  considered 
reliable,  and  two  wards’  records  were  discarded 
because  they  were  incomplete.  The  patients  on 
both  placebos  showed  no  appreciable  weight 
changes  in  either  direction. 

In  the  patients  receiving  Serpasil  and  place- 
bo, 10  patients  gained  an  average  of  five 
pounds  each,  while  only  two  patients  lost  small 
amounts  of  weight. 

In  the  patients  receiving  Ritalin,  1 1 patients 
showed  an  average  weight  loss  of  1.7  pounds, 
while  only  four  patients  showed  slight  gains. 

In  the  patients  receiving  both  Ritalin  and 
Serpasil,  eight  patients  gained  an  average  of 
five  pounds  each,  while  five  patients  lost  an 
average  of  three  pounds  each. 

2)  Ergograph 

There  were  a few  patients  who  refused  to 
cooperate  on  the  ergograph  studies,  while  some 
others  were  too  withdrawn  or  preoccupied  to 
work  effectively.  However,  it  was  decided  to 
continue  this  part  of  the  study  regardless  of 
such  behavior,  for  behavior  such  as  withdrawal 
and  preoccupation  might  be  expected  to  re- 


’Note.  The  Serpasil  and  Ritalin  and  placebos  for 
this  study  were  supplied  through  the  courtesy  of 
Frank  A.  Travers,  M.D.,  Ciha  Pharmaceutical  Prod- 
ucts, Summit,  N.  J. 


spond  to  these  drugs.  The  results: 


Chart  1 — Ergograph 


Refused  to 
Cooperate 

Improved 

No  Change 

Worse 

Double 

Placebo 

3- 

12 

6 

6 

Placebo  & 
Ritalin 

2 

10 

6 

7 

Placebo  & 
Serpasil 

1 

11 

2 

10 

Ritalin  & 
Serpasil 

1 

16 

1 

4 

Totals 

7 

49 

15 

27 

3 )  Psychological  testing 
The  initial  peformance  on  the  psychological 
test  ran  from  very  good  to  no  performance  at 
all.  It  was  noted  that  many  patients  who  were 
suffering  from  functional  psychoses  alone,  were 
found  to  show  a fairly  typical  performance  of 
the  type  usually  found  in  organically  brain 
damaged  patients.  Also,  an  intermediate  testing 
was  made  using  a standard  alternate  of  the 
same  test.  Results  on  these  patients  often 
showed  almost  no  correlation  between  the  two 
different  standardized  forms  of  the  same  test. 
The  results: 


Chart  2 — Psychological  Testing 


Improved 

No  Change 

Worse 

Double  Placebo 

6 

9 

5 

Placebo  and  Ritalin 

6 

13 

5 

Placebo  and  Serpasil 

2 

17 

2 

Serpasil  and  Ritalin 

7 

12 

3 

4)  Ward  evaluation 

The  ward  attendant’s  behavior  check  form 
and  the  technique  used  were  found  to  give  al- 
most totally  unmeasurable  results.  In  a sub- 
sequent test,  the  reliability  of  the  form  itself 
was  found  to  be  poor.  Also,  it  was  found  to  be 
too  technical  in  its  wording  for  use  by  ward 
attendants  although  it  had  been  simplified  sev- 
eral times  before  it  was  used.  There  was  found 
to  be  a major  flaw  in  the  technique  of  having 
each  previous  rating  in  sight  at  the  time  of  each 
subsequent  rating.  Thus,  the  attendants  tended 
to  rate  each  time  the  same  as  at  the  previous 
rating.  All  in  all,  it  is  impossible  to  make  any 
kind  of  effective  evaluation  of  this  part  of  the 
study. 

fi ) Clinical  evaluation 

The  psychiatrist's  clinical  evaluation  was 
based  on  a personal  interview  with  the  patient, 
but  also  included  the  results  of  a brief  interview 
with  the  ward  attendant  regarding  an  evalua- 
tion of  the  patient’s  usual  ward  behavior.  The 
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criteria  for  improvement  in  this  clinical  evalua- 
tion were  not  exactly  defined.  However,  they 
included  changes  in  mental  content,  psycho- 
motor activity,  alTect  and  general  reality  testing. 
The  ward  attendant  was  questioned  to  deter- 
mine whether  such  changes  were  strictly  tem- 
porary or  whether  they  were  fairly  consistent 
patterns  observed  day  by  day.  The  results: 


Chart  3 — Clinical  Impression 


Improved 

No  Change 

Not  Recorded 

Double  Placebo 

4 

22 

1 

Placebo  and  Ritalin 

13 

1 1 

2 

Placebo  and  Serpasil 

1 1 

11 

3 

Serpasil  and  Ritalin 

9 

13 

0 

The  column  marked  “Not  Recorded”  in- 
cluded patients  who  either  went  home  (one)  or 
in  whom  it  was  certain  that  the  medication  was 
not  actually  taken  regularly. 

There  were  no  complications  of  any  kind  in 
any  patients  on  the  dosages  used.  Laboratory 
studies  were  not  conducted. 

Conclusions 

1 ) Weight 

There  seemed  to  be  a fairly  consistent  tend- 
ency for  patients  taking  Serpasil  alone  to  gain 
small  amounts  of  weight,  while  there  was  a 
similar  consistent  trend  for  patients  taking 
Ritalin  alone  to  lose  small  amounts  of  weight. 
Whatever  physiological  mechanisms  are  re- 
sponsible for  these  trends  seemed  to  neutralize 
each  other  when  the  drugs  were  combined,  for 
then  there  was  no  significant  weight  change. 

2 )  Ergograph 

The  ergograph  proved  to  be  a difficult  test  to 
evalute  in  these  chronically  psychotic  patients. 
However,  applying  the  Chi  Square  Test  to  as- 
certain whether  the  figures  obtained  show  any 
significant  differences,  we  find  that  both  Ritalin 
alone  and  Serpasil  alone  show  no  significant 
differences  from  the  double  placebo  group. 
However,  the  probability  of  grouping  seen  in 
the  case  of  Ritalin  and  Serpasil  in  combination 
being  chance  in  comparison  to  the  double 
placebo  is  less  than  one  in  a hundred.  This 
would  indicate  a significant  level  of  improve- 
ment. 

The  test  procedure  was  an  extremely  trying 
one  for  the  staff,  involving  long  explanations 
and  close  attention.  It  should  be  investigated 
further  in  evaluating  drugs  of  this  type  which 
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influence  fatigue,  attention  and  motor  perform- 
ance, but  it  is  not  recommended  for  relatively 
large  scale  studies  of  this  sort. 

3)  Psychological  testing 

Statistical  evaluation  of  the  results  of  the 
psychologcial  testing  shows  that  there  are  no 
significant  differences  between  any  of  the 
groups  on  this  test. 

In  future  studies  of  this  type,  it  is  recom- 
mended that  a preliminary  study  be  made  to 
find  a test  that  gives  better  reliability  and  a 
more  sensitive  index  of  change  than  this  choice. 
However,  it  is  felt  that  further  efforts  in  the 
direction  of  measuring  performance  on  psy- 
chological tests  should  be  made  in  the  evalua- 
tion of  these  chemotherapeutic  agents. 

4)  Ward  evaluations 

Because  of  many  technical  obstacles,  it  was 
impossible  to  make  any  kind  of  effective  evalu- 
ation from  the  ward  attendants’  behavior  check 
cards.  However,  this  part  of  the  study  had  con- 
siderable value  in  that  it  kept  the  attendants  on 
their  toes  for  changes  in  the  behavior  of  pa- 
tients. Thus  even  though  the  cards  could  not 
be  statistically  rated,  the  ward  attendants’  ob- 
servations were  better  able  to  help  the  psychi- 
atrist in  his  evaluation.  For  a satisfactory  statis- 
tical evaluation  of  such  a behavior  check  card, 
the  study  should  have:  1)  A standardized  be- 
havior check  card,  2)  a special  team  of  re- 
search attendants  whose  reliability  is  known 
and  3 ) extremely  close  supervision. 

5 ) Clinical  impression 

Using  the  Chi  Square  Test  again,  we  find 
that  all  of  these  results  show  a significant  varia- 
tion in  the  groups  receiving  medications  in 
contrast  to  the  group  receiving  placebos  alone. 
The  best  results  were  obtained  in  the  group  re- 
ceiving only  Ritalin.  This  may  be  the  result  of 
the  psychiatrist’s  looking  for  increased  respon- 
siveness and  alertness  on  the  part  of  the  patient 
as  a criterion  for  improvement.  It  is  unfortu- 
nate that  this  study  was  designed  with  relatively 
low  and  fixed  dosages  of  both  drugs  throughout 
the  study.  This  did  not  give  the  drugs  oppor- 
tunity to  be  as  fully  effective  as  they  can  be 
with  ffexible  dosages.  However,  at  the  start  of 
this  project,  it  was  felt  that  varying  the  dosages 
would  soon  reveal  the  blind  code  and  thereby 
spoil  the  control  aspects  of  the  study.  Now  a 
technique  has  been  devised  whereby  flexible 
dosages  can  be  given  without  revealing  the 
blind  and  a further  study  along  these  lines  is 
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being  planned.  However,  to  find  a significant 
change  in  such  long-term,  psychotic  patients 
with  small,  fixed  dosages  indicates  that  the  drug 
effects  are  considerable  and  deserve  further 
clinical  investigation  of  this  type. 

Summary 

A two-month-long  study  of  reserpine  and 
methyl  phenidylacetate  was  undertaken  on  98 
chronically  disturbed  psychotic  patients  from 
the  wards  of  Central  State  Hospital.  The  pa- 
tients were  given  dosages  of  one  mgm  reserpine 
or  placebo  bid  and  10  mgm  methyl  phenidyl- 
acetate or  placebo  tid  throughout  the  study. 
This  was  a double  blind  study  in  which  some 
patients  received  only  placebos,  others  only 
reserpine  and  placebo,  others  Ritalin  and 
placebo,  and  others  reserpine  and  Ritalin  ac- 
cording to  a random  selection  known  to  no 
one  during  the  study. 

Areas  of  measurement  included  weight. 


physical  performance  on  a finger  ergograph, 
psychological  testing  for  visual  memory  re- 
tention and  a clinical  interview.  Patients  did 
significantly  better  on  the  ergograph  studies 
when  taking  reserpine  and  Ritalin  together. 
The  results  on  the  psychological  tests  were  not 
significant.  On  clinical  evaluation,  the  patients 
all  did  significantly  better  on  any  active  drug 
combination  than  on  the  placebos  alone.  How- 
ever, greatest  improvement  was  found  on  Rita- 
lin alone.  It  is  felt  that  small  fixed  dosage  sched- 
ules have  hampered  the  chance  for  these  drugs 
to  do  their  best  job,  and  another  project  is 
being  planned  to  use  flexible  doses  on  a double 
blind  technique  with  these  two  drugs. 


Bibliography 

1 Meier  R..  Gross,  F.  and  Tripod.  J.:  Klin.  Wchnschr.  32: 

445'  (May  15)  1954.  w w ..  x,  u q aon 

2.  Drassdo,  A.  and  Schmidt,  M.:  Med.  Monatsschr.  8:  390, 

1954*. 

3.  Ferguson,  J.  T.:  Improving  Senile  Behavior  with  Res- 

erpine and  Ritalin:  J.A.M.A.  Vol.  160,  No.  4 (Jan.  28)  1J56. 


•Ritalin  Brochure,  CIBA  Pharmaceutical  Products,  Inc.,  Summit, 
New  Jersey. 


Medical  Association  • September  1956 


791 


FROM  THE  UNIVERSITY  OF  LOUISVILLE  HOSPITAL 
CARCINOMA  OF  ESOPHAGUS 


Patient  Protocol 

L.  R.*,  a 61 -year-old  white  female,  was  ad- 
mitted on  February  10,  1956,  complaining  of 
difficulty  in  swallowing  for  the  past  two  to  two 
and  one-half  months  duration.  About  the  first 
of  November  1955,  the  patient  noticed  some 
vague  pain  in  the  right  upper  quadrant  of  her 
abdomen  which  radiated  to  the  back.  She  con- 
sulted her  family  physician  at  that  time  and 
was  diagnosed  to  have  gall-bladder  disease  and 
was  placed  on  a low  fat  diet.  Following  that  she 
had  frequent  episodes  of  “indigestion”  but  she 
did  not  have  any  difficulty  in  swallowing  until 
the  first  of  January,  1956,  when  she  noticed 
that  solid  foods  seemed  to  lodge  in  her  chest 
before  going  down  into  her  stomach.  She  was 
not  particularly  concerned  and  restricted  her- 
self to  a soft  diet.  The  obstructive  symptoms 
gradually  progressed,  and,  on  February  10, 
1956  she  became  choked  while  swallowing  a 
piece  of  chicken.  While  attempting  to  bring  up 
the  food,  she  spit  up  some  bright  red  blood. 
She  also  lost  about  20  pounds  in  weight  in  a 
two  month  period. 

Physical  Examination 

The  patient  was  a well-developed  and  fairly 
well-nourished  white  woman  in  no  acute  dis- 
tress. The  blood  pressure  was  126/78,  pulse 
76,  temperature  96.7.  General  physical  ex- 
amination was  entirely  within  normal  limits. 


Laboratory  Findings 

The  hemoglobin  was  11.5  grams.  Urinalysis 
was  negative.  The  white  blood  count  was  6,300 
with  normal  differential.  A barium  swallow 
study  (Fig.  1)  revealed  a long  irregular  con- 
structing lesion  in  the  esophagus  starting  ap- 
proximately at  the  level  of  the  aortic  arch 
measuring  about  six  centimeters  in  length. 
^Louisville  General  Hospital  No.  283585. 


There  was  a moderate  degree  of  obstruction 
and  delayed  descent  of  the  barium.  At  esopha- 
goscopy,  the  lesion  was  seen  at  about  the  level 
of  the  aortic  arch.  The  esophageal  lumen  was 


rift.  1 Oblique  views  of  barium  filled  esophagram  showing  long 
irregular  narrowing  with  shelf-like  defect  characteristic 
of  an  intraluminal  tumor. 


markedly  narrowed  and  introduction  of  the 
esophagoscope  beyond  the  constriction  was  not 
possible.  A biopsy  was  taken  and  was  reported 
squamous  cell  carcinoma. 


Treatment 

On  March  25th,  a thoracotomy  was  per- 
formed. The  lesion  was  found  to  be  nonre- 
sectable  due  to  extension  beyond  the  esopha- 
gus. The  patient  was  referred  to  the  Depart- 
ment of  Radiology  for  radiation  therapy.  The 
entire  lesion  with  adequate  margins  at  either 
end  was  irradiated  by  a gamma  ray  beam 
with  the  cobalt-60  unit.  Two  straight  opposing 


ports  were  used.  The  calculated  tissue  dose  to 
the  lesion  was  5,050  roentgens  in  33-treatment 
days.  During  treatment,  the  patient  was  main- 
tained adequately  on  a liquid  diet  and  at  no 
time  was  tube  feeding  deemed  necessary.  She 
was  also  given  frequent  small  blood  transfu- 
sions and  moderate  doses  of  thorazine.  She 
lost  a total  of  three  pounds  of  weight  during 
the  five-weeks  treatment  period.  A repeat 


Fig.  2 AP  and  lateral  views  following  treatment  showing  com- 
plete regression  of  tumor  and  smooth  funnel-shaped 
narrowing  of  the  involved  segment. 


esophagram  (Fig.  2),  about  six  weeks  follow- 
ing treatment,  showed  the  site  of  previous  dis- 
ease now  was  smooth  in  outline  and  presented 
a uniform  funnel-like  narrowing.  The  esopha- 
geal wall  retained  moderate  distensibility  with 
each  swallowing  of  the  barium  bolus.  She  soon 
returned  to  a soft  diet  and  had  regained  the 
20  pound  weight  loss  within  a short  period. 

Discussion 

Herbert  T.  Ransdell,  M.D.,  Department  of 
Surgery:  At  present  the  trend  seems  to  be 
toward  pessimism  in  surgical  treatment  of 
carcinoma  of  the  esophagus  particularly  in 
those  lesions  of  the  upper  one  third.  The  dura- 
tion of  growth  before  symptoms  occur,  the  ex- 
tension of  the  growth  into  immediately  adjacent 
vital  structures,  the  advanced  age  of  the  aver- 
age patient,  the  poor  general  condition  and 
high  malignancy  of  the  growth  and  tendency 
for  early  metastases  all  add  up  to  poor  prospect 
for  cure. 


Phemister  reports  a 22.5  per  cent  five-year 
survival  of  resected  cases,  but  found  only  40  of 
89  cases  explored  resectable.  There  was  a 12.5 
per  cent  overall  mortality  rate,  but  a 33  per 
cent  mortality  rate  with  the  higher  resections. 
Sweet  reports  a five-year  survival  of  17  per 
cent  for  low  resections  and  four  per  cent  for 
high  resections  in  254  resected  cases  with  a 1 1 .6 
per  cent  mortality  for  low  resections  and  24.3 
per  cent  for  those  of  the  mid  esophagus,  but 
does  not  include  lesions  of  the  cervical  esopha- 
gus as  he  does  not  consider  them  generally 
amenable  to  surgery.  Many  of  his  cases  are  also 
resections  done  only  for  palliation.  Resection 
and  anastomosis  at  present  provides  the  best 
method  of  palliation  of  carcinoma  of  the  esoph- 
agus and  cardia. 

We  believe  that  unless  there  is  evidence  of 
involvement  of  the  tracheobronchial  tree,  mas- 
sive distant  metastases,  extensive  mediastinal 
extension  into  vital  structures,  or  poor  physical 
condition,  the  patient  should  have  the  benefit 
of  exploration  and  resection  with  en  bloc  re- 
moval of  regional  lymph  nodes  if  possible,  and 
resection  of  the  local  lesion  and  restoration  of 
gastrointestinal  continuity  as  a palliative  pro- 
cedure if  all  the  cancer  cannot  be  removed 
provided  such  procedure  does  not  present  in- 
surmountable complications  or  a prohibitive 
mortality.  Palliative  resection  of  lesions  of  the 
upper  one  third  is  not  felt  warranted,  however, 
because  of  a mortality  of  some  60  per  cent. 

All  patients  with  non-resectable  lesions, 
particularly  those  of  the  upper  one  third, 
should  be  referred  to  the  radiologist  for  evalua- 
tion, as  many  can  be  benefited  with  radio- 
therapy. 

J.  T.  Ling,  M.D.,  Department  of  Radiology: 
For  the  overwhelming  number  of  patients  with 
esophageal  carcinoma,  the  problem  remains 
that  of  palliation.  At  the  meeting  of  the  Ameri- 
can Association  of  Thoracic  Surgery  in  May, 
1952,  Ravitch  et  al  stated  in  summary  that 
“results  of  extirpation  of  carcinoma  of  the 
esophagus  to  date  have  been  so  discouraging 
as  to  raise  serious  question  concerning  the 
value  of  direct  attack.”  Perhaps  we  should  in 
this  particular  type  of  cancer  reorient  our  out- 
look and  to  a degree  relax  in  our  emphasis 
on  “cure”  at  any  price.  This  does  not  mean  that 
every  reasonable  attempt  at  permanent  control 
shall  not  be  made.  But  cancer  of  the  esophagus 
is  mainly  a disease  of  the  older  age  group  with 
the  average  age  of  around  60  and  with  the  ma- 
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jority  of  patients  in  the  sixth  and  seventh  dec- 
ade of  life. 

The  main  reason  for  the  high  incidence  of 
failures  is  the  tendency  of  esophageal  carcinoma 
to  spread  early  throughout  the  rich  lymphatic 
network  of  the  esophageal  wall  with  deposit  in 
the  intramural  lymph  nodes  along  the  esopha- 
gus and  in  the  parasophageal  and  mediastinal 
lymph  nodes.  Since  the  intramural  spread  may 
extend  along  the  entire  length  of  the  esophagus, 
any  procedure,  surgical  or  radiological,  that  in- 
cludes only  a part  of  the  organ,  is  apt  to  leave 
active  disease. 

There  can  be  no  doubt  that,  with  adequate 
radiation  treatment,  the  primary  focus  in  the 
esophagus  can  be  controlled  with  considerable 
consistency.  It  is  likely  that  the  involvement  of 
regional  lymph  nodes  with  very  few  exceptions 
demarcates  the  borderline  between  curability 
and  incurability  by  either  surgery  or  radiation 
therapy.  Our  experience  has  shown  that  we  are 
unable  to  contol  lymph  node  involvement  sec- 
ondary to  epidermoid  carcinoma  by  external 
irradiation.  It  is  possible  that  in  the  presence  of 
minor  lymph  node  involvement,  surgery  in  a 
certain  number  of  incidences  may  succeed  in 
eradicating  the  entire  disease.  The  sharp  drop 
of  curability  in  the  presence  of  lymph  node  in- 
vasion is  well  recognized  in  other  cancers  such 
as  those  of  the  breast  and  tongue.  It  appears 
justified  that  the  patients  in  whom  the  likeli- 
hood of  surgical  resection  with  permanent  con- 
trol is  nil  or  unreasonably  small  may  still  re- 
ceive equal  palliation  by  adequate  radiation 
therapy  with  considerably  less  mobidity  inher- 
ent in  the  procedure.  Restoration  and  mainte- 
nance of  oral  feedings  could  be  accomplished 
in  over  50  per  cent  of  the  patients  treated  with 
radiation.  Complete  or  nearly  complete  pri- 
mary freedom  from  symptoms  (almost  normal 


deglutition  and  radiological  improvement  of 
the  passage)  could  be  obtained  in  a very  high 
percentage  of  the  adequately  treated  patients. 
In  many  instances  the  patients  were  able  to 
swallow  up  to  the  time  of  death  which  in  most 
cases  was  due  to  metastases  and  cachexia.  The 
specific  purpose  of  palliation  in  this  type  of 
cancer  is  of  course  the  prevention  of  the  misery 
of  starvation.  Gastrostomy  has  in  general  been 
abandoned  as  unsatisfactory.  It  prolongs  life 
without  comfort  and  happiness.  Palliative  re- 
sults as  measured  by  symptom-free  survival 
(with  restoration  of  esophageal  function)  after 
one,  two  and  three  years  are  the  same  follow- 
ing surgical  resection  with  anastomosis  or  ade- 
quate roentgen  therapy. 

There  is  a trend  in  the  treatment  of  patients 
with  squamous-cell  carcinoma  of  the  esophagus 
to  reserve  for  radiation  therapy  those  located 
in  the  upper  half  of  the  thoracic  esophagus. 
The  best  palliation,  with  the  same  percentage 
of  cures  or  long-lasting  arrests,  has  been  se- 
cured by  techniques  aiming  only  at  producing 
regression  of  that  part  of  the  tumor  which 
blocks  the  lumen  of  the  esophagus,  no  attempt 
being  made  to  include  all  probable  disease.  If 
supervoltage  is  to  be  used  to  its  best  advantage 
one  should  choose  the  technique  of  two  op- 
posing ports,  which  can  be  used  easily  at  one 
or  two  mev.  or  higher  voltage  levels,  and  not  at 
250  KV.  If  one  wants  to  be  curative,  one  must 
include  long  segments  of  esophagus  above  and 
below,  and  large  areas  of  mediastinum  as  the 
lymph  nodes  of  that  area  are  almost  always 
involved.  Radical  radiation  therapy  is  war- 
ranted only  if  one  has  attempted  to  rule  out  the 
existence  of  distant  spread.  In  particular,  the 
presence  of  subdiaphragmatic  retroperitoneal 
lymph  nodes  should  be  ruled  out  as  we  know 
they  are  frequently  involved. 
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THE  METHODIST-EVANGELICAL  HOSPITAL 


Announcement  of  reactivation  of 
plans  for  construction  of  the  Methodist- 
Evangelical  Hospital  in  Louisville  must 
be  received  gratefully  by  all.  Physicians  who 
daily  have  difficulty  finding  accommodations 
for  their  patients  have  felt  great  disappointment 
that  the  construction  of  a new  hospital  should 
be  so  long  delayed  and  persons  requiring  hospi- 
talization in  this  area  must  often  stand  in  line 
and  wait  while  necessary  or  even  urgent  treat- 
ment is  delayed.  Rapid  growth  in  population 
and  increased  demand  for  hospital  care  have 
tended  to  keep  the  shortage  of  beds  at/or  near 
the  critical  point  for  the  past  10  years.  It  would 
appear  that  increased  hospital  facilities  through- 
out the  State  would  relieve  this  situation  in  the 
urban  areas  but  it  does  not  seem  to  have  done 
so  to  any  satisfactory  extent. 

Those  most  interested  in  the  development  of 
a great  modern  medical  center  in  Louisville 
rejoice  at  the  decision  to  make  this  new  hospi- 
tal a part  of  that  center.  While  there  are  sound 
and  laudable  reasons  for  placing  it  in  the  out- 
lying area,  there  appear  to  be  more  compelling 
reasons  for  building  in  the  medical  center.  It 
will  substantially  strengthen  the  position  of 
medical  teaching  and  will  improve  the  service 
to  patients  by  bringing  them  into  close  contact 
with  the  enlarged  and  improved  laboratory  and 
research  facilities  of  the  medical  school. 

The  church  organizations  behind  this  project 
no  doubt  hope  that  their  new  institution  will 
grow  in  size  and  usefulness  to  their  constitu- 


ency. It  would  seem  that  over  a period  of  years 
this  growth  will  be  more  substantial  in  a central 
rather  than  a peripheral  location.  The  develop- 
ment of  a sound  and  attractive  intern  and  resi- 
dent program  is  an  important  requisite  for  such 
growth.  This  can  almost  certainly  be  better  ac- 
complished as  an  integral  part  of  the  medical 
center  and  with  a continuing  affiliation  with  the 
School  of  Medicine. 

The  proposed  size  of  the  new  hospital  is  its 
most  disappointing  feature.  It  would  seem 
shortsighted  for  any  organization,  especially 
those  as  large  as  the  churches  concerned,  to 
build  a new  hospital  of  less  than  300  beds.  The 
proper  operation  of  a small  hospital  is  eco- 
nomically difficult.  Facilities  such  as  nurses 
training  school,  physical  therapy  and  rehabili- 
tation departments  are  difficult  for  a small 
hospital  to  support.  The  220  beds  proposed 
will  certainly  be  welcomed  with  gratitude  but 
even  that  number  of  additional  beds  will  be 
promptly  absorbed  by  the  present  demands, 
and  our  bed  shortage,  though  less  acute,  will 
continue  to  exist.  We  must  build  with  greater 
vision  if  we  are  to  meet  the  challenge  of  an 
already  over-crowded  and  rapidly  growing  com- 
munity. There  is  no  new  hospital,  other  than 
this  one,  even  in  remote  prospect  of  considera- 
tion now.  Sts.  Mary  and  Elizabeth  Hospital  will 
be  rebuilt  with  a greater  capacity.  That  too 
will  help  a great  deal  but  will  not  alleviate  our 
shortage. 

Sam  A.  Overstreet,  M.D. 


WE  ARE  DOING  BETTER 


This  completes  my  fifth  and  last  year 
of  membership  on  the  Professional  Rela- 
tions, or  Grievance  Committee,  of  the 
Kentucky  State  Medical  Association.  It  may  be 
appropriate  to  record  some  observations  re- 
lating to  this  experience.  First  of  all,  I must  pay 
tribute  to  the  varying  members  of  the  Commit- 
tee, all  past  presidents  of  the  Association,  all 


men  whose  time  is  valuable,  and  most  of  them 
living  a considerable  distance  from  State  Medi- 
cal Association  Headquarters,  where  all  meet- 
ings have  been  held.  These  men  have  come 
regularly  to  the  called  meetings  of  the  Com- 
mittee without  complaint,  and  have  spent  tedi- 
ous sessions  carefully  sifting  the  merits  of  a 
considerable  number  of  complaints  and  devis- 
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ing  a solution  equitable  to  all.  Their  work  has 
been  rewarded  in  the  accomplishment  of  a 
friendly  understanding  and  adjustment  for  most 
of  the  points  at  issue. 

From  the  first  year  of  its  operation  until  now 
there  has  been  a pleasing  decrease  in  the  num- 
ber of  cases  presented.  Rather  wide  publicity 
was  given  at  first  to  the  formation  of  such  a 
committee  and,  as  would  be  expected,  the  pub- 
lic responded  with  varied  complaints  sent  di- 
rectly to  the  Central  Office.  The  very  knowl- 
edge that  they  had  an  official  recourse  for  their 
grievances  and  that  they  were  treated  with 
honesty  and  fairness  has  seemed  to  instill  a 
certain  degree  of  security  and  confidence  result- 
ing in  a decrease  in  the  number  of  complaints 
filed.  Most  county  societies  also  have  set  up 
local  committees  for  the  same  purpose.  The 
policy  has  prevailed  that  wherever  possible 
the  matter  has  been  settled  locally.  This  has 
materially  decreased  the  work  of  the  State 
Committee  which  has  served  as  a last  appeal 
for  difficult  cases,  fewer  and  fewer  of  which 
have  reached  us. 

Complaints  have  been  generally  of  three 
characters — ( 1 ) charges  of  neglect  or  improper 
procedure  on  the  part  of  the  physician;  (2) 
fees  which  were  thought  to  be  excessive  and; 
( 3 ) criticisms  by  neurotic  or  unreasonable  per- 
sons who  generally  tend  to  be  dissatisfied  by 
any  explanations  or  reasons  given  regardless  of 
how  carefully  stated,  how  often  reiterated,  or 


796 


how  well  substantiated  by  any  evidences  off- 
ered. No  one  of  these  types  has  seemed  to  pre- 
dominate. Without  exception  those  of  the  first 
two  categories  have  eventually  been  adjusted 
to  the  reasonable  satisfaction  of  all  concerned. 
There  remain  in  our  files,  however,  a few  of 
the  third  category  upon  which  no  final  agree- 
ment has  been  reached. 

Viewed  from  this  very  good  vantage  point, 
it  appears  that  the  members  of  the  Kentucky 
State  Medical  Association  maintain  good  public 
relations.  It  is  really  surprising  that  with  so 
much  medical  and  surgical  care  dispensed  by  so 
many  physicians  and  surgeons  to  so  many  peo- 
ple of  varied  temperaments  and  personalities, 
there  is  not  more  frequent  conflict  and  dissatis- 
faction than  has  been  experienced.  It  seems 
that  many  people  feel  the  medical  profession 
generally  is  inconsiderate  of  the  public  welfare, 
but  their  “own  personal”  physician  or  surgeon 
is  the  exception.  That  is  all  to  the  good.  If  we 
can,  individually,  keep  the  confidence  and  high 
esteem  of  our  own  clientele,  the  attitude  of  the 
public  in  general  will  continue  to  improve.  Pa- 
tients generally  are  appreciative,  tolerant  and 
understanding.  They  would  rather  think  well 
than  ill  of  physicians.  A little  patience,  sym- 
pathy and  effort  to  appreciate  their  viewpoint 
will  always  pay  us  dividends  in  good  will  and 
public  esteem. 

Sam  A.  Overstreet,  M.D. 
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Plans  for  ’56  Annual  Meeting 
are  Nearing  Completion 

Plans  for  the  28  different  scientific  sessions  of  the 
1956  KSMA  Annual  Meeting,  September  18-19-20 
in  Louisville  at  the  Columbia  Auditorium  are  nearing 
completion,  according  to  Gant  Gaither,  M.D.,  Hop- 
kinsville, KSMA  President. 

The  preparations  for  the  two  new  features  of  the 
meeting,  scientific  movies  and  post-graduate  refresher 
courses,  are  complete.  The  two  will  run  simultaneously 
from  8:00  to  10:00  o’clock  each  morning.  The  re- 
fresher courses  will  include  sessions  on  trauma,  medi- 
cine and  pediatrics.  The  movies  have  been  carefully 
selected  from  the  library  of  Davis  and  Geek,  and  will 
include  coverage  of  a wide  range  of  medical  subjects 
of  primary  interest  to  the  general  practitioner. 

Eleven  specialty  groups  will  hold  scientific  meetings 
during  the  Wednesday  afternoon  session.  A twelfth 
group,  the  Kentucky  Association  of  Public  Health 
Physicians,  will  hold  a business  session  at  1:45  PM 
Wednesday.  The  program  will  be  announced  later. 

The  annual  President’s  Luncheon  will  again  be 
held  in  the  Roof  Garden  of  the  Brown  Hotel.  Wil- 
liam McGrath,  Cincinnati,  employer’s  delegate  to  the 
International  Labor  Organization,  Geneva,  will  be 
the  luncheon  speaker.  Many  will  remember  him 
from  the  dynamic  address  he  presented  at  the  County 
Society  Officers  Conference  in  March. 

Twelve  scientific  exhibits  are  scheduled  for  the  ’56 
session.  These  will  all  be  presented  by  Kentucky 
physicians. 

Sixty-four  technical  exhibitors  will  present  their 
latest  developments  in  medicine,  instruments,  etc., 
in  the  giant  exhibit  hall  at  Columbia  Auditorium. 

A program  flyer  with  full  details  of  the  refresher 
courses,  general  assembly  meetings  and  specialty 
group  meetings  has  been  mailed  to  every  Kentucky 
physician. 

New  KSMA  Members 

These  physicians  were  recently  added  to  the  KSMA 
membership  roster: 

James  R.  Barnes,  M.D.,  Louisville 
B.  W.  Barron,  M.D.,  Louisville 
Robert  R.  Burnam,  M.D.,  Louisville 
Alvin  M.  Churney,  M.D.,  Louisville 
John  L.  Creech,  Jr.,  M.D.,  Louisville 
Donne  O.  Demunbrum,  M.D.,  Louisville 
Earl  K.  Frasher,  M.D.,  Louisville 
Mervel  V.  Hanes,  M.D.,  Louisville 
Rand  C.  Johnson,  M.D.,  Louisville 
Robert  R.  Kidd,  M.D.,  Louisville 
Leslie  W.  Langley,  M.D.,  Somerset 
John  W.  Miller,  M.D.,  Louisville 
Jack  L.  Mulligan,  M.D.,  Lxjuisville 
Glenn  R.  Powell,  M.D.,  Fairdale 
Broadus  A.  Richardson,  M.D.,  Harlan 
E.  W.  Sandlin,  M.D.,  Newport 
William  K.  Skaggs,  M.D.,  Taylorsville 


Syracuse  Dean  Named  Head 
of  UK  Medical  School 

William  R.  Willard,  M.D.,  Syracuse,  New  York, 
has  been  named  dean  of  the  University  of  Kentucky 

Medical  School  and  vice 
president  of  the  proposed 
medical  center.  The  ap- 
pointment was  made  of- 
ficial at  a meeting  of  the 
UK  executive  committee, 
July  20. 

The  47-year-old  dean 
of  Syracuse  College  of 
Medicine  of  the  State 
University  of  New  York 
for  the  past  five  years, 
was,  according  to  pub- 
lished reports,  among 
four  persons  mentioned 
prominently  for  the  position  last  spring.  He  is  acting 
as  professional  consultant  on  the  medical  school  con- 
struction plan. 

Dr.  Willard  was  born  in  Seattle,  Washington.  He 
received  his  MD  degree  from  Yale  in  1934;  interned 
at  Johns  Hopkins  Hospital  in  1934-35,  and  was  as- 
sistant resident  at  Strong  Memorial  Hospital  in 

Rochester,  New  York  in  1935-36.  He  received  the 

degree  of  Doctor  of  Public  Health  from  Yale  in  1937. 

From  1944  to  1946,  following  six  years  as  Deputy 
State  Health  Officer  for  Maryland,  Dr.  Willard  as  a 
surgeon  with  the  United  States  Public  Health  Service, 
was  in  charge  of  malaria  control  in  war  areas.  He 
later  served  as  acting  director  of  the  Public  Health 
and  Welfare  Department  of  the  United  States  Mili- 
tary Government  in  Korea. 

In  1946  Dr.  Willard  was  appointed  assistant  pro- 
fes.sor  of  public  health  at  the  Yale  School  of  Medi- 
cine. In  1948  he  became  associate  professor  and  in 
1951,  professor.  He  served  as  assistant  dean  in  charge 
of  post-graduate  medical  education  at  Yale  from 
1948-1951. 

A fellow  of  the  American  Public  Health  Associa- 
tion, Dr.  Willard  has  been  active  in  the  Central  New 
York  Regional  Hospital  Council  and  the  Handicapped 
Children’s  Association. 

Of  his  new  position  Dr.  Willard  said,  “.  . . it  offers 
an  opportunity  which  is  given  to  relatively  few  peo- 
ple, namely  to  develop  a medical  center  from  the 
very  beginning.” 

Dr.  Willard  is  married  and  has  three  children; 
Karen,  18,  Marian  Claire,  15  and  Judy  12. 
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Scientific  Movie  Program 
Announced  by  Dr.  Noer 

The  program  schedule  for  the  scientific  movies  for 
the  1956  Annual  Meeting  September  18-20,  was  re- 
cently announced  by  Rudolf  J.  Noer,  M.D.,  chairman 
of  the  Subcommittee  on  Scientific  Assembly. 

The  movies  which  will  run  simultaneously  with  the 
refresher  courses  each  morning  from  8:00  to  10:00 
o’clock  have  been  carefully  selected  from  the  library 
of  Davis  and  Geek.  “They  have  been  chosen  to  cover 
as  wide  a medical  range  as  possible  to  be  of  interest 
and  service  to  the  average  general  practitioner,” 
Dr.  Noer  said. 

The  schedule  for  the  movies  which  will  be  shown 
in  the  main  auditorium  of  Columbia  Auditorium 
follows: 

Tuesday,  September  18,  8:00  AM 

C-197  Hemorrhage  from  Duodenal  Ulcer 

Hilger  P.  Jenkins,  M.D.,  and  Associates 
CS-141  Surgery  for  Massive  Hemorrhage  from 
Gastroduodenal  Ulcer 
John  D.  Stewart.  M.D. 

CS-636  Surgical  Treatment  of  Diverticulitis  of  the 
Sigmoid 

R.  K.  Gilchrist,  M.D. 

C-797  Polyps  of  the  Large  Intestines 

Hilger  P.  Jenkins,  M.D.,  and  Associates 
Wednesday,  September  19,  8:00  AM 
CS-650  Early  Management  of  the  Severely  Burned 
Patient 

Edwin  H.  Ellison,  M.D. 

CS-707  Treatment  of  Simole  Head  Injuries 

Loyal  Davis,  M.D. 

C-180  Purposeful  Splinting 

Sumner  L.  K<x;h,  M.D.,  and  Associates 
CS-484  Tendon  Injuries 

Michael  L.  Mason,  M.D. 

Thursday,  September  20,  8:00  AM 

C-127  Cancer  of  the  Female  Breast 

Frank  E.  Adair,  M.D. 

C-183  Surgical  Treatment  of  Varicose  Veins 
Henry  N.  Harkins,  M.D. 

CS-473  Surgical  Technique  of  the  Several  Types 
of  Skin  Graft 
Herbert  Conway,  M.D. 

C-182  Amputations  for  Occlusive  Arterial  Disease 

Gerald  H.  Pratt,  M.D. 

Eight  New  Members  Elected 
to  Board  of  Consultants 

Eight  new  members  of  the  Board  of  Consultants  on 
Scientific  Articles  were  elected  at  the  July  1 1 meeting 
of  the  Advisory  Committee,  to  the  Editor,  to  replace 
the  eight  who  retired  June  30. 

The  new  consultants  are:  German  P.  Dillon,  Jr., 
M.D.,  Lexington;  Maurice  Walsh,  M.D.,  Covington; 
Stanley  Parks,  M.D.,  Lexington;  Pat  Imes,  M.D., 
Louisville;  James  Ward,  M.D.,  Paducah;  William 
Roland,  M.D.,  Ashland;  Thomas  Crume,  Jr.,  M.D., 
Owensboro;  and  Robert  E.  Buten,  M.D.,  Ft.  Thomas. 

Retiring  members  are:  Everett  H.  Baker,  M.D., 
Louisville;  John  Dixon,  M.D.,  Owensboro;  George 
Greene,  M.D.,  Lexington;  R.  Arnold  Griswold,  M.D., 
Louisville;  O.  Leon  Higdon,  M.D.,  Paducah;  James 
Keeton,  M.D.,  Ashland;  Frank  Moore,  M.D.,  Bowling 
Green  and  Alvin  Poweleit,  M.D.,  Covington. 

The  work  of  the  retiring  members  who  have  served 
for  three  years  was  praised  by  Guy  Aud,  M.D., 
Louisville,  chairman  of  the  Advisory  Committee  and 
Woodford  B.  Troutman,  M.D.,  Louisville,  Journal 
editor.  In  a joint  statement  they  said  “we  thank  each 
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of  these  men  who  has  worked  to  better  the  quality 
of  the  Journal’s  scientific  material  and  who  has  done 
so  without  praise  or  recognition.” 

The  Board  is  made  up  of  24  members.  Eight  of 
these  retire  each  year  after  three  years  of  service — 
they  are  unable  to  succeed  themselves. 

Louisville  Pathologist  Given 
$3,800  Outboard  Cruiser 

Friends  of  A.  J.  Miller,  M.D.,  presented  him  with  a 
$3,800  outboard  cruiser  at  the  River  Valley  Club, 
Louisville,  on  July  26.  The  gift,  which  moved  the 
former  Iowa  farm  lad  to  tears,  was  in  recognition  of 
his  28  years  of  outstanding  service  as  chairman  of  the 
department  of  pathology,  University  of  Louisville 
Medical  School  and  General  Hospital,  from  which 
post  he  resigned  July  1. 

Dr.  Miller,  also  chief  pathologist  at  Jewish  Hospi- 
tal, will  continue  to  serve  as  professor  of  pathology 
at  the  Medical  School  as  William  M.  Christopherson, 
M.D.,  takes  over  the  chairmanship.  Recognized  by 
his  colleagues  as  a wise  and  kindly  student  counselor. 
Dr.  Miller  has  four  times  received  the  student  plaque 
given  by  each  senior  class  at  the  Medical  School  to 
the  teacher  they  consider  outstanding. 

In  addition  to  the  22  foot  craft,  with  a 40-horse- 
power outboard  motor.  Dr.  Miller  and  his  wife  re- 
ceived a leatherbound  book  of  letters  and  telegrams 
of  tribute  and  two  silver  bowls  with  the  inscription: 
“Aura  James  Miller,  M.D.  To  you  who  have 
given  so  much  to  all  of  us  by  concept,  by  pre- 
cept, of  science,  of  art,  of  humanity — and  all 
with  humility.  We  are  most  grateful.  Your 
friends,  July,  1956.” 

12  Scientific  Exhibits  Scheduled 
for  Meeting  in  September 

Twelve  scientific  exhibits,  all  prepared  by  KSMA 
members,  will  be  displayed  at  the  1956  Annual  Meet- 
ing, September  18-20,  according  to  Everett  L.  Pirkey, 
M.D.,  Louisville,  chairman  of  the  Committee  on  Sci- 
entific Exhibits. 

“The  interest  shown  in  these  exhibits  by  both 
members  and  exhibitors  is  gratifying  and  most  ap- 
preciated,” Dr.  Pirkey  said. 

This  year’s  exhibits  will  cover  a wide  range  of  sub- 
jects of  interest  to  the  Kentucky  physician. 

The  exhibits  and  exhibitors  are: 

“Letterer  Siewe’s  Disease,”  by  Israel  Diamond, 
M.D.,  Louisville. 

“Epidemic  Diarrhea  of  the  Newborn,”  Alex  J. 
Steigman,  M.D.,  and  Mary  O.  Cruise,  M.D.,  Louis- 
ville. 

“Results  of  Vagotomy  and  Pyloroplasty,”  Howard 
E.  Dorton,  M.D.,  Lexington. 

“Local  Anesthesia  for  Somatic  Tissue,”  R.  W. 
Augustine,  M.D.,  Madisonville. 

“Mental  Illness  in  the  Aged,”  Harold  L.  MePhee- 
ters,  M.D.,  Louisville. 

“Accidental  Poisoning  in  Children,”  William  Curtis 
Adams,  M.D.,  Louisville. 

The  Rehabilitation  Center,  Inc.,  Rex  O.  McMorris, 
M.D.,  Louisville. 
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CORRECTS  MOST  TYPES  OF  CONSTIPATION 


Metamucil" 
Blends  with  the 


Intestinal  Contents, 
Soothes  the  Mucosa 


Metamucil  is  highly  refined; 
it  stimulates  the  bowel 
musculature,  not  the  mucosa. 


When  you  specify  Metamucil  in  con- 
stipation management  you  are  select- 
ing a product  which  has  been  made  at 
least  99.6  per  cent  pure  through  a 
complete  process  of  refinement. 

All  possible  irritants  (rough  parts 
of  the  psyllium  seed,  undesirable  oils 
and  similar  materials)  are  discarded 
during  the  refining  process.  A rela- 
tively small  quantity  of  purified  mu- 
cilloid  powder  is  the  result.  To  this  is 
added  an  equal  weight  of  pure  anhy- 
drous dextrose  to  insure  complete  dis- 
persion in  the  colon. 

Such  meticulous  preparation  as- 
sures that  only  the  bulk-producing 
mucilloid  portion  of  the  psyllium 
seed  remains  and  that  Metamucil  will 
act  as  a purely  “physiologic”  con- 
stipation corrective,  providing  bland 
distention  to  stimulate  the  bowel 
muscularis. 

The  Metamucil  mixture  (formed  by 
adding  water  to  Metamucil)  elicits 
gentle  colonic  reflex  peristalsis.  Evac- 
uations are  normally  formed  and  are 
not  irritating.  The  bowel  stimulation 
imparted  by  Metamucil  is  only  suffi- 
cient to  clear  the  colon  of  its  contents; 
patients  are  not  annoyed  by  the  re- 


peated diarrheal  evacuations  that  re- 
sult from  mucosal  irritation  by  drastic 
cathartics. 

The  blandness  of  Metamucil  makes 
it  an  ideal  choice  for  constipation  as- 
sociated with  a soft  diet,  constipation 
of  pregnancy  and  in  the  aged  and  as 
an  aid  in  reestablishing  normal  bowel 
habit  after  anorectal  surgery.  Daily 
use  of  Metamucil  for  a limited  time 
will  often  return  an  atonic  colon  to 
normal  function. 

Metamucil®  is  the  highly  refined 
mucilloid  of  Plantago  ovata  (50%), 
a seed  of  the  psyllium  group,  com- 
bined with  dextrose  (50%)  as  a dis- 
persing agent.  It  is  supplied  in  con- 
tainers of  1 pound— also  4 ounces  and 
8 ounces. 

G.  D.  Searle  & Co.,  Chicago  80, 
Illinois,  Research  in  the  Service  of 
Medicine. 
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"Electrocoagulation  of  Varicose  Veins”  Jack  Webb, 
M.D.,  Lexington. 

“Rectal  Prolapse.”  Rufus  Alley,  M.D.,  John  B. 
Floyd,  M.D.,  Christopher  Southwick,  Capt.,  USAF, 
Bernard  Rosenberg,  Capt.,  USAF,  Lexington. 

“Hyperparathyroidism:  Diagnosis  and  Therapy,” 
David  W.  Kinnaird,  M.D.,  Louisville. 

“Radioactive  Iodine — Its  Use  in  Benign  Thyroid 
Conditions,”  William  H.  Hyden,  M.D.,  Lexington. 

“Diagnosis  of  Portal  Hypertension,”  Franklin  B. 
Moosnick,  M.D.,  Lexington. 

Southern  Medical  Association 
to  Celebrate  50th  Birthday 

The  Southern  Medical  Association  will  celebrate 
its  Golden  Anniversary  at  the  Read  House  in  Chatta- 
nooga, Tennessee,  October  2 and  3,  according  to 
Clayton  McCarty,  M.D.,  Louisville,  SMA  Councilor 
for  Kentucky. 

The  celebration  will  begin  with  a dinner  meeting. 
R.  L.  Sanders,  M.D.,  Memphis,  immediate  past  presi- 
dent, will  be  the  guest  speaker.  He  will  speak  on 
“Fifty  Years  of  Medicine  in  the  South.” 

The  meeting  will  commemorate  the  founding  of 
the  SMA  on  October  2-3,  1906,  when  a group  of 
physicians  met  at  the  same  Read  House  and  adopted 
their  Constitution  and  By-laws.  On  Wednesday, 
October  3,  a plaque  will  be  hung  in  the  Read  House. 
The  historical  and  inspirational  meeting  will  not  con- 
flict with  the  scientific  session  in  Washington,  Novem- 
ber 12-15. 


patients 

with  nnoderately 
severe  and  severe 
cardiac  failure, 
neohydrin 
is  the  oral  diuretic 
of  choice. 

:jcMoyer,  J.  H.,  and  others: 
d.  Chronic  Dis.  2:670,  1955. 
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Room  Assignments  for  Meeting 
Announced  by  Dr.  Gaither 

Room  assignments  for  the  specialty  groups  meeting 
simultaneously  during  the  Wednesday  afternoon 
session  (September  19)  of  the  1956  Annual  Meeting 
have  been  announced  by  Gant  Gaither,  M.D.,  Hop- 
kinsville, KSMA  President. 

Following  are  the  assignments: 

Kentucky  Society  of  Anesthesiologists  — First 
Christian  Church,  Young  People’s  Lounge,  Second 
Floor. 

Kentucky  Chapter,  American  College  of  Chest 
Physicians,  First  Christian  Church,  Forum  Class- 
rooms, Second  Floor. 

Kentucky  Eye,  Ear,  Nose  and  Throat  Society — 
Columbia  Auditorium,  Reference  Committee  Rooms. 

Kentucky  Academy  of  General  Practice — Colum- 
bia Auditorium,  Main  Auditorium. 

Kentucky  Obstetrical  and  Gynecologic  Soceity — 
Calvary  Episcopal  Church,  Sunday  School  Assembly 
Room. 

Kentucky  Orthopedic  Society — Calvary  Episcopal 
Church,  Visual  Aids  Room. 

Kentucky  Chapter,  American  Academy  of  Pedi- 
atrics— First  Christian  Church,  Downstairs  Assembly 
Room. 

Kentucky  Chapter,  American  College  of  Physicians 
— Columbia  Auditorium,  Basement  Lounge. 

Kentucky  Psychiatric  Association — First  Christian 
Church,  Main  Floor  Sunday  School  Assembly  Room. 

Kentucky  Radiological  Society — First  Christian 
Church.  Lydia  Powell  Room,  Second  Floor. 

Kentucky  Chapter,  American  College  of  Surgeons 
— Columbia  Auditorium,  Ballroom. 

Kentucky  Association  of  Public  Health  Physicians 
— Columbia  Auditorium.  TV  Room. 


With  us 

1955  brought  less  than  halt  as 
many  malpractice  claims  and 
suits  as  were  filed  against 
fewer  policyholders 
twenty  years  ago 


SfrecceUv^^  Sen^Uce 


TP.5T  liWPIAWAs 


Professional  Protection  Exclusively 
since  1899 


LOUISVILLE  Office 
Calvin  BImer,  Representative 
3119  Hewitt  Ave. 

Tel.  Glendale  8-3060 
If  no  answer,  call  Clay  3636 
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“the  most  critical  inspection  yet  devised  for  an  eye-glass  lens”- 


CONTACT  LENSES 

(Fluidless  Lacrilens — Microlens) 


ARTIFICIAL  EYES 

(Custom  Plastic — Glass) 


HOME 

OWNED 

SINCE 

1897 


COMPANY 

4th  and  Chestnut 
334  W.  Broadway 

LOUISVILLE 


Your  prescription  filled  by  us  will  be  processed  to 
the  prescription  with  first  quality  materials;  the  glass 
and  surfaces  will  be  tested  for  precision  of  workman- 
ship—and  vour  lenses  checked  for  accuracy  of  power 
—only  a perfect  lens  passes  the  Southern  Optical  test. 


New  Liberty  Doctor  Honored 

George  Purdy,  M.D.,  New  Liberty,  physician  in 
Owen  County  for  52  years,  was  named  ‘Owen  Coun- 
tian  of  the  Year  for  1956’  at  the  recent  county  fair. 

Dr.  Purdy  was  graduated  from  the  Kentucky  Medi- 
cal School  in  1904  and  opened  his  office  in  New 
Liberty  immediately  following  graduation.  Another 
county  physician,  J.  H.  Crisman,  M.D.,  Owenton, 
won  the  award  in  1954. 

UL  Alumni  to  Meet  at  SMA 

Members  and  friends  of  the  Alumni  Association  of 
the  University  of  Louisville  School  of  Medicine  who 
will  be  in  Washington,  D.  C.  for  the  annual  meeting 
of  the  Southern  Medical  Association,  November  12- 
15,  are  invited  to  a cocktail  party  and  banquet  at  the 
Statler  Hotel. 

Both  social  affairs  are  to  be  held  on  Tuesday,  No- 
vember 13,  in  the  Pan  American  Room.  The  cocktail 
party  is  at  6:30,  followed  by  the  banquet  at  7:00  PM. 
According  to  A.  Clayton  McCarty,  M.D.,  SMA 
councilor  for  Kentucky,  no  formal  program  has 
been  arranged.  Good  fellowship  and  congeniality  will 
prevail.  Tickets  may  be  purchased  at  the  general 
registration  desk. 

Postdoctoral  fellowships  are  available,  the  National 

Foundation  for  Infantile  Paralysis  announces,  in  prep- 
aration for  careers  in  research  or  academic  medicine, 
clinical  psychiatry,  rehabilitation,  orthopedics,  and 
management  of  poliomyelitis  and  preventive  medi- 
cine. A fellowship  committee  will  recommend  the 
award  for  which  application  may  be  submitted  at  any 
time.  Applications  received  on  or  before  December 
1 will  be  considered  in  February. 


Expenses  for  Refresher  Courses 
Deductible  from  Income  Tax 

Physician’s  expenditures  for  education  are  now 
deductible  from  their  income  taxes  if  they  are  for  a 
‘refresher’  or  similar  type  of  course  taken  to  main- 
tain the  skills  directly  and  immediately  required  in 
the  physician’s  employment  or  business,  according  to 
a letter  from  George  Lull,  M.D.,  Secretary  of  the 
AMA. 

Dr.  Lull  further  stated  that  when  a physician 
travels  away  from  home  to  take  a refresher  course 
his  travel,  meals  and  lodgings  expenses  are  deductible. 
His  personal  expenses,  such  as  sightseeing  and  social 
entertaining  are  not. 

Expenses  for  education  designed  to  prepare  the 
practitioner  to  enter  a specialty  are  not  deductible. 
Dr.  Lull  said. 

MDs  Named  Morehead  Regents 

William  H.  Cartmell,  M.D.,  Maysville,  and  Paul 
Hall,  M.D.,  Paintsville,  have  been  appointed  by 
Governor  Chandler  to  serve  as  regents  of  Morehead 
State  College. 

Dr.  Cartmell,  staff  member  of  Hayswood  Hospital 
at  Maysville,  formerly  served  as  president  of  the  Ma- 
son County  Medical  Society  and  the  Licking  Valley 
Medical  Association.  He  received  his  medical  training 
at  Rush  Medical  School  at  the  University  of  Chicago. 
Dr.  Hall,  a member  of  the  Southeastern  Surgical 
Congress,  formerly  served  on  the  KSMA  Council. 
He  is  a graduate  of  the  Medical  Department  of  the 
University  of  Louisville. 
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64  Technical  Exhibitors  to  Display 
Products  at  ’56  Annual  Meeting 

Sixty-four  technical  exhibitors  will  display  their 
latest  developments  in  drugs,  services,  literature  and 
equipment  at  the  1956  Annual  Meeting,  September 
18-20,  according  to  W.  O.  Johnson,  M.D.,  chairman 
of  the  Committee  on  Technical  Exhibits. 

“We  appreciate  the  support  these  companies  give 
our  Annual  Meeting.  Their  exhibits  show  the  latest 
developments  in  drugs,  services,  literature,  etc.  We 
are  grateful  for  the  important  contributions  these 
companies  make  each  year,”  Dr.  Johnson  said. 

The  1956  exhibitors  are: 

Abbott  Laboratories 
A.  S.  Aloe  Company 
Ames  Company 
Ayerst  Laboratories 
Baker  Laboratories 
Blue  Cross  Hospital  Plan 
Burroughs  Wellcome 
Burton  Parsons  & Company 
Carroll-Dunham-Smith  Co. 

Central  Pharmacal  Co. 

Ciba  Pharmaceutical  Company 
Coca  Cola  Company 
Crocker-Fels  Company 
Dick  X-Ray  Company 
Doho  Chemical  Corp. 

Eaton  Laboratories 
Encyclopedia  Americana 
C.  B.  Fleet  Company 


General  Electric  Co.,  X-Ray 

Guild  of  Prescription  Opticians  of  Kentucky 

John  Hancock 

Health  Insurance  Council 

Hoffman  LaRoche 

Kay  Surgical 

Lanier  Company 

Lederle  Laboratories 

Eli  Lilly  and  Company 

J.  B.  Lippincott 

Logan  Company  (Sealy) 

J.  C.  Majors,  Company 
Maltbie  Laboratories 
Massengill  Company 
McNeil  Laboratories 
Mead-Johnson  Company 
Medical  Aids,  Inc. 

Medical  Protective  Company 
William  S.  Merrell 
Miller  Surgical  Company 
C.  V.  Mosby 
Nordmarck 

Ortho  Pharmaceutical  Co. 

Parke-Davis  and  Company 

Pfizer  Laboratories 

R.  J.  Reynolds  Tobacco  Co. 

A.  H.  Robins 
J.  B.  Roerig,  Co. 

Ross  Laboratories  (M&H) 

Sanborn  Company 
Sandoz 

Schering  Corporation 


MONODRAL"""  MEBARAL 


ANTICHOLINERGIC  • SEDATIVE 

in  peptic  nicer  management 

• relieves  pain  promptly  • promotes  healing 

• reduces  tension  safely  • maintains  anacidity  for  hours 

• tranquilizes  without  dulling  • controls  hyperactivity  of 

• well  tolerated  “PP**'  Sastro-intestinal  tract 

Monodral  with  Mebaral — the  “psycho vis- 
ceral stabilizer” — provides  for  patients  with  ulcer 
and  gastro-intestinal  spasm  an  effective  barrier 
against  the  impact  of  environmental  stimuli  . . . 
controls  gastric  hypersecretion  and  hypermotihty 
for  three  and  one  half  to  five  hours.* 

EACH  TABLET  CONTAINS:  DOSAGE:  1 Or  2 tablets  three  or 

Monodral  bromide 5 mg.  four  times  daily. 

Mebaral 32  mg.  Available  on  prescription  only. 

Bottles  of  100  tablets. 

Laboratories  New  York  18,  N.  Y. 

Monodral  (brand  of  pentbienate)  and  Mebaral  (brand  of  mepbobarbital),  trade- 
marks reg.  U.  S.  Pat.  Off. 

*Re/erencea  and  clinical  trial  supplies  available  on  request. 
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Trasentine- 


nobarbit 


c I B A 

Summit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Traeentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbitaL 


2/2220M 


Julius  Schmid,  Inc. 

G.  D.  Searle,  Company 
Sharpe  and  Dohme 
Smith,  Kline  & French  Labs. 

E.  R.  Squibb,  Company 
Theo  Tafel 

Templer-Thelan  X-Ray 
True  Fit 

United  States  Tobacco  Co. 

Upjohn  Company 
U.  S.  Vitamin 

Warner-Chilcott  Laboratories 
White  Laboratories 
Max  Wocher 

Sears-Roebuck  Foundation 
Announces  New  MD  Loans 

The  Sears-Roebuck  Foundation  recently  announced 
its  assistance  in  establishing  1 1 new  medical  practices 
through  13  loans  to  physicians.  The  loans,  totaling 
$71,000,  were  under  the  Foundation’s  recently  es- 
tablished Plan  of  Assistance. 

The  Plan’s  purpose,  according  to  Theodore  V. 
Houser,  president  of  the  Foundation,  is  to  help  phy- 
sicians to  supplement  this  personal  and  local  financing 
when  it  is  insufficient,  especially  in  areas  with  in- 
adequate medical  care.  Mr.  Houser  announced  that 
applications  are  being  received  for  loans  from  an 
approximate  $80,000  available  for  the  last  half  of 
1956. 

It  was  noted  by  KSMA  officials  that  no  Kentucky 
physicians  have  applied  for  these  loans  to  date. 


SMA’s  First  Service  Award 
to  be  Presented  in  1956 

The  Southern  Medical  Association  recently  an- 
nounced the  establishment  of  its  Distinguished  Service 
Award.  The  Award,  symbolized  by  a 14K  gold  medal, 
will  be  presented  at  the  association’s  Golden  Anni- 
versary Meeting  in  Washington,  D.  C.,  November 
12-14,  1956. 

The  award,  created  at  the  1955  meeting,  was  es- 
tablished “for  the  purpose  of  recognizing  a physician- 
member  of  the  Southern  Medical  Association  lor  out- 
standing contributions  to  the  advancement  of  Medi- 
cine.” 

Any  member  of  the  SMA  in  good  standing  is  eligi- 
ble for  nomination.  Official  nomination  forms  are 
available  at  the  SMA  headquarters  office.  Contact 
the  Executive  Secretary  of  the  Association,  Room 
1020,  Empire  Building,  Birmingham  3,  Alabama,  for 
further  information. 

Austin  Named  Head  of  Pharmacists 

Roy  Austin,  Paducah  pharmacist  for  33  years,  was 
elected  president  of  the  Kentucky  Pharmaceutical 
Association  on  August  8.  He  succeeds  Fred  L.  Lewis, 
Jr.  of  Harlan. 

The  veteran  Paducah  druggist  and  five  other  officers 
were  installed  at  the  closing  session  of  the  three-day 
annual  pharmaceutical  convention  held  in  Louisville 
August  5-8.  The  other  officers  include:  Arthur  Reeb, 
Louisville,  first  vice-president;  J.  J.  Thompson,  Park 
Hills,  second  vice-president;  R.  W.  Leake,  Danville, 
third  vice-president;  E.  M.  Josey,  Frankfort,  secretary; 
and  J.  P.  Arnold,  Franklin,  treasurer. 
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Patient’s  Hospital  Expenditures 
Increase  116%  in  10  Years 

“In  US  hospitals  of  all  types,  expenditures  per  pa- 
tient day  rose  116  per  cent  in  the  last  10  years,  and 
in  the  nonprofit  short-term  general  hospitals  the  rise 
was  141  per  cent,”  according  to  Ray  E.  Brown,  presi- 
dent of  the  American  Hospital  Association. 

Mr.  Brown  said,  “Hospital  care  has  become  more 
expensive  as  it  has  offered  more  diversified  services 
for  treating  and  caring  for  patients.” 

Other  10  year  trends  were  pointed  out  by  Mr. 
Brown.  Some  were:  The  over-all  increase  in  the  num- 
ber of  hospital  beds  was  12  per  cent.  There  were 
5,397,919  more  admissions  in  1955  than  in  1946 — 34 
per  cent  increase.  In  1955  there  was  a 63  per  cent 
increase  in  hospital  births.  The  total  number  of  full- 
time personnel  employed  in  hospitals  of  all  types 
rose  from  829,571  to  1,300,733. 

Louisville  MDs  Receive  A>vard 

The  first  annual  Barr  award  for  the  most  notable 
literary  contribution  in  the  field  of  psychiatry  and 
mental  hygiene  has  been  received  by  Harold  L. 
McPheeters,  M.D.,  and  W.  Walter  Fox,  M.D.,  both 
of  Louisville.  The  presentation  was  made  by  Spafford 
Ackerly,  M.D.,  chairman  of  the  department  of  psy- 
chiatry and  mental  health  at  the  University  of  Louis- 
ville School  of  Medicine. 

Established  in  1954  by  the  John  W.  Barr,  Jr., 
Estate  Fund,  the  $100  award  will  be  given  each  year 
for  literary  achievement  to  a member  or  members  of 
the  psychiatry  and  mental  health  department.  Re- 
search for  the  McPheeters-Fox  paper  was  done  at 
Central  State  Hospital,  Lakeland. 


News  Items 


The  fall  meeting  of  the  Midwest  Group  of  the  Medi- 
cal Library  Association  will  be  held  at  Henry  Ford 
Hospital,  Detroit,  Michigan,  on  October  19-20,  ac- 
cording to  David  A.  Kronick,  chairman.  Membership 
Committee.  Program  topics  include:  “Medical  Writ- 
ing,” “Intravenous  Feeding  of  Whole  Food”  and 
“Arabic  Medicine.”  A library  workshop  is  also 
planned. 

M.  Harper  Wright,  MD.,  an  Obstetrican  and  gyne- 
cologist, has  become  associated  with  the  Graves  Gil- 
bert Clinic  in  Bowling  Green.  A 1947  graduate  of 
Vanderbilt  University  School  of  Medicine,  Dr.  Wright 
interned  at  the  Baroness  Erlanger  Hospital  in  Chatta- 
nooga, Tennessee.  He  served  a residency  at  the  Louis- 
ville General  Hospital. 

Louis  D.  Myre,  M.D.,  has  located  in  Paducah.  A ’52 
graduate  of  Northwestern  University  School  of  Medi- 
cine, Dr.  Myre  interned  at  Chicago  Wesley  Memorial 
Hospital. 

David  W.  Parsons,  M.D.,  has  joined  the  staff  of  the 
Trover  Clinic  in  Madisonville.  Dr.  Parsons,  an  in- 
ternist, was  graduated  from  the  Harvard  Medical 
School.  He  had  his  hospital  training  at  the  Presby- 
terian Hospital  in  Chicago  and  the  Hospitals  of  the 
University  of  Pennsylvania. 

William  Pingelton,  M.D.,  an  obstetrician  and  gyne- 
cologist, has  begun  a practice  in  Louisville.  A 1952 
graduate  of  the  North  Western  University  School  of 
Medicine,  interned  at  Parkland  Hospital  in  Dallas, 
Texas.  He  served  residencies  at  the  University  Hos- 
pital in  Little  Rock,  Arkansas  and  the  Louisville 
General  Hospital. 


OCULISTS’  PRESCRIPTIONS  EXCLUSIVELY 


MUTH  OPTICAL  COMPANY 


Prescription  Opticians 


665  S.  4th  Brown  Hotel  Building  Louisville  2 


„ THE 

K E E L E Y 

Treating  alcoholism  and  other  problems  of  addiction 

INSTITUTE 

• 

REGISTERED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION - 
MEMBER  AMERICAN  HOSPITAL  ASSOCIATION. 

OWIOHT,  ILLINOIS 

QleaMu&w- 

On  The  Kratzville  Road 


TELEPHONE  5-6181 

A PRIVATE  HOSPITAL  FOR  THE  TREAT- 
MENT OF  PATIENTS  SUFFERING  FROM 
MENTAL  ILLNESS,  ALCOHOLISM  AND 
DRUG  ADDICTION. 


EVANSVILLE,  IND. 


SEPARATE  BUILDINGS  FOR  DISTURBED  AND 
CONVALESCENT  PATIENTS. 


Equipped  for  Surgery 

ELECTROENCEPHALOGRAPH  — CLINICAL  LABORA- 
TORY—EKG  AND  BMR  EQUIPMENT— STEREOSCOPIC 
X-RAY  — HYDROTHERAPY. 

ALBERT  J.  CREVELLO,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
& Neurology.  Inc. 

MEDICAL  DIRECTOR 
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CROCKER-FELS  COMPANY 

SERVING  PHYSICIANS  AND  HOSPITALS  SINCE  1882 


If  you’re  looking  for  an  unusually  attractive  examining  room  suite,  unusually  serviceable  equip- 
ment, and  special  features  to  make  your  work  easier — you’ll  find  them  in  Hamilton’s  Steeltone,  shown 
above.  And  it’s  available  in  an  array  of  decorators’  colors:  white  deluxe,  cream  white,  jade  green, 

Washington  blue,  coral,  and  silver  metallic. 

The  name  Hamilton  is  synonymous  with  quality. 

The  Crocker-Fels  Company 

624  S.  THIRD  ST.  CLay  8855  LOUISVILLE,  KY. 

Ask  about  our  liberal  financing  plan 


Theodore  Kets,  M.D.,  a 1941  graduate  of  the  Uni- 
versity of  Buffalo  (New  York)  School  of  Medicine, 
has  located  in  Paducah.  Dr.  Koss  interned  at  the 
Allied  Hospitals  of  the  Sisters  of  Charity  in  Buffalo. 

Charles  Taylor,  M.D.,  recently  announced  his  associ- 
ation with  W.  M.  Brown,  M.D.,  and  Grace  Brown,  M.D., 

in  the  practice  of  general  medicine  in  Corbin.  Dr. 
Taylor  who  interned  at  the  Good  Samaritan  Hospital 
in  Lexington  is  a 1955  graduate  of  the  University  of 
Louisville  School  of  Medicine. 

Harold  Davis,  M.D.,  has  begun  a residency  in  radi- 
ology at  the  Louisville  General  Hospital.  Dr.  Davis, 
a ’52  graduate  of  the  University  of  Louisville  School 
of  Medicine,  formerly  practiced  medicine  in  Rich- 
mond. 

Benjamin  Bradford,  M.D.,  an  internist,  has  begun  a 
practice  in  Paducah.  A 1948  graduate  of  the  Louisi- 
ana State  University  School  of  Medicine,  Dr.  Brad- 
ford interned  at  the  USPHS  Hospital  in  Stapleton, 
New  York.  He  received  his  other  hospital  training 
at  Navy  hospitals  and  Tulane  University  Hospitals. 

D.  B.  Southard,  M.D.,  retired  June  30  as  consultant 
of  the  Lincoln  County  Health  Department.  Dr. 
Southard,  who  helped  found  the  department,  in  1930, 
is  a graduate  of  the  Hospital  College  of  Medicine. 
He  began  his  practice  in  Rockcastle  County. 

John  Berry,  Jr.,  M.D.,  has  become  associated  with 
Robert  D,  Shepard,  M.D.,  Lexington  in  the  practice 
of  radiology.  Dr.  Berry,  a native  of  Lexington,  is  a 
graduate  of  the  University  of  Louisville  School  of 


Medicine.  He  interned  at  Good  Samaritan  Hospital 
in  Lexington.  For  the  past  three  years  he  has  been 
.serving  a residency  in  radiology  at  the  Louisville 
General  Hospital. 

John  P.  Welborn,  M.D.,  a graduate  of  the  University 
of  Tennessee  School  of  Medicine,  has  located  in  Mor- 
ganfield.  Dr.  Welborn  interned  at  US  Navy  Hospitals. 

Edward  Hand,  M.D.,  has  returned  from  the  service 
and  begun  a practice  in  Vine  Grove.  A ’47  graduate 
of  the  University  of  Louisville,  Dr.  Hand  interned  at 
St.  Joseph  Infirmary  in  Louisville. 

Thomas  Ferrell,  Jr.,  M.D.,  has  begun  a practice  in 
Elizabethtown.  Dr.  Ferrell,  a ’51  graduate  of  the 
University  of  Louisville  School  of  Medicine,  formerly 
practiced  in  Vine  Grove.  He  interned  at  St.  Joseph 
Infirmary  in  Louisville. 

Ray  Murphey,  Jr„  M.D.,  a ’52  graduate  of  the  Uni- 
versity of  Louisville  School  of  Medicine,  has  begun 
a practice  in  Lexington.  Dr.  Murphey  interned  at  the 
Good  Samaritan  Hospital  in  Lexington  and  has  been 
associated  with  the  Veterans  Administration  Hospital 
in  Atlanta. 

Hollis  Johnson,  M.D.,  has  resigned  his  position  with 
the  Norton  Infirmary  and  has  entered  an  association 
with  John  P.  Bell,  M.D.,  and  Harvey  S.  St.  Clair, 
M.D.,  Louisville.  Dr.  Johnson,  a psychiatrist,  gradu- 
ated from  the  University  of  Louisville  School  of 
Medicine  and  served  residencies  at  the  Louisville 
General  Hospital  and  New  York  Hospital,  West- 
chester Division,  White  Plains,  N.  Y. 
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During  the  State  Medical  Meeting  September  18,  19,  20, 
I will  be  in  my  usual  booth  in  the  Exhibit  Hall  to  answer  your 
questions  and  to  render  whatever  service  you  may  desire  in 
connection  with  your  contract  that  you  have  with  me  and 
Good  ole’  John  Hancock. 


Write  or  phone 
I’ll  come  see  you 

Phone  WA-2632 


John  Hancock  Mutual  Life  Ins.  Co. 
507  Marion  E.  Taylor  Bldg. 
Louisville,  Kentucky 
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. . the  most  effective  antihypertensive  agent  available.”' 

. a simple  and  safe  regimen  for  the  ambulatory  management  of  hyper- 
tensive patients. 

“.  . . reduction  of  the  blood  pressure  may  be  achieved  in  substantially 
all  forms  of  hypertension. 

“.  . . possible  in  most  patients  to  get  a good  control  over  blood  pressure 
levels  with  comparatively  few  side-effects.”^ 

“.  . . significant  falls  . . . occurred  in  systolic  and  diastolic  blood  pressure. 
. . . The  cardiac,  retinal  and  coronary  status  of  all  patients  was  im- 
proved.”^ 


TARTRATE  Pentolinium  Tartrate  Philadelphia  1,  Pa. 

Lowers  Blood  Pressure 


I.  Moser,  M.:  New  York 
State  J.  Med.  55:1999 
(July  15)  1955.  2.  Agrest, 
A.,  and  Hoobler,  S.W.: 

J. A.M.A.  157:999  (March 
19)  1955.  3.  Smirk,  F.H.: 
Am.  J.  Med.  17:839  (Dec.) 
1954.  4.  Smirk,  F.H.,  and 
McQueen,  E.G.:  J.  Chron. 
Dis.  1:516  (May)  1955. 
5.  Waldman,  S.,  and  Pel- 
ner,L.:Am.J.M.  Sc.  231:140 
(Feb.)  1956. 


LANOXIN’ 

brand 

DIGOXIN 

formerly  known  as  Digoxin  ‘B.  W,  & Co/^ 

The  new  name  has  been  adopted 
to  make  easier  for  everyone 

the  distinction  between 

Digoxin  and  Digitoxin. 

Now  slo.pI,  write:  ^ 

to  provide  the  unchanging  safety  and  predictability  afforded  by  the 
uniform  potency,  uniform  absorption,  brief  latent  period  and  optimum 
rate  of  elimination  of  this  crystalline  glycoside. 


Tablets:  0.25  mg.  (white)  and  0.5  mg.  (green) 

Elixir  Pediatric : 0.05  mg.  in  each  cc. 

Ampuls:  0.5  mg.  in  2 cc. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  \HC.,  Tuckahoe,  New  York 
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maximum  efficacy  with  minimum  risk 


Terfonyl 

SQUIBB  METH-OIA-MER  SULFONAMIDES 


mg.  per  100  ml. 

▼ 


15 

BLOOD  LEVE 

LS  IN  MAN  ON  DOSAGI 

OF  6 GM. 

PER  DAY 

A 

. 

TE 

IFONYL 

■1 

■ 

SIN 

3tE  "SOLUBLE” 

SULFONAMIDE-  ' 

1 

' 

^ 

1 



- Afttr  l^hr.O..MoO«rn  Ue4.  23illl  U»«.  IS)  ieS5. 


Terfonyl  is  absorbed  as  well  as  single  “soluble"  sul- 
fonamides, but  is  eliminated  at  a slower  rate.  For  this 
reason,  Terfonyl  blood  levels  are  much  higher. 

In  experimental  infections  (Klebsiella,  Pneumococcus, 
Streptococcus),  Meth-Dia-Mer  sulfonamides  have  been 
shown  to  be  from  three  to  four  times  more  effective 
on  a weight  basis  than  single  “soluble"  sulfonamides. 

Toxicity  is  minimal  because  normal  dosage  provides 
only  one-third  the  normal  amount  of  each  sulfonamide. 
The  body  handles  each  component  as  though  it  were 
present  alone,  although  therapeutic  effects  are  additive. 

Terfonyl  Tablets,  0.5  Gm.,  bottles  of  100  and  1000. 

Terfonyl  Suspension,  0.5  Gm.  per  5 ml.,  pint  bottles. 

0.167  Gm,  each  of  sulfamethazine,  sulfadiazine  and  sulfa- 
merazine  per  tablet  or  per  5 ml.  teaspoonful  of  suspension. 


Squibb 


■terfonyl'©  is  a SQUIBB  TRADEMARK 
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THE  CINCINNATI  SANITARIUM 

ESTABLISHED  1873 


A Private  Psychiatric  Hospitai  Offering 
Modern  Diagnostic  and  Treatment  Procedures 


• Equipped  to  provide  all  modern  and  accepted  methods  of  treatment. 

• Ample  classification  facilities  with  qualified  psychiatric  nursing. 

• Complete  occupational  therapy  and  recreation  activities. 


.o.  ' • 


• Rest  Cottage,  a separate  department  for  mild  neurotic  problems 
and  the  convalescent. 


OUT-PATIENT  DEPARTMENT  LOCATED  IN  A COMPLETELY  NEW  BUILDING 


OWEN  C.  CLARK,  M.D Medical  Director 

W.  N.  WRIGHT,  M.D.  . . . Psychiatrist  in  Residence 
HENRY  GRUENER,  M.D.  . . . Physician  in  Residence 
DOUGLAS  A.  JOHNSTON,  M.D.  . . . Medical  Director  Emeritus 
ISABELLE  DAULTON,  R.N.  . . . Director  of  Nursing 
GRACE  SPINDLER,  R.N.  . . . Assistant  Director  of  Nursing 
ELLIOTT  OTTE  . . . Business  Administrator 


W 


New  out-patient  building 


write  for  descriptive  booklet 


THE  CINCINNATI  SANITARIUM 


5642  HAMILTON  AVENUE,  Cincinnati  24,  Ohio 
Telephone  Kirby  1-0135  Kirby  1-0136 


• • * * • « 


• ••••  ••••:  • : : ♦ V* 

• ••rr*.  t**  • • — • j ?w 

T-ATT 


widest 

approach 


Schering 


METIMYD 

Ophthalmic 

Suspension 


eye  disorders 

combines  prednisolone  and  sulfacetamide 
antibacterial 
antiallergic 
anti-inflammatory 

also  available  as  AAetimyd  Ointment  with  Neomycin 

Metimyd,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 


*T.M. 


MM-J-2-4S6 


II 


STERILE 

OPHTHALMIC 

PREPARATIONS 


in 

eye  disorders 


. infection 

• inflammation 

• injury 

• allergy 


Sodium  SULAMYD,®  brand  of  Sulfacetamide  Sodium  U.S.  P. 

METIMYD,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 

CORTICLORON,®  brand  of  cortisone  acetate  and  chlorprophenpyridamine  preparations. 


•T.M. 


MM.J. 1.456 


With  little  chance  of  error  in  Formula  Preparation 

BAKER’S  MODIFIED  MILK* 


\ I 


Designed  for  all  infant  feeding  from 
Inrth  to  the  end  of  the  first  vear. 
Baker’s  Modified  Milk  is  a time-saver 
for  busy  physieiansand  busy  hospitals. 

Baker’s  Modified  Milk  is  furnished 
gratis  to  all  hospitals  for  your  use. 

*Made  exclusively  from  Grade  A milk  (U.  S. 
Public  Health  Service  Milk  Code)  which  has  been 
modified  by  replacement  of  the  milk  fat  with 
vegetable  and  animal  fats  and  by  the  addition 
of  carbohydrates,  vitamins  and  iron. 


THE  BAKER  LABORATORIES,  INC. 

/^tedicaC  “P/LO^ed^loK/ 


MAIN  OFFICE:  CLEVELAND  3,  OHIO 


PLANT;  EAST  TROY,  WISCONSIN 
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HERE’S  WHY  SO  MANY  DOCTORS 
NOW  SMOKE  AND  RECOMMEND 


Viceroy 


Twice  as  Many  Filters 

AS  THE  OTHER  TWO  LARGEST-SELLING  FILTER  BRANDS 

For  the  Smoothest  Taste  in  Smoking! 


COMPARE! 


HOW  MANY  FILTERS  IN  YOUR  FILTER  TIP? 

(REMEMBER-THE  MORE  FILTERS  THE  SMOOTHER  THE  TASTE!) 


Brand  C 


.VICEROY'S  EXCLUSIVE  FILTER  IS  MADE  FROM  PURE  CELLULQSE-SOFT.  SNOW-WHITE.  NATURAL! 


Viceroy 

filter'  ^ip 

CIGARETTES 

KING-SIZE 
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Extensive  loss  of  body  protein  can  occur  in  either 
the  spare  or  obese  geriatric  patient.  But  whatever 
the  patient’s  somatotype,  a decrease  in  lean  body 
mass  is  usually  the  result  of  inadequate  protein 
intake  due  to  poor  dentition,  slowed-down  diges- 
tion and  quite  frequently,  unappetizing  main 
dishes. 

Knox  Gelatine  is  an  excellent  non-residue  pro- 
tein which  is  easy  to  chew  and  readily  digested  and 
assimilated.  As  a vehicle  for  many  foods,  Knox 
Gelatine  brightens  bland  diets,  giving  a new  inter- 
est to  jaded  appetites.  As  a concentrated  protein 
drink,  Knox  Gelatine  supplies  seven  out  of  eight 
essential  amino  acids  and  a majority  of  the  other 
amino  acids  composing  protein. 


Specific  suggestions  on  how  to  use  Knox  Gela- 
tine in  different  types  of  geriatric  diets  are  de- 
scribed in  the  booklets  listed  in  the  coupon  below. 

■ 1 

( Chas.  B.  Knox  Gelatine  Company,  Inc.  ■ 

' Professional  Service  Department  SJ-18 
Johnstown,  N.  Y. 

Indicate  number  of  special  diet  booklets  desired 
for  your  patients  opposite  title: 

GERIATRIC REDUCING 

DIABETIC fOvvAi  ggrrvT 

YOUR  NAME  AND  ADDRESS 
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Relax  the  best  way 

...pause  for  Coke 


continuous  quality 
is  quality  you  trust 


organomercurial  diuretics 
''...permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition."5j> 

5kModell,  W. : The  Relief  of  Symptoms,  Phil- 
adelphia, W.  B.  Saunders  Company,  1955, 
pp.  265-266. 


Shoe  Lost  designed 
to  the  shape 
of  average 
normal  foot^ 


• Insole  extension  ond  wedge  at  Inner  corner  of 
heel  where  support  Is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

* Innersoles  guaranteed  not  to  crock  or  collapse. 
Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

* Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

* We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  frtt  booklet,  “The  ^rererealion  of  the  funclioh  of  the 
Foot  Balancing  ond  Synchronizing  the  Shoe  with  the  foot," 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebock  Shoe  Company 
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A tranquilizer  well  suited  for  prolonged  therapy 

NO  ORGANIC 
CONTRAINDICATIONS 

reported  to  date 


• well  tolerated,  non-addictive,  essentially  non-toxic 

• no  blood  dyscrasias,  liver  toxicity,  Parkinson -like  syndrome  or  nasal  stuffiness 

• chemically  unrelated  to  chlorpromazine  or  reserpine 

• does  not  produce  significant  depression 

• orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications:  anxiety  and  tension  states,  muscle  spasm. 

Milt  own 

THE  ORIGINAL  MEPROBAMATE 

DISCOVERED  AND  INTRODUCED  by  Wallace  Laboratories,  New  Brunswick,  N.  J. 


2-methyl-2-n-propyt-1,3-proponediot  dicarbamofe — U.  S.  Patent  2,724,720 

SUPPLIED:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 
Literature  and  Samples  Available  on  Request 
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CITY  VIEW  SANITARIUM 

Established  1907 

NASHVILLE  TENNESSEE 

For  the  diagnosis  and  treatment  of 
mental  and  nervous  disorders,  and 
addictions  to  alcohol  and  drngs 

Psychotherapy  and  occupational  therapy 

Electrical  shock  and  insulin  therapy  as  indicated 

Frank  W.  Stevens,  M.  D. 

Director 

G.  Tivis  Graves,  Jr.,  M,  D. 

Associate  Director 


WAYSIDE  HOSPITAL 

168  North  Broadway 
Lexington,  Kentucky 

A private  psychiatric  hospital  for  men,  offering  modern  diagnostic  and  treat- 
ment procedures,  a luxurious  cluh-like  atmosphere,  and  a cordial  hospitality. 

Approved  By  American  Medical  Association 
Staff 

H.  Halbert  Leet,  M.D.  John  H.  Rompf,  M.D. 

Carl  Wiesel,  M.D.  Irving  A.  Gail,  M.D. 

Edward  L.  Houchin,  Administrator 

Phone:  2-2050 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

{The  Pioneer  Postgraduate  Medical  Institution  in  America) 


PROCTOLOGY  and  GASTROENTEROLOGY 

A combined  course  comprising  attendance 
at  clinics  and  lectures;  instruction  in  ex- 
amination, diagnosis  and  treatment;  wit- 
nessing operations;  ward  rounds;  demon- 
stration of  cases;  pathology;  radiolog\'; 
anatomy;  operative  proctology  on  the 
cadaver;  attendance  at  departmental  and 
general  conferences. 

For  Information  about  these  and 
other  courses  Address: 


PRACTICAL  ELECTROCARDIOGRAPHY 

A two  weeks  part  time  elementary  course  for  the  prac- 
titioner based  upon  an  understanding  of  electrophysi- 
ologic  principles.  Standard,  unipolar  and  precordial 
electrocardiography  of  the  normal  heart.  Bundle  branch 
block,  ventricular  hypertrophy,  and  myocardial  infarc- 
tion considered  from  clinical  as  well  as  electrocardio- 
graphic viewpoints.  Diagnosis  of  arrhythmias  of  clinical 
significance  will  be  emphasized.  Attendance  at,  and 
participation  in,  sessions  of  actual  reading  of  routine 
hospital  electrocardiograms. 


THE  DEAN,  345  WEST  50th  St.,  New  York  19,  N.  Y. 
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part  of  every  illness 


ANXIETY 


is  part  of 

GASTROINTESTINAL 

DISORDERS 


In  every  patient . . . 
a valuable  adjunct 
;j  to  the  customary  therapy 

III 

il  Supplied:  Tablets,  400  mg.,  bottles  of  50. 

> Usual  Dose:  1 tablet,  t.i.d. 


*Trademark 

anti-anxiety  factor  with  muscle-relaxing  action 


Licensed  under  U,S.  Patent  No.  2.724,720 


(R.i 

Philadelphia  I,  Pa. 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN: 

widely  used 
nafure/L  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5645 


the  Emblems  of  RELIABLE  PROTECTION 


We  cordially  invite  your  inquiry 
for  application  for  membership 

which  affords  protection  against 
loss  of  income  from  accident  and 
sickness  as  well  as  benefits  for 
hospital  expenses  for  you  and 
all  your  dependents 


S4. 500.000  ASSETS 
$23,000,000  PAID  FOR  BENEFITS 
SINCE  ORGANIZATION 


Since  1902 


PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 
OMAHA  2,  NEBRASKA 
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for  more  efficient  ^ 

CONTROL  OF 


Each  tablet  contains:  Aspirin  200  mg.  (3  grains) 

Phenacetin  150  mg.  (2Yt  grains) 

Caffeine  30  mg.  {Yi  grain) 


Demerol  hydrochloride  30 mg.  {'A  grain) 

Average  Adult  Dose:  1 or  2 tablets 

repeated  in  three  or  four  hours  as  needed. 

Bottles  of  100  tablets.  Narcotic  blank  required. 

”Such  a combination  has  proven  clinically  to  be  far 
more  effective  and  no  more  toxic  than  equivalent 
doses  of  any  of  these  used  singly.  " * 

LABORATORIES 

NEW  YORK  18,  N.  Y. 


*Bonica,  J.J.;  and  Backup,  P.H.:  Northwest  Med.,  54:22,  Jan.  1955. 
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RAI>IUM 

(Including  Radium  Applicators) 

For  All  Medical  Purposes 

Est.  1919 

Quincy  X-Ray  & Radium  Laboratories 

(Owned  and  Directed  by  a Physician- 
Radiologist) 


HAROLD  SWANBERG,  B.S.,  M.D.,  Director 
W.  C.  U.  Bldg.  Quincy,  Illinois 


WANTED 

GENERAL  PRACTITIONER 
OR  INTERNIST 
To  occupy  unit  in  suite 
of  downtown  Louisville  office, 
656-660  Francis  Building. 
Leased  by 

established  Surgeon-Gynecologist. 
Unusual  Opportunity! 
Phone  Ju  4-3614 


MEDICAL-DENTAL  BUSINESS  BUREAU,  INC. 

227  HEYBURN  BUILDING  — P.  O.  BOX  1465  WAbash  6725 

334  W.  BROADWAY 
LOUISVILLE,  KENTUCKY 


Gentlemen,  I am  interested  in  talking  with  you  about  the  subjects  checked  below. 

See  me  at  (address) on  (date) at  (hour) 

Doctor 


( ) Practice  Survey  and  Recommendations 
( ) Financial  Records  and  Reports 
( ) Professional  Management  Service 
( ) Long-Term  Financial  Planning 
( ) Tax  Returns 
( ) Other: 


( ) Centralized  Bookkeeping 

(Statements  to  Patients) 

( ) Pre-Collection  Program 
( ) Partnership  Formation 
( ) Sale  of  Practice 
( ) Collections 


TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES.  AND  ALCOHOLISM 


Member  of  the  American  Hospital  Association  and  Notional  Association 
of  Private  Psychiatric  Hospitals 


Four  modern  buildings,  separate  for  men  and  women 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD. 

Hospital  Administrator 


Registered  nurses  and  trained  personnel.  Constant 
medical  supervision.  Open  to  members  of  the  Medical 
Association. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louis- 
ville. on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE,  M.D.,  Neuropsychiatrist 
Medical  Director 

T.  J.  SMITH,  M.D.,  Associate 
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Sinking  relief  from  nausea  of  pregnancy 


brand  Cyclizine  Hydrochloride  and 
Pyridoxine  Hydrochloride 


Just  one  tablet  a day,  on  rising  or 
at  night,  restores  the  nausea-free 
status  to  most  pregnant  women. 

Each  tablet  of ‘Maredox'  contains: 


‘Marezine’®  brand 

Cyclizine  Hydrochloride 50  mg. 

Pyridoxine  Hydrochloride 50  mg. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  Tuckahoe,  New  York 
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The  Flavor  Remains  Stable  down  to  the  last  tablet. 


25p  Bottle  of  48  tablets  (114  grs.  each). 

We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COM  PA  NY  DIVISION  of  Sterling  Drue  inc.  1450  Broadway,  New  York  18,  N.  Y. 
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for 

preventing  and 
treating  upper 
respiratory 
infections 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Achrocidin  provides  in  one  tablet  all  the  drugs  which  are  often 
prescribed  separately  for  the  prevention  and  treatment  of  cold  com- 
plications—conditions  such  as  otitis,  adenitis,  sinusitis,  and  others. 
This  comprehensive  formula  1)  provides  potent  therapeutic  and 
prophylactic  action  against  a wide  variety  of  infective  organisms, 
2)  relieves  pain  and  discomfort,  3)  depresses  fever,  4)  alleviates 
nasal  congestion. 

Available  on  prescription  only 


Each  tablet  contains: 

Achromycin®  Tetracycline 125  mg. 

Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  mg. 

Chlorothen  Citrate 25  mg. 

Bottle  of  2J,  tablets. 


Average  adult  dose:  2 tablets,  4 times  daily 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
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l^john 

Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


tablets 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

• RECISTEREO  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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SECLUSION  M 


Write  for  Information 

HELEN  AMOS 
4911  East  27th  St. 
Kansas  City,  Mo. 
Phone:  WA.  3-3577 


ATERNITY 

FAIRMOUNT 

HOSPITAL 

FOR 

UNMARRIED 
GIRLS 
Est.  1909 

Private  sanitarium 
with  certified  obstet- 
rician in  charge.  Fold- 
er fully  describing 
services  FREE  on  re- 
quest. Early  entrance 
advised. 

Rates  reasonable.  In 
certain  cases  work  giv- 
en to  reduce  expenses. 


Offices  to  be  put  in  condition  for  rent, 
located  513  Main  Street  in  Shelbyville 

Suitable  for  two  young  doctors. 


Reasonable  Rent — Yearly  Lease. 


Contact:  MRS.  ALICE  FOREE  MASON 
11  01 -15th  Street  N.  W. 
Apt.  406 

Washington,  D.  C. 


NEW  CASTLE  SANITARIUM 

Telephone  3621 
NEW  CASTLE,  KY. 

For  the  core  of 

CHRONIC,  CONVALESCENT  AND  GERIATRIC 
PATIENTS 

Member  of  the  American  Hospital  Association 
Member  of  the  American  Assn,  of  Nursing  Homes 
Licensed  ond  Approved  by  the  Stote  of  Kentucky 

SPECIAL  DIETS  PREPARED — ELECTRO-THERAPY 
TREATMENTS  AVAILABLE 

PRIVATE  PHYSICIAN  AVAILABLE  AT  ALL  HOURS 
24-HOUR  EFFICIENT  AND  CHEERFUL  NURSING  CARE 

REASONABLE  RATES 

New  Selectemp  Modulated  Steam  Heat  With  Filtered  Air 
For  Maximum  Comfort  ond  Safety 
Protected  Throughout  With  Automatic  Fire  Detection 
ond  Alarm  System 

IRA  O.  WALLACE,  Administrator 


PEACE  OF  MIND  FROM  OFFICE  AND  BUSINESS  WORRIES 

OUR  SERVICES  COVER: 

Tax  Returns 
Bookkeeping 

Fees 

Partnerships 

AiAoilaMle 

Delinquent  Accounts 
(No  Commission) 
Office  Routines 

Hospitals 

Clinics 

Counselling  - Investments 

PROFESSIONAL 

BUSINESS 

Office  Planning 
Instructing  Personnel 

Insurance 

MANAGEMENT 

ASSOCIATES: 

Clayton  L.  Scroggins 

Hubert  G.  Stiffler 

John  R.  Lesick 
Richard  D.  Shelley 

Daniel  L.  Zeiser 
Richard  J.  Conklin 

FOR  DOCTORS 

ONLY 

CLAYTON  L.  SCROGGINS  ASSOCIATES 

ESTABLISHED;  1945 

141  West  McMillan  Street 

WOodburn  l-IOlO 

Cincinnati  1 9,  Ohio 

I would  like  to  talk  with 

one  of  your  representatives 

■ 

Name  

All  Services 

Address  

Telephone 

Completely 

Confidential 
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NEW  CONCEPT  IN  URINE-SUGAR  TESTING 


CLINISTIX 


TRADEMARK 


REAGENT  STRIPS 

specific  enzyme  test  for  urine  glucose  - 


just  dip 
and  read 


complete  specificity . . . unaffected  by  non- 
glucose reducing  substances ...  differenti- 
ates glucose  from  other  urine-sugars... 
thousands  of  tests  reveal  no  substance 
causing  a false  positive. 

extreme  sensitivity . . . detects  glucose  con- 
centrations of  0.1  % or  less. 

utmost  simplicity  and  convenience  ...  a 

Clinistix  Reagent  Strip  moistened  with 
urine  turns  blue  when  glucose  is  present. 

qualitative  accuracy ...  used  whenever 

AMES  COMPANY,  IN 

Ames  Company  of  Canada,  Ltd.,  Toronto 


presence  or  absence  of  glucose  must  be 
determined  rapidly  and  frequently. 
Clinistix  does  not  attempt  to  give  quan- 
titative results  because  so  many  factors  in 
urine  influence  enzyme  reactions. 

economy  ...Clinistix  saves  time  and 
cuts  costs... each  strip  is  a complete  test 
rapidly  performed  without  reagents  and 
equipment. 

available:  Packets  of  30  Clinistix  Re- 
agent Strips  in  cartons  of  12  — No.  2830. 

; • ELKHART,  INDIANA 
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“ . . . a highly  effective  antiemetic 

and  is  safe  for  use  in  children.”^ 


THORAZINE* 


chlorpromazine,  S.K.F. 


The  safety  and  effectiveness  of  ‘Thorazine’  for  control  of  vom- 
iting in  children  has  been  confirmed  by  a number  of  clinicians. 

Results  in  refractory  cases  have  been  particularly  dramatic.^'® 


‘Thorazine’  is  available 
in  ampuls,  tablets  and  syrup 
( as  the  hydrochloride ),  and  in 
suppositories  (as  the  base). 

‘Thorazine’  should  be 
administered  discriminately ; 
and,  before  prescribing, 
the  physician  should  be 
fully  conversant  with  the 
available  literature. 


Pediatric  Bibliography 


1.  Wilder:  The  Use  of  Chlorpromazine  as  an  Anti-emetic  in  Children, 
Arch.  Pediat.  72:197  (June)  1955. 

2.  Daeschner  ec  ah:  Chlorpromazine  in  the  Control  of  Vomiting  in 
Children,  Am.  J.  Dis.  Child.  89:525  (May)  1955. 

3.  Sceigman  and  Vallbona:  Chlorpromazine,  A Useful  Antiemetic  in 
Pediatric  Practice,  J.  Pediat.  46:296  (March)  1955- 

4.  Steigman  and  Vallbona:  Experience  with  Chlorpromazine  in  Pedi- 
atrics, Internat.  Rec.  Med.  & Gen.  Pract.  Clinics  J68:351  (May)  1955. 

5.  Moyer  et  al.:  Clinical  Studies  of  an  Anti-emetic  Agent,  Chlorproma- 
zine, Am.  J.  M.  Sc.  228:174  (Aug.)  1954. 


*T.M.  Reg.  U.S.  Pat.  Off. 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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SENSITIVITY  OF  COMMON  PATHOGENS  TO  CHLOfiOMYCETIN  AND  FOUR  OTHER  MAJOR  ANTIBIOTIC  AGENT- 


ESCHERICHIA  COU 
<148-227  STRAINS) 


BACILLUS  PROTEUS 
(63-104  STRAINS) 


■‘This  graph,  based  on  in  t:i(r  1 
is  adapted  from  Horton  ami ' 


when  more  than  one  organism  is  involved... 

Chloromycetin" 

for  today’s  problem  pathogens 


Therapeutic  advantages  of  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  are  espe- 
cially appreciated  when  mi.xed  infections  are  encountered  because  it  provides  highly  effec- 
tive antibiotic  action  both  against  gram-negative  and  against  gram-positive  pathogens. 
CHLOROMYCETIN  also  acts  against  many  pathogens  which  may  grow  when  originally 
sensitive  organisms  have  been  suppressed.- 

Unlike  some  antibacterial  agents  which  are  specific  for  one  type  of  organism  only,  or  others 
to  which  bacterial  resistance  readily  develops,  CHLOROMYCETIN  demonstrates  continued 
efficacy  against  a wide  variety  of  commonly  occurring  microorganisms:  “Sensitivity  of  many 
strains  of  pathogens  to  chloramphenicol  [CHLOROMYCETIN]  and  limited  tendency  of  these 
organisms  to  develop  resistance  to  this  antibiotic  explain  the  effectiveness  of  chloramphen- 
icol where  other  antibiotics  and  chemotherapeutic  agents  have  failed.”^ 

CHLOROMYCETIN  is  a potent  therapeutic  agent,  and  because  certain  blood  dyscrasias  have  been  associated 
with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  inter- 
mittent therapy. 


References:  (1)  Felix,  N.  S.:  Pediat.  Clin.  North  America  3:317,  1956.  (2)  Joron,  G.  E.;  Fowler,  A.  E; 
de  Vries,  J.;  Reid,  G.,  & Mathews,  W.  H.:  Canad.  M.  A.  J.  73:956,  1955.  (3)  Weil,  A.  J.,  & Stempel,  B.:  Anft- 
biotic  Med.  1:319,  1955.  (4)  Perry,  R.  E.,  Jr.:  North  Carolina  M.  J.  16:567,  1955.  (5)  Jones,  G.  E;  Garter,  B.; 
Thomas,  W.  L.,  & Greadick,  R.  N.:  Ohst.  & Gtjnec.  5:.36.5,  195.5.  (6)  Murphy,  F D.,  & Waisbrcn,  B.  A.,  in 
Murphy,  E D.:  Medical  Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Philadelphia,  E A.  Davis  Company, 
1955,  p.  557.  (7)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Shennan,  R.;  Cole,  W;  Elstun,  W,  & Fultz,  C.  T: 
J.A.M.A.  157:305,  1955.  (8)  Horton,  B.  E,  & Knight,  V:  ].  Tennessee  M.  A.  48:367,  1955. 
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KARO®  SYRUP  . . . meets  the  accelerated 
nutritional  requirement  of  early  infancy 


The  high  caloric  requirements  of  in- 
fants, coupled  with  the  fact  that  they 
have  little  ability  to  digest  starchy 
food,  are  indications  for  the  use  of 
an  easily  digested  carbohydrate  milk 
modifier. 

Karo  places  a minimum  demand 
upon  the  digestive  system  during  the 
first  weeks  of  life.  Even  premature 
babies  thrive  on  Karo  because  this 
easily  digested,  completely  utilized, 
fluid  mixture  of  dextrins,  maltose  and 
dextrose  does  not  induce  flatulence, 
colic,  fermentation  or  allergy. 

Karo  permits  easy  adjustment  of 


formula  to  meet  the  accelerated  nutri- 
tional demand  during  the  early 
months  of  rapid  growth.  Mothers  will 
appreciate  the  ease  of  making  formu- 
las containing  Karo,  plus  its  ready 
availability  and  economy.  Light  or 
dark  Karo  syrup  may  be  used  inter- 
changeably with  cow’s  milk  or  evapo- 
rated milk  and  water.  Each  ounce 
yields  120  calories. 


1906  • 50th  ANNIVERSARY  *1956 
CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 
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Ulcer  protection 
that 

lasts  all  night: 


Famine 


* 

BROMIDE 


Tablets 


Each  tablet  contains: 

Methscopolamine  bromide  2.5  mg. 

Average  dosage  ( ulcer): 

One  tablet  one-balf  hour  before  meals,  and  1 
to  2 tablets  at  bedtime. 


Supplied:  Bottles  of  100  and  500  tablets 


Sterile 

Solution 


Each  5 cc.  (approx.  1 tsp.)  contains: 
Methscopolamine  bromide  1.25  mg. 

Dosage: 

1 to  2 teaspoonfuls  three  or  four  times  daily. 
Supplied:  Bottles  of  4 fluidounces 


Each  cc.  contains: 

Methscopolamine  bromide  1 mg. 

Dosage: 

0.25  to  1.0  mg.  (Vi  to  1 cc.),  at  intervals  of  6 to  8 
hours,  subcutaneously  or  intramuscularly. 

Supplied:  Vials  of  1 cc. 


■THE  UPJOHN  eOANO  OF  METHSCOPOLAMINE 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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message 

from 

the 

President 


Valete  et  valete, 
atque  ave. 


Fellow  Members  of  the  Kentucky  State  Medical  Association; 

Let  me  try  to  tell  you  what  our  State  Association  offers  each  of  us. 

First,  it  is  an  organization  through  which  we  doctors  can  give  an  opinion 
on  any  subject  affecting  us  or  the  health  of  the  people  of  Kentucky. 

Second,  every  member  has  the  protection  of  the  combined  opinions  of  the 
rest  of  the  group,  which  in  itself  is  reason  enough  to  belong.  Third,  it  is  an 
organization  through  which  medical  knowledge  is  increased  by  attendance  at 
the  meetings  and  in  reading  the  Journal.  If  we  fully  realized  the  amount  of 
work  that  is  put  into  the  annual  State  meeting  or  into  the  Journal,  we  would 
never  miss  a meeting  or  fail  to  read  a Journal. 

Fourth,  it  is  a component  part  of  a national  organization,  the  American 
Medical  Association,  which  speaks  for  all  doctors  in  the  United  States.  If 
we  don’t  always  agree  with  some  of  the  policies,  we  should  make  our  views 
known  to  those  who  are  working  hard  to  perfect  a better  organization. 

Did  you  know  that  the  executive  committee  of  the  KSMA  Council  meets 
about  once  every  two  months  for  approximately  six  hours,  and  that  the  Coun- 
cil meets  around  six  times  a year  for  about  six  hours  each  time?  The  members 
work  hard  to  carry  on  the  business  of  the  organization.  They  leave  their  prac- 
tice and  drive  long  distances  to  attend  the  meetings. 

And  we  have  many  others,  in  addition  to  members  of  the  Council  and  the 
executive  committee,  who  travel  just  as  far  and  work  just  as  hard  for  the 
KSMA — including  our  delegates  to  the  American  Medical  Association  who 
represent  us  at  the  two  annual  meetings.  No  officer  or  member  of  any  com- 
mittee of  this  organization  receives  any  money  for  his  hard  work  and  travel. 

Isn’t  it  wonderful  to  know  that  we  have  men  who  are  willing  to  add  to  in- 
stead of  always  taking  from  the  organization? 

(3?  f?. 

Richard  R.  Slucher,  M.D. 
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ORAL  PENICILLIN 


FOR  BETTER 

AND  MORE  CONSISTENT  ABSORPTION 


''Because  of  the  better  and  more  consistent 
absorption  of  penicillin  V from  the  intes- 
tinal tract,  it  would  appear  that  this  type  of 
penicillin  is  preferable  to  penicillin  G when 
oral  administration  is  to  be  used”^ 

l.  Martin,  W.  J.,  et  al.:  J.A.M.A.  /eO:928  (March  17) 
1956. 


Fen •Yee* Oral  and  Pen»Vee  Suspension 
permit  new  dependability  in  oral-peni- 
cillin therapy— dependable  stability  in 
gastric  acid,  dependable  and  optimal 
absorption  in  the  duodenum.  "Not  being 
destroyed  by  acid  in  the  stomach,  as  is 
penicillin  G,  penicillin  V remains  avail- 
able in  larger  amounts  for  absorption.”^ 


Pen  Vee 


* 


Oral 

and 

Suspension 


•Trademark 


PEN*VEE*Ora/  is  Penicillin  V,  Crystalline  (Phenoxymethyl  Penicillin) 
Pen* Vee  Suspeiision  is  Benzathine  Penicillin  V Oral  Suspension 


(S. 

Philadelphia  1,  Pa 


re  axes  boih 
the  body 
and  the 
mind 


jprtMimMgcd 

i/Bcrufpy 


O well  tolerated,  nonaddictive,  essentially  nontoxic 
# no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome  or  nasal  stuffiness 
9 chemically  unrelated  to  chlorpromazine  or  reserpine 
9 does  not  produce  significant  depression 
9 orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications:  anxiety  and  tension  states,  muscie  spasm. 


Tranguilizer  untk  muscle-relaxanl  action 


DISCOVERED  AND  INTRODUCED 

BY  \^/  WALLACE  LABORATORIES,  New  Brunswick,  N.J. 


2~methyU2~n-propyUl ,3~propanediol  dicarbamate  — U.S.  Patent  2,72^^720 
supplied:  IfOO  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 
Literature  and  Samples  Available  on  Request 


THE  MILTOWN  MOLECULE 


838 


October  1956  • The  Journal  of  the  Ker. 


24-hour  control 

for  the  majority  of  diabetics 


B.  w.  & cor 


a clear  solution . . . easy  to  measure  accurately 

Discovered  by  Reiner,  Searle,  and  Lang 
in  The  Wellcome  Research  Laboratories 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 


Tuckahoe  7,  New  York 
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IN  THE  BOOKS 


THE  MANAGEMENT  OF  MENSTRUAL  DISORDERS.  Fluh- 
mann,  C.  F.  W.  B.  Saunders  Company,  Philadelphia,  1956. 
pp.  350. 

This  book  begins  with  an  historical  review  of  the 
theories  and  customs  regarding  menstruation.  After 
the  many  weird  superstitions,  some  of  which  have 
descended  in  different  forms  to  the  present,  menstrua- 
tion was  thought  to  represent  a purgation  of  poisons, 
later  to  relieve  a plethora  of  blood,  but  in  the  18th 
century,  menstruation  was  intimately  associated  with 
ovarian  function.  Pfliiger's  theory  that  menstruation 
was  induced  by  impulses  from  ovarian  nerves  was 
replaced  in  the  20th  century  by  the  knowledge  that 
the  endocrine  glands  play  the  chief  role.  The  develop- 
ment of  modern  knowledge  is  presented  in  an  inter- 
esting and  complete  fashion. 

Over  half  of  this  book  is  concerned  with  the 
physiology  of  menstruation,  including  that  of  the 
uterus,  ovaries,  pituitary  gland  and  hypothalamus, 
including  experimental  animals  and  particularly  the 
human  female.  The  latter  chapters  deal  with  the 
diagnosis  and  treatment  of  various  disorders,  includ- 
ing primary  and  secondary  amenorrhea,  menorrhagia, 
metrorrhagia,  dysmenorrhea  and  the  menopause.  Ref- 
erence to  the  literature  is  complete,  and  all  view- 
points, in  each  instance,  are  discussed.  The  author 
then  gives  his  opinions,  which,  in  general,  are  the 
best  available  today. 

The  newer  consideration  of  the  psychogenic  cause 
of  irregularities,  especially  of  a large  proportion  of 
cases  with  secondary  amenorrhea,  is  well  presented. 
Much  can  be  accomplished  with  women  “who  are  dis- 
turbed by  fears  which  engender  the  loss  of  the  menses, 
and  kindly  advice  regarding  day  to  day  problems  of 
thwarted  betrothals,  illicit  sexual  practices,  mental 
disharmony,  and  disproportionate  disappointments  in 
life's  struggles  far  transcends  the  importance  of  en- 
doctrine  ‘shots.’  The  influence  of  sympathetic  encour- 
agement. a frank  explanation  of  the  fundamental 
mechanisms  of  the  menstrual  cycle,  and  the  addition 
of  a ray  of  hope  can  accomplish  a great  deal.”  The 
author  also  quotes  from  Kroger  and  Freed,  “Fortun- 
ately, psychogenic  amenorrhea  is  not  often  caused  by 
too  deeply  repressed  unconscious  conflicts,  and  this 
disturbance  is  usually  precipitated  by  thought  material 
that  is  only  pre-consciousness.” 

In  the  treatment  of  metrorrhagia  the  author  em- 
phasizes that  curettage  is  always  indicated,  except  in 
young  girls,  to  rule  out  malignancy,  and  for  its 
therapeutic  effect.  All  methods  of  treatment  and  con- 
trol are  discussed,  and  while  progesterone  therapy 
was  discussed  at  length,  the  clear  enunciation  of 


withdrawal  bleeding  occurring  3 days  after  progester- 
one sensitization,  and  its  almost  complete  control  of 
all  cases  of  purely  functional  anovulatory  bleeding, 
was  stressed  less  than  this  reviewer  desired. 

This  is  a detailed,  well-written,  interestingly-pre- 
sented and  up-to-date  summary  of  certain  normal 
and  abnormal  functions,  involving  half  of  the  human 
race. 

Laman  A.  Gray,  M.D. 

DISEASES  OF  THE  CHEST;  by  H.  Corwin  Hinshaw,  M.D., 
and  L.  Henry  Garland,  M.  B.:  published  by  W.  B.  Saunders 
Company,  1956;  685  pages,  634  illustrations  on  288  fig- 
ures: $15. 

Although  a complete  classification  of  pulmonary 
diseases  has  not  been  decided  upon,  this  volume 
covers  very  adequately  the  pulmonary  illnesses  most 
likely  to  confront  the  clinician  in  his  daily  practice. 
The  rarer  primary  pulmonary  diseases  and  those  con- 
sidered to  be  secondary  to  disease  elsewhere  are  also 
discussed. 

The  685  pages  are  written  in  clear  language,  to  the 
point,  yet  covering  each  subject  satisfactorily. 

The  book  is  well  constructed  with  tables  of  con- 
tents prefacing  each  chapter.  Lists  of  references  are 
adequate  without  being  lengthy. 

The  authors  open  their  preface  by  calling  attention 
to  the  unparalleled  and  impressive  advances  that  have 
occurred  in  the  field  of  thoracic  disorders  in  recent 
years  brought  about  by  surgical  exploration  and 
effecting  advances  in  diagnostic  radiology  as  a result 
of  correlation  of  roentgenographic  findings  with  fresh 
surgical  pathology. 

The  co-authorship  of  internist  and  radiologist  fur- 
ther highlights  the  importance  of  teamwork  between 
internist,  radiologist  and  thoracic  surgeon  in  the  cor- 
relation of  thoracic  complaints. 

Emphasis  is  also  made  upon  the  too  frequent  ac- 
ceptance of  chest  roentgenography  as  a self-sufficient, 
diagnostic  procedure  without  the  consideration  of 
evaluation  of  symptoms,  examination  of  the  patient, 
and  the  proper  interpretation  of  laboratory  data. 

The  authors  further  point  out  that  in  thoracic  di- 
seases there  are  more  abundant  objective  data  than  in 
other  branches  of  internal  medicine  where  the 
pathological  processes  are  less  available  to  roentgeno- 
logical study  and  where  pathways  from  the  site  of 
disease  to  the  exterior  are  less  widely  open. 

The  chapters  on  evaluation  of  symptoms,  physical 
examination  and  diagnostic  procedure  are  presented  in 
orderly  fashion.  Chapters  on  bronchogenic  carcinoma, 
pulmonary  function,  and  bronchoscopy  are  accom- 
panied by  excellent  illustrations.  The  latter  two  and 
the  chapter  on  coccidiomycosis  are  written  by  col- 
laborators. 

(Continued  on  Page  842) 
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cardiac  patients  have 
fewer  side  effects 
with  diuresis  produced 
by  localized  renal  action 


1 

PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 

When  acidosis  is  the  diuretic  mechanism,  as  with  the  carbonic  anhydrase  inhibitors 
and  acidifying  salts,  widespread  effects  on  many  organs  can  be  anticipated. 

In  contrast,  the  dependable  diuresis  produced  by  the  organomercurials— resulting 
from  enzyme  inhibition  localized  in  the  kidney— avoids  these  extrarenal  effects. 


TABLET 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN  (IS.S  mg.  or  3>CHLOROMeRCURI*2*METHOXY-PROPYLUREA 
EQUIVALENT  TO  tO  MG.  OF  NON>iONtC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  HERALLURIOE  INJECTION 


LAKESIDE 


CX«M 


Doctor  Disabled 

OFFICE  EXPENSE  CONTINUES 

At  last,  here  is  the  practical  solution  to  this 
problem  - - - an  insurance  policy  to  pay  your 
expenses,  with  the  preiniuin  eligible  as  a 
Tax  Deduction. 

Latest  Tax  ruling  provides  that  premiums  on 
Health  and  Accident  insurance  are  not  de- 
ductible unless  the  policy  states  that  it  is  for 
the  express  purpose  of  meeting  business  over- 
head expenses. 

.\sk  your  Accountant  or  Lawyer  about  this 
question  and  then  ask  us  to  explain  this 
coverage. 


W.  R.  LONG  & ASSOCIATES 
1534  Bardstown  Road — Louisville,  Ky. 

^ ithout  obligation  to  me  I would  like  to  have 
more  information  on  your  office  expense 
policy.  I am  in  good  health  and  was 

born 

Month  Day  Year 

Name 

Address  


In  The  Books 

(Continued  from  Page  840) 

Of  the  total  of  forty  chapters,  seven  are  given  to 
all  aspects  of  pulmonary  tuberculosis  and  its  extra- 
pulmonary  manifestations  and  one  to  the  medical 
aspects  of  tuberculosis  control.  Thoracic  injuries, 
mediastinal,  mycotic,  parasitic,  and  occupational  dis- 
eases, are  well  covered. 

Many  of  the  acute  and  chronc  illnesses  confronting 
the  physician  in  his  daily  practice  are  primarily 
pulmonary  diseases  or  are  pulmonary  manifestations 
of  disease  to  be  found  elsewhere.  Routine  use  of  chest 
radiography  often  reveals  pathological  processes  un- 
known to  both  the  patient  and  physician  which  re- 
quire further  investigation. 

This  volume  should  therefore  serve  as  a valuable 
guide  to  both  specialist  and  general  practitioner  and 
SIS  a reference  book  for  students  and  residents. 

Alvin  B.  Mullen,  M.D. 

DISEASES  OF  THE  SKIN:  Richard  L.  Sutton,  Jr.,  M.D.  C.  V. 
Mosby  Company — Publisher.  St.  Louis — 1956. 

Dr.  Sutton  has  done  it  again!  The  eleventh  edition 
of  his  standard  textbook,  which  has  only  recently 
come  off  the  press,  is  literally  crammed  full  of  knowl- 
edge and  useful  information  throughout  its  nearly 
1,500  pages. 

The  index  is  most  extensive,  and  yet  so  simplified 
that  even  the  rarest  and  most  recently  described 
dermatological  conditions  are  easily  and  quickly  lo- 
cated. 

The  black  and  white  illustrations  are  for  the  most 
part  excellent,  particularly  those  in  the  chapter  on 
pathology,  which  incidentally  is  exceptionally  well 
done — practically  a manuscript  in  itself. 

The  88  pages  on  syphilis  furnish  the  student  with 
equally  as  much  information  as  some  of  the  larger 
texts.  The  sections  on  serologic  tests  and  neuro- 
syphilis were  exceptionally  well  done. 

That  portion  dealing  with  the  history  and  use  of 
biological  and  chemical  agents  will  prove  most  useful 
as  a ready  reference  and  much  information  is  stored 
in  these  few  pages. 

The  bibliography,  some  of  the  rarer  dermatoses, 
and  various  tests  are  wisely  handled  in  fine  print. 
Thus,  much  additional  and  useful  imformation  is 
always  readily  available. 

The  one  criticism  noted  here,  as  with  other  Ameri- 
can authors  of  textbooks,  is  their  failure  to  utilize 
the  French  system  of  loose-leafing  their  texts.  How 
easily  such  a book  could  be  kept  current.  Perhaps, 
however,  this  is  the  fault  of  the  publisher,  rather  than 
the  author. 

In  conclusion,  this  book  should  be  regarded  as  one 
essentially  for  the  dermatologist,  internist,  and  rare 
practitioner  of  medicine  whose  interests  are  particu- 
larly dermatologic  in  character.  It  is  not  recom- 
mended primarily  as  a textbook  for  undergraduate 
students.  Dr.  Sutton  is  therefore  urged  to  continue 
publishing  his  “Handbook  of  Diseases  of  the  Skin.” 

A.  B.  Loveman,  M.D. 
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for  preventing 
and  treating  upper 
respiratory  infections . . . 


Tetracycline-Antihistamine-Ana]i;esic  Compound 


ACHROCIDIN  is  a comprehensive  formula  for  treatment 
of  complications  of  the  common  cold,  particularly  when 
bacterial  sequelae  are  observed  or  expected  from  the 
patient’s  history  or  during  widespread  infections. 

Distressing  symptoms  of  malaise,  headache,  mus- 
cular pain,  mucosal  and  nasal  discharge  are  rapidly 
relieved. 

And  potent  prophylaxis  is  offered  against  other 
diseases,  such  as  otitis  media,  sinusitis,  adenitis,  and 
bronchitis,  to  which  the  patient  may  be  highly  vulner- 
able at  this  time. 


I.EOERI-E  l-ABORATORICS  OlVISION.  AMERICAN  CYANAMID  COMPANY.  PEARI.  RIVER.  N.  Y. 

•TRAreMARK 


ACHROCIDIN  is  convenient  for  you  to  prescribe  — easy 
for  the  patient  to  take.  Average  adult  dose:  two  tablets 
four  times  daily. 

.4i(n'lable  on  prescription  only 


Each  tablet  contains: 

ACHROMYCIN®  Tetracycline  12S  ms. 

Phenacetin  120  ms. 

Caffeine  30  ms- 

Salicylamid”  1,50  ms- 

Chlorothen  Citrate  25  ms 

Uottle  oj  24  tablets 
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"You  try 
to  scrub  the 
bathtub 
with  your 
back  aching 
morning 
till  nightl" 


"I  don’t  know 
about  bathtubs, 
but  two  days 
ago  I couldn't 
reach  a 
shelf  'I'gher 
than  chat 


thouqh+  maybe 

' sleoT  1 a 

draft  .'lever  had 
a stiff  neck 
like  this  before." 


"That’s  nothing. 

I went  around 
with  my  arm  in 
a sling  for 
nearly  two  weeks- 
had  to  sleep 
with  a pillow 
at  my  back 
so  I wouldn’t 
roll  over  on  it" 


"i  thought 
I was  getting 
too  old 

for  high  heels— 
low  heels 
didn’t  help, 
iviy  leg  hurt 
down  to 
the  ankle.” 


"That’s  fu; 
I’m  on  mi 
feet  all  ci 

but  it  waj 

i' 

my  arms  i 
bothereOi, 


. . . safeguarded  relief  all  the  way  across  th 


Prednisone +Acetylsalicylic  Acid + Aluminum  Hydroxide  + Ascorbic  Aci^ 
Potent  corticosteroid  anti-inflammatory  action  complemented  by  rapj 
analgesia;  doubly  protected  with  antacid  and  supplemental  vitamin  1 


7- 


I.  SG>J-4B6 


"Take  it 
from  me, 
you  should 
be  glad 
you  saw  him 
early  in  the 
game  so  he 
could  do 
some  good," 


"Good  ?— 
why,  he’s 
got  me  doing 
exercises 
I haven’t  done 
in  years." 


"My  back 
was  so  tight 
j_  couldn’t 
even  get  on 
and  off 
the  bus; 
now  I can 
climb  stairs.” 


jread  of  common  rheumatic  complaints 


Summated,  protective  corticoid-anaigesic  therapy 


>IGMA 


corticoid-anaigesic  compound  tablets 


• brings  specific,  complemen-  ' 

tary  benefits  to  the  treatment  ; 

of  muscle,  ligament,  tendon,  / 
bursa  and  nerve  Inflammation  : 

• for  the  initiation  of  treatment 
of  milder  rheumatic  disease 

• for  continuous  or  intermittent  / 

: 

maintenance  in  more  severe  t 
rheumatic  involvement  \ 

Bottles  of  100  and  1000.  \ 


Washington,  D.  C. — Regardless  of  which  party  or- 
ganizes the  next  Congress  or  who  occupies  the  White 
House,  health  and  welfare  legislation  promises  to  take 
up  considerable  time  and  attention  of  lawmakers. 
There  is  nothing  to  indicate  that  the  general  subject 
of  health  has  lost  its  appeal  either  to  the  public  in 
general  or  to  men  who  run  for  political  office  in 
particular. 

The  national  platforms  on  which  the  candidates  of 
both  parties  have  been  campaigning  are  somewhat  of 
a blueprint  for  the  type  of  legislation  to  come  in  the 
85th  Congress,  convening  next  January  3;  generally, 
both  parties  advocate  more  rather  than  less  federal 
participation  in  health  and  welfare  programs.  Here 
are  some  of  the  points  in  the  two  platforms; 

Aid  to  Medical  Schools — The  Republicans  recom- 
mend “federal  assistance  to  help  build  facilities  to 
train  more  physicians  and  scientists”  as  a supplement 
to  action  of  the  84th  Congress  authorizing  federal 
grants  to  schools  and  other  groups  for  laboratory  re- 
search facilities.  The  Democrats  state:  “We  pledge 
ourselves  to  initiate  programs  of  federal  financial  aid, 
without  federal  controls,  for  medical  education.” 

Aids  to  Hospital  Construction — The  Republican 
plank:  “Republican  leadership  has  enlarged  federal 
assistance  for  construction  of  hospitals.”  The  Demo- 
cratic plank;  “We  pledge  continuing  and  increased 
support  for  hospital  construction  programs.” 

Medical  Research — Republicans:  “We  have  asked 
the  largest  increase  in  research  funds  ever  sought  in 
one  year  to  intensify  attacks  on  cancer,  mental  ill- 
ness, heart  diseases  and  other  dread  diseases.”  Demo- 
crats: “We  shall  continue  to  support  vigorously  all 
efforts,  both  public  and  private,  to  wage  relentless  war 
on  diseases  . . . We  commend  the  Democratic  party 
for  its  leadership  in  obtaining  greater  Congressional 
authorizations  in  this  field.” 

Vocational  Rehabilitation — Republicans:  “We  have 
fully  resolved  to  continue  our  steady  gains  in  man’s 
unending  struggle  against  disease  and  disability.” 
Democrats:  “We  pledge  support  to  a vastly  expanded 
rehabilitation  program  for  these  physically  handi- 
capped, including  increased  aid  to  states.” 

Medical  Care — Republicans:  “We  have  encouraged 
a notable  expansion  and  improvement  of  voluntary 
health  insurance,  and  urge  that  reinsurance  and  pool- 
ing arrangements  be  authorized  to  speed  this  prog- 
ress.” Democrats:  “We  pledge  . . . increased  federal 
aid  to  public  health  services,  particularly  in  rural 
areas.” 


Social  Security — Republicans;  “We  shall  continue 
to  seek  extension  and  perfection  of  a sound  social 
security  system.”  Democrats:  “By  lowering  the  retire- 
ment age  for  women  and  for  disabled  persons,  the 
Democratic  84th  Congress  pioneered  two  great  ad- 
vances in  social  security  . . . We  shall  continue  our 
efforts  to  broaden  and  strengthen  this  program  by  in- 
creasing benefits  to  keep  pace  with  improving  stand- 
ards of  living,  by  raising  the  wage  base  upon  which 
benefits  depend  and  by  increasing  benefits  for  each 
year  of  covered  employment.” 

NOTES: 

Further  evidence  that  federal  aid  to  medical  schools 
will  be  high  on  the  agenda  of  the  next  Congress  is 
the  survey  underway  by  the  staff  of  the  House  Inter- 
state and  Foreign  Commerce  Committee.  More  than 
50  organizations  have  been  sent  letters  requesting 
background  facts  on  financial  needs  of  medical 
schools  and  the  demand  for  medical  school  applicants 
“rather  than  arguments  intended  to  support  or  oppose 
any  particular  form  of  federal  aid.”  The  information 
is  being  gathered  as  a preliminary  to  hearings  in  the 
next  Congress. 

Public  Health  Service  announced  the  availability  of 
250  traineeship  grants  for  graduate  or  specialized 
training  of  professional  public  health  personnel  under 
the  newly  enacted  Health  Amendments  (Omnibus) 
Act.  Emphasis  is  on  bringing  new  and  younger  people 
into  public  health,  men  and  women  under  35  years  of 
age.  Congress  voted  one  million  dollars  for  the  pro- 
gram this  year.  Another  500  traineeships  from  a two 
million  dollar  appropriation  are  offered  for  graduate 
nurses  in  administrative,  supervisory  and  teaching 
positions. 

While  Defense  Department  officials  were  putting 
the  finishing  touches  on  regulations  to  carry  out  the 
military  dependents  medical  care  program,  the  State 
Department  was  working  on  its  own  version  of  a pro- 
gram for  furnishing  care  to  about  13,500  dependents 
of  Foreign  Service  personnel  stationed  overseas.  In 
most  instances,  medical  and  hospital  care  (with  a $35 
deductible  clause)  will  be  supplied  in  U.  S.  military 
installations. 

To  aid  Defense  in  setting  up  fee  schedules  for  mili- 
tary dependents  using  private  physicians  and  facilities, 
state  medical  societies  in  cooperation  with  the  Ameri- 
can Medical  Association  have  been  asked  to  supply 
data  on  prevailing  medical  care  charges. 

New  chief  of  the  PHS  Communicable  Disease  Cen- 
ter at  Atlanta.  Ga.,  is  Robert  J.  Anderson,  M.D.,  a 
career  PHS  officer  who  has  been  serving  as  assistant 
chief  of  the  division  of  special  health  services. 
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BUTAZOLIDIN 

(phenylbutazone  geigy) 


potent,  specific 
anti-arthritic 


Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  all  the  major  forms  of  arthritis, 
Butazolidin  is  recognized  as  one  of  the  most  effective 
anti-arthritic  agents  currently  available. 

relieves  pain 
improves  function 
resolves  inflammation 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar 
with  its  use  are  urged  to  send  for  literature  before  prescribing  it. 


GEIGY  PHARMACEUTICALS,  Division  of  Geigy  Chemical  Corporation,  New  York  13,  N.  V. 
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HERE’S  WHY  SO  MANY  DOCTORS 
NOW  SMOKE  AND  RECOMMEND 


t 


Viceroy 


Brand  ( 


Brand  B 


Mcerov 


Twice  as  Many  Filters 

AS  THE  OTHER  TWO  LARGEST-SELLING  FILTER  BRANDS 

For  the  Smoothest  Taste  in  Smoking! 


, VICEROY'S  EXCLUSIVE  FILTER  IS  MADE  FROM  PURE  CELLULOSE-SOFT.  SNOW-WHITE,  NATURAL! 


Viceroy 

filter'  ^ip 

CIGARETTES 


KING-SIZE 


P n M D A D C f FILTERS  IN  YOUR  FILTER  TIP? 

U U ItI  I A n L ■ (REMEMBER-THE  MORE  FILTERS  THE  SMOOTHER  THE  TASTE') 
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New 

Evidence 

on 


confirms  and  defines  superiority  over 
other  Rauwolfia  preparations  in  the 
treatment  of  HYPERTENSION 

• Rauwiloid  represents  the  balanced,  mutually  potentiated 
actions*  of  several  Rauwolfia  alkaloids,  of  which  reserpine  and 
the  equally  antihypertensive  rescinnamine  have  been  isolated. 

• Hence,  reserpine  is  not  the  total  active  antihypertensive  prin- 
ciple of  the  rauwolfia  plant. 

• Rauwiloid  is  freed  of  the  undesirable  alkaloids  of  the  whole 
rauwolfia  root.  Recent  investigations  confirm  the  desirability 
of  Rauwiloid  (because  of  the  balanced  action  of  its  contained 
alkaloids)  over  single  alkaloidal  preparations;  . . mental  depres- 
sion... was...  less  frequent  with  alseroxylon.,,”* 

The  dose-response  curve  of  Rauwiloid  is  flat, 
and  its  dosage  is  uncomplicated  and  easy  to 
prescribe ...  merely  two  2 mg.  tablets  at  bedtime. 


Riker 


1.  Cronheim,  G.,  and  Toekcs,  I.  M.;  Comparison  of  Sedative  Properties  of  Single 
Alkaloids  of  Rauwolfia  and  Their  Mixtures.  Meet.  Am.  Soc.  Pharmacol.  & Exper. 
Therap.,  Iowa  City,  Iowa,  Sept.  5,  1955. 

2.  Moyer.  J.  H.;  Dennis,  E.,  and  Ford.  R.:  Drug  Therapy  (Rauwolfia)  of  Hyperten- 
sion. II.  A Comparative  Study  of  Different  Extracts  of  Rauwolfia  When  Each  la  Used 
Alone  (Orally)  (or  Therapy  of  Ambulatory  Patients  with  Hypertension,  A.M.A. 
Arch.  Int.  Med.  fd.SiO  (Oct.)  1955. 


Rauwiloid  is  the  original  atseroxylon  fraction  of  India-grown 
Rauwolfia  serpentina,  Benth.,  a Riker  research  development. 
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nle  are  able  to  talk  freely  to  their 
Most  people  are  _c  ^u^ir  treatment- 


trying  to  elenr  “P  plaque 

thousand.  olpl.>-cianswai..ng 

fmMy  u;,lh  me  „.rrice  is 

' r:r 

iiclucfii  doctor  ami  patient. 


c ^„rse  vour  doctor  cannot  tell 

Sometimes,  of  j J „hat  a course  of  treat- 

you.  in  advance,  precisely 

ment  or  an  operation  is  g g 
ivill  always  find  hun  wd  mg  to  d.scu 

ject,  and  to  tell  you  f he  ca^  ^ 

ever  before  m e„t  one  of  the  really 

t^'wnVoTyourf-lntermsofhea 

haziness  and  peace  of  mind. 


I 


dadvf  DAVIS  & COMPANY 
PARKE  , U«V  '3  o,„o„  32, 


B«»«ea  »"U  MsuolKtur'"* 


Makers  of  medicines  Since  ISeS 
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Doctor,  you  have  probably  seen  one 
or  more  of  these  current  Parke-Davis 
advertisements  in  leading  general 
magazines — and  you  know  that  the 
much-talked-about  theme  of  these 
ads  is  that  prompt  and  proper  medical 
care  is  one  of  today's  biggest  bargains. 
Through  oiu*  sales  representatives  who 
call  on  you,  and  your  letters  to  us,  we 
know  that  this  is  the  type  of  laity 
advertising  you  like  to  see. 

The  reproduction  on  the  facing  page 


is  the  latest  example  of  this  advertis- 
ing. It  tells  the  public  that  they  can 
discuss  medical  fees  with  their  physi- 
cians without  embarrassment  . . . and 
that  such  discussions  improve  the 
important  relationship  between  doctor 
and  patient. 

We  are  gratified  at  your  response 
to  these  public  messages,  and  you 
can  be  sure  that  Parke-Davis  national 
advertising  wUl  continue  to  be  in  our 
mutual  best  interests. 


PARKE,  DAVIS  & COMPANY 

Detroit  32,  Michigan 


Reaching  millions  of  people  in  LIFE,  POST,  TODAY’S  HEALTH 
and  other  leading  magazines 
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magnified  potency 
with  Meti-steroid 
effectiveness  in  allergic 


and  inflammatory  dermatoses 


new 

Meti-Derm  c..n.o5% 


with  AAeticortelone,  original  brand  of  prednisolone 


• approximately 
twice  the  per  milligram 
anti-inflammatory  activity 
of  topical  hydrocortisone 
• cosmetically  acceptable 
• water-washable 


for  effective  local  relief  of  allergic 
(atopic  and  contact)  dermatoses,  nonspecific 
anogenital  pruritus. 

formula:  Each  gram  of  water-washable 
Meti-Derm  Cream  contains  5 mg.  (0.5%)  of 
prednisolone,  free  alcohol,  in  a cosmetically 
acceptable  base. 

packaging:  Meti-Derm  Cream,  0.5%,  10  Gm.  tube. 

Meti-Derm,*  brand  of  prednisolone  topical. 

Meticortelone,'"^  brond  of  prednisolone. 


*T.M. 


...and  adding  dual  control 
to  Meti-steroid  skin  therapy  — 
protection 
against  infection 


new 

Meti-Derm  ointment 

with  Neomycin 


enhanced  effectiveness 
in  allergic,  inflammatory 
dermatoses  when 
minor  infection 
is  present 
or  anticipated 


neomycin  in  addition  to 
prednisolone,  free  alcohol 

—for  protective  coverage  against 
virtually  all  pathogenic  skin 
bacteria  with  a well-tolerated, 
topical  antibiotic. 

formula:  Each  gram  of 
Meti-Derm  Ointment  with  Neomycin 
contains  5 mg.  (0.5%)  prednisolone, 
and  5 mg.  (0.5%)  neomycin  sulfate 
equivalent  to  3.5  mg.  neomycin  base. 


Schering 


METI- 

DERM 

cream 

0.5% 


packaging:  Meti-Derm  Ointment 
with  Neomycin,  10  Gm.  tube. 


■ 0->-6S6 


when 

the  condition 
requires 

a reliable 
antiseptic 


specify 


Merthiolate 


(THIMEROSAL,  LILLY) 


^Merthiolate’  is  highly  active  under  virtually  all 
conditions;  is  relatively  nonirritating  and  nontoxic 


'Merthiolate’  is  germicidal  in  dilutions  up  to  1:4,000  in 
serum  media  and  is  relatively  nonirritating  in  the  con- 
centrations suggested  for  use.  It  also  maintains  its  ac- 
tivity in  the  presence  of  soaps.  The  fact  that  'Merthio- 
late’ is  used  as  a bacteriostatic  agent  in  fluids  for  paren- 
teral administration  gives  strong  evidence  of  its  safety. 


AN  N IVERSARY  1876 


1956  j ELI  LILLY  AND  COMPANY 
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INJURIES  OF  THE  URINARY  TRACT  STRESSING  THOSE 
DUE  TO  GYNECOLOGICAL  SURGERY* 

George  A.  Sehlinger,  M.D.,  F.A.C.S. 

Louisville 


I 


INJURIES  of  the  urinary  tract  may  be  di- 
vided on  the  basis  of  etiology  into  two  large 
categories,  surgical  and  non-surgical.  It  is 
the  intent  of  this  discussion  to  stress  the  surgi- 
cal injuries;  however,  it  would  seem  proper,  in 
view  of  the  ever  increasing  importance  of 
trauma,  to  comment  very  briefly  on  some  as- 
pects of  the  non-surgical  injuries. 

Kidney  Injury 

The  management  of  the  closed  or  non-pene- 
trating injury  of  the  kidney  is  a controversial 
subject.  Some  authorities  advocate  observation 
while  others  demand  surgical  exploration.  Logi- 
cal treatment  must  be  determined  by  careful 
clinical  evaluation.  The  indications  for  surgical 
intervention  are  mainly:  (1)  critical  hemor- 
rhage for  which  surgery  may  be  life  saving  and 
which  usually  requires  nephrectomy,  (2)  ex- 
travasation of  urine,  in  which  surgery  is  di- 
rected toward  conserving  the  kidney  and  pre- 
venting post-traumatic  sequelae,  and  ( 3) 
infected  hematoma,  which  may  develop  in  the 
observed  case  and  which  requires  drainage.  In 
the  absence  of  critical  hemorrhage,  there  is  usu- 
ally a period  of  48  to  72  hours  following’ injury 
during  which  diagnostic  studies  can  be  carried 
out.  In  this  interval,  infection  and  perinephric 
reaction  are  unlikely  to  develop,  whereas  bleed- 
ing tends  to  subside.  Careful  evaluation  of  the 
patient  will  result  probably  in  the  observation 
of  more  cases  of  closed  injuries  of  the  kidney. 

Bladder  Injuries 

Traumatic  rupture  of  the  bladder  results  in 
extravasation  of  urine  with  subsequent  necrosis 

"^Presented  at  the  May  19,  1956  meeting  of  the  Ken- 
tucky Surgical  Society  at  French  Lick,  Indiana. 


and  suppuration.  Death  will  ensue  without  early 
diagnosis  and  proper  treatment.  The  only  satis- 
factory method  of  diagnosis  is  the  cystogram, 
including  an  oblique  film,  made  by  using 
opaque  contrast  media.  The  objectives  of  treat- 
ment are  suprapubic  drainage  of  the  bladder 
and  thorough  drainage  of  the  perivesical  tis- 
sues. The  rent  in  the  bladder  is  closed  if  this 
can  be  accomplished  easily. 

Surgical  injuries  of  the  urinary  tract  involve 
the  bladder  and  the  ureter,  and  may  result  from 
urological  instrumentation,  from  abdominal  and 
perineal  surgery  in  both  sexes,  and  from  ob- 
stetrical procedures.  Such  injuries  of  the  urinary 
tract,  however,  are  most  frequently  associated 
with  gynecological  surgery.  The  actual  inci- 
dence of  urologic  complications  in  gynecologi- 
cal surgery  is  unknown  due  to  the  reluctance 
of  surgeons  to  report  such  cases  but  it  is  esti- 
mated to  range  from  three  per  cent  in  ordinary 
pelvic  surgery  to  as  high  as  10  per  cent  in  radi- 
cal surgery  for  malignant  conditions. 

During  pelvic  surgery  in  the  female,  the 
urinary  bladder  may  be  torn,  incised,  sutured, 
or  have  its  blood  supply  compromised.  Injuries 
of  the  bladder  present  little  trouble  if  they  are 
recognized  at  the  time  of  surgery.  The  treat- 
ment is  simple  consisting  of  repair  with  ab- 
sorbable suture  material  followed  by  constant 
urethral  catheter  drainage  for  at  least  10  days. 
Injuries,  which  are  not  recognized,  will  result  in 
urinary  fistulas.  Bladder  wounds,  which  result 
in  leakage  of  urine  from  the  abdominal  in- 
cision following  supravaginal  procedures,  will 
usually  heal  if  bladder  drainage  is  maintained 
by  indwelling  urethral  catheter.  Vesico-vaginal 
fistulas,  however,  seldom  close  without  surgical 
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intervention.  Time  does  not  permit  a discussion 
of  the  many  operative  procedures  designed  to 
close  vesico-vaginal  fistulas,  but  regardless  of 
the  method  of  closure,  two  basic  principles  ap- 
ply. First,  no  attempt  should  be  made  to  close 
the  fistula  until  all  devitalized  tissue  has  dis- 
appeared, and  until  the  tissues  are  soft  and 
pliable.  This  means  waiting  four  to  six  months. 
Secondly,  constant  decompression  of  the  blad- 
der must  be  maintained  for  two  to  three  weeks 
following  surgery.  The  success  of  surgery  for 
vesico-vaginal  fistula  will  be  enhanced  by  pre- 
operative cleanliness  and  eradication  of  local 
infection  by  means  of  urinary  antiseptics  and 
douches.  Estrogens  will  improve  the  health  and 
the  regenerative  powers  of  the  vaginal  mucosa. 

Ureteral  injuries 

The  pelvic  portion  of  the  ureter  in  the  fe- 
male, because  of  its  anatomical  relations,  is 
vulnerable  to  injury  during  gynecological 
surgery.  The  surgeon,  therefore,  should  use 
every  available  means  to  prevent  such  compli- 
cations. There  is  no  certain  method  by  which 
ureteral  injuries  can  be  avoided,  but  there  are 
basic  fundamentals  which,  if  observed,  will 
tend  to  decrease  the  incidence  of  such  injuries. 
The  surgeon  should  be  familiar  with  the  various 
possible  anomalies  of  the  ureter  and  also  with 
the  deviations  of  the  ureter  which  might  result 
from  disease  processes.  Pre-operative  studies  of 
the  urinary  tract  enable  the  surgeon  to  plan  his 
attack  with  intelligence.  In  obviously  difficult 
cases,  it  is  helpful  to  introduce  ureteral  cathe- 
ters prior  to  surgery,  but  this  is  not  fool  proof 
for  many  reasons.  During  surgery,  the  following 
principles  apply:  ( 1 ) identify  all  structures  be- 
fore clamping,  cutting,  ligating,  or  suturing,  (2) 
avoid  mass  ligatures,  ( 3 ) use  absorbable  suture 
material  in  or  near  the  urinary  tract,  (4)  place 
sutures  carefully  in  the  pelvic  peritoneum, 
and  (5)  check  the  continuity  and  the  course  of 
the  ureters  before  closing. 

The  ureter  may  be  injured  by  ligation,  crush- 
ing, incision,  angulation  by  a suture,  or  pene- 
tration by  suture.  When  the  injury  is  recognized 
at  the  time  of  surgery,  immediate  repair  should 
be  undertaken  for  this  is  the  optimum  time  for 
repair.  Longitudinal  tears  or  incisions  can  be 
treated  like  a uretero-lithotomy  incision  by  ade- 
quate extra-peritoneal  drainage.  Transverse  in- 
cision or  sectioning  is  best  treated  by  an  end 
to  end  anastomosis  over  a ureteral  catheter 


preferably  or  over  a T-tube.  Three  or  four 
sutures  of  number  0000  chromic  cat  gut  are 
usually  sufficient.  Extra-peritoneal  drainage  is 
necessary  to  care  for  any  leakage.  If  anastomo- 
sis is  impossible,  the  proximal  ureter  should  be 
reimplanted  into  the  bladder.  Most  ureteral  in- 
juries complicating  gynecological  surgery  are 
low  enough  to  permit  reimplantation  without 
too  much  tension.  Crushing  of  the  ureter  may 
cause  necrosis  of  the  crushed  segment  with  sub- 
sequent extravasation  of  urine.  For  this  reason, 
it  is  advisable  to  resect  the  crushed  segment, 
and  then  treat  as  a transverse  section.  Ligatures 
and  sutures,  of  course,  should  be  removed  if 
it  is  realized  that  they  incorporate  the  ureter. 

In  all  cases,  conservation  of  the  kidney  is  es- 
sential. Deliberate  ligation  of  the  injured  ureter 
implies  definite  knowledge  of  the  condition  and 
the  function  of  the  opposite  kidney.  Such 
knowledge  cannot  be  derived  from  mere  palpa- 
tion of  the  opposite  kidney.  If  the  continuity  of 
the  ureter  can  not  be  restored,  ureterostomy  or 
nephrostomy  should  be  employed  until  the 
other  kidney  is  proven  to  be  capable  of  main- 
taining life. 

Injuries  of  the  ureters,  not  recognized  at 
surgery,  make  themselves  known  in  the  post- 
operative period  by  anuria,  oliguria,  hematuria, 
pain,  fever,  and  fistula  formation.  Any  of  these 
symptoms  demand  urologic  investigation.  Ure- 
teral injuries  detected  following  surgery  present 
a much  more  complicated  problem.  Bilateral 
ligation  of  the  ureters  requires  bilateral 
nephrostomies  to  preserve  renal  function  until 
definitive  treatment  is  possible.  Deligation  of 
the  ureter  in  the  post-operative  period  is  too 
uncertain  to  depend  upon  in  the  face  of  bilateral 
involvement.  After  nephrostomy  drainage  has 
been  established,  it  is  advisable  to  await  absorp- 
tion of  the  ligature  in  the  hope  that  the  ureter 
will  recanalize.  This  failing,  reimplantation  into 
the  bladder  should  be  attempted.  With  uni- 
lateral ligation,  it  is  felt  that  deligation  is  per- 
missible if  the  opposite  kidney  is  normal.  This 
is  facilitated  by  introducing  cystoscopically  a 
ureteral  catheter  and  then,  by  pushing  up  with 
the  catheter,  identify  the  point  of  ligation.  After 
the  ligature  is  removed,  the  catheter  is  ad- 
vanced and  left  indwelling  as  a splint.  Urinary 
extravasation  will  develop  from  laceration,  in- 
cision, crushing,  or  suture  penetration.  Explora- 
tion of  the  ureter  is  warranted,  for  in  the  ab- 
sence of  transverse  incision,  splinting  with  ade- 
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quate  extra-peritoneal  drainage  may  suffice. 
The  severed  ureter  is  not  amenable  to  anasto- 
mosis in  the  post-operative  period  because  of 
the  inflammatory  reaction.  Such  injuries  are 
best  treated  by  reimplanting  the  proximal  ureter 
into  the  bladder. 

Uretero-enterostomy  has  not  been  mentioned 
because  it  is  felt  that  this  procedure  with  its 
complications  is  useful  oiily  when  operations  of 
choice  are  not  adaptable.  Of  course,  there  are 
cases  of  unilateral  injury  in  which  nephrectomy 
will  offer  the  most  certain  means  of  a cure.  The 
method  of  treatment  is  influenced  always  by 
the  age  and  condition  of  the  patient,  by  the 
function  and  condition  of  the  opposite  kidney, 
and  by  the  prognosis  of  the  gynecological  dis- 
ease for  which  surgery  was  performed. 

Case  Reports 

I would  like  now,  with  your  permission,  to 
present  three  cases  which  illustrate  to  some  de- 
gree the  management  of  delayed  ureteral  in- 
juries. 

Case  1.  J.  W.,  a white  female  aged  49,  was 
admitted  to  Saint  Joseph  Infirmary  on  May  3, 
1955,  with  the  diagnosis  of  third  degree  retro- 
version of  the  uterus  and  varicosities  of  the 
broad  ligament.  A pan-hysterectomy  was  done 
with  no  difficulty.  The  post-operative  course 
was  uneventful  and  the  patient  was  discharged 
on  the  eighth  day  following  surgery.  On  May 
20,  1955,  the  sixteenth  post-operative  day,  the 
patient  was  readmitted  with  a small  bowel  ob- 
struction in  the  region  of  the  lower  ileum.  The 
abdomen  was  reopened,  and  there  was  found 
on  the  left  side  deep  in  the  pelvis  an  abscess 
cavity  which  contained  a large  amount  of  milky 
fluid.  A loop  of  ileum  was  densely  adherent  in 
this  area,  and  was  completely  obstructed.  It  was 
necessary  to  resect  the  ileal  loop  and  do  an 
end-to-end  open  anastomosis.  The  pelvic 
abscess  cavity  was  drained.  Post-operatively, 
urinary  leakage  developed  from  the  abdominal 
wound,  and  it  was  apparent  that  the  pelvic 
abscess  contained  extravasated  urine.  Urologi- 
cal consultation  was  requested.  Cystoscopy  re- 
vealed the  bladder  to  be  intact  but  the  left  ure- 
ter could  not  be  catheterized  beyond  six  centi- 
meters. Contrast  media,  which  was  injected  into 
the  distal  left  ureter,  demonstrated  a complete 
obstruction  and  medial  displacement  of  the  left 
ureter.  By  intravenous  pyelography,  the  left 
kidney  had  impaired  function  and  was  hydrone- 
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phrotic,  while  the  left  ureter  was  dilated  down 
to  its  lower  third  from  which  the  contrast  media 
extravasated.  The  right  kidney  was  normal.  A 
diagnosis  was  made  of  ureteral  fistula  due  to 
avascular  necrosis  secondary  to  either  crushing 
or  penetration  by  a suture.  The  later  was  favor- 
ed because  of  the  medial  displacement  of  the 
left  ureter.  The  left  ureter  was  explored  extra- 
peritoneally.  The  ureter  was  pulled  far  medially 
and  was  completely  obstructed  by  a severe 
angulation  at  which  point  in  the  urethral  wall 
there  was  a fistulous  opening.  Severe  inflam- 
matory reaction  was  present  in  the  lower  ureter, 
and  to  reimplant  it  into  the  bladder  would  have 
required  a very  high  sectioning  in  order  to  ob- 
tain healthy  ureteral  tissue.  The  ureter  was 
freed  down  to  the  bladder  and  then  through  a 
small  stab  wound  in  a normal  segment  of  the 
ureter,  a splinting  polyethylene  ureteral  catheter 
was  threaded  down  to  the  bladder  and  up  to 
the  renal  pelvis.  Extra-peritoneal  drainage  was 
established.  The  bladder  end  of  the  splinting 
catheter  was  brought  out  the  urethra  by  means 
of  a cystoscopic  forcep.  Post-operatively,  uri- 
nary leakage  from  the  wound  ceased  in  four 
days.  The  splinting  catheter  was  removed  in  10 
days.  Intravenous  pyelograms  made  two  months 
later  revealed  prompt  function  of  the  left  kid- 
ney with  no  evidence  of  hydronephrosis.  The 
left  ureter  was  normal  except  for  slight  dilata- 
tion in  the  lower  third,  but  there  was  no  inter- 
ference with  drainage.  This  case  illustrates  the 
remarkable  regenerative  powers  of  the  ureter 
with  proper  splinting  in  the  absenee  of  obstruc- 
tion. The  treatment  employed  might  be  con- 
sidered a modifieation  of  the  Davis  intubation 
technique.  It  is  not  applicable  to  transverse  in- 
juries which  will  form  obstructive  strictures. 

Case  2.  M.  M.,  a white  female  aged  30. 
was  admitted  to  the  Norton  Memorial  In- 
firmary on  November  15,  1949,  and  a pan- 
hysterectomy was  done  for  an  intracervical  sub- 
mucous fibroid.  Between  the  internal  os  and  the 
external  os,  the  cervix  had  been  enlarged  and 
elongated  by  a huge  leiomyomata  measuring  1 1 
centimeters  in  diameter.  Because  of  the  path- 
ology present,  the  surgery  was  difficult.  Post- 
operatively,  the  patient  developed  hematuria, 
pain  in  the  left  renal  area,  and  urinary  leakage 
from  the  vagina.  Urological  consultation  was 
requested.  Cystoscopy  revealed  the  bladder  to 
be  intact  but  it  was  severely  traumatized  with 
generalized  mucosal  hemorrhage  and  edema. 

8.37 


Both  ureters  were  obstructed  at  four  to  five 
centimeters  above  the  bladder,  and  catheters 
could  not  be  passed  beyond  the  obstructions. 
By  intravenous  pyelography,  no  function  of  the 
left  kidney  could  be  demonstrated  and  there 
was  delayed  function  of  the  right  kidney.  De- 
layed pyelograms  showed  extravasation  of  the 
contrast  media  from  the  lower  third  of  the  right 
ureter.  A diagnosis  was  made  of  ligation  of  the 
left  ureter  and  incision  of  the  right  ureter.  Im- 
mediate bilateral  nephrostomies  were  advised  to 
conserve  renal  function  until  definitive  meas- 
ures could  be  undertaken.  It  was  felt  that  any 
attempt  to  deligate  the  left  ureter  was  too  un- 
certain in  the  face  of  an  impaired  opposite  kid- 
ney, and  reimplanting  either  ureter  was  pre- 
cluded by  the  unhealthy  state  of  the  traumatized 
bladder.  The  patient  refused  the  recommended 
treatment  for  a period  of  two  weeks  during 
which  time  she  became  septic  and  uremic.  On 
the  fourteenth  day,  she  submitted  to  surgery  but 
a left  nephrostomy  only  was  done  because  of 
her  condition.  Seven  days  later  a right  nephros- 
tomy was  done.  Four  weeks  later,  or  six  weeks 
following  the  initial  surgery,  the  left  ureter  had 
recanalized  and  the  left  nephrostomy  was  dis- 
continued with  prompt  healing.  The  uretero- 
vaginal  fistula,  however  persisted.  The  right 
ureter  was  exposed  transperitoneally.  The  ure- 
ter was  dilated  down  to  the  region  of  the 
uretero-vaginal  fistula  where  it  was  densely  ad- 
herent and  could  not  be  freed.  The  right  ureter 
was  sectioned  and  the  proximal  end  was  reim- 
planted into  the  bladder.  The  right  nephros- 
tomy tube  was  removed  12  days  later.  The  last 
intravenous  pyelograms  were  made  of  this 
patient  five  years  following  the  reimplantation. 
These  films  demonstrate  good  function  of  both 
kidneys,  and  the  kidneys  and  ureters  are  con- 
sidered to  be  normal.  The  patient  apparently 
has  no  reflux  into  the  transplanted  ureter.  Re- 
canalization of  the  ureter  is  probably  rare  but 
it  is  worth  waiting  for  after  the  kidney  has  been 
protected  by  nephrostomy  drainage.  As  in  this 
case,  the  condition  of  the  bladder  must  be  con- 
sidered before  attempting  to  reimplant  the  ure- 
ter. This  case  is  of  added  interest  in  that  it  pro- 
vides clinical  evidence  to  substantiate  labora- 
tory study  that  an  uninfected  kidney  can  be 
completely  obstructed  for  two  weeks  without 
permanent  loss  of  function. 

Case  3.  R.  M.,  white  female  aged  52,  was 
admitted  to  Saint  Anthony  Hospital  on  Octo- 
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ber  10,  1954,  with  the  diagnosis  of  endometrio- 
sis  of  the  left  ovary.  At  previous  surgery,  the  ^ 
uterus,  both  tubes,  and  the  right  ovary  had  been 
removed.  Left  oophorectomy  was  done  with  no 
difficulty.  Following  surgery,  the  patient  com- 
plained of  pain  in  the  left  flank  and  an  intra- 
venous pyelogram  was  made  on  the  fourth  post- 
operative day.  These  films  revealed  no  excre- 
tion of  contrast  media  by  the  left  kidney.  The 
right  kidney  was  normal.  Urological  consulta- 
tion was  requested  and  cystoscopy  disclosed  a 
complete  obstruction  of  the  left  ureter  at  seven 
centimeters.  Contrast  media  injected  into  the  a 
distal  ureter  retrograde  confirmed  the  obstruc- 
tion and  revealed  no  evidence  of  extravasation. 

A diagnosis  was  made  of  ureteral  obstruction  k 
due  to  a suture.  Deligation  was  considered  to  be 
justified  by  the  presence  of  a normal  opposite  ' 

kidney,  and  by  the  initial  surgical  procedure.  { 

For  the  attempt  at  deligation,  the  patient’s  n 
lower  extremities  were  spread  apart  and  ex- 
tended on  long  arm  boards.  This  permitted  t 
preparation  and  draping  of  the  perineum  as  i 
well  as  the  abdomen,  and  the  foot  of  the  table 
could  be  lowered  so  that  cystoscopy  could  be 
performed  during  surgery  without  the  incon-  | 
venience  of  the  lithotomy  position.  The 
abdomen  was  opened  and  the  dilated  proximal 
left  ureter  was  identified.  The  cystoscope  was 
introduced,  and  a large  ureteral  catheter  was 
passed  to  identify  the  level  of  obstruction.  The 
ureter  was  found  to  be  incorporated  by  two  cot- 
ton sutures  which  were  removed.  The  ureteral 
catheter  was  then  advanced  to  the  renal  pelvis 
and  left  indwelfing  as  a splint.  The  post-opera- 
tive course  was  uneventful  and  the  splinting 
catheter  was  removed  on  the  seventh  post- 
operative day.  At  present,  the  left  kidney  and 
the  left  ureter  appear  to  be  normal  by  in- 
travenous pyelography.  This  case  illustrates  the 
advantages  of  close  cooperation  between  the 
surgeon  and  the  urologist,  and  offers  a tech- 
nique which  at  times  is  useful  in  attempting 
deligation  of  the  ureter.  The  primary  surgical 
lesion  as  well  as  the  primary  surgical  procedure 
are  factors  to  be  considered  before  attempting 
deligation. 

Summary 

Brief  comments  have  been  made  concerning 
the  treatment  of  non-surgical  wounds  of  the 
kidney  and  bladder.  The  incidence  and  types  of 
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surgical  injuries  of  the  bladder  and  ureter  have 
been  mentioned.  Basic  principles,  which  tend  to 
decrease  surgical  injuries  of  the  urinary  tract, 


have  been  outlined.  The  management  of  such 
injuries  has  been  reviewed.  Three  cases  of  de- 
layed ureteral  injuries  have  been  presented. 


IMPLANTATION  CARCINOMA  IN  THE  INCISION 
ATTRIBUTABLE  TO  DESQUAMATED  MALIGNANT  CELLS* * 

D.  P.  Hall,  M.D.** 

Louisville 


This  subject  is  presented  in  the  hope  of 
stimulating  discussion  and  eliciting  the  ex- 
perience of  others  in  one  phase  of  cancer 
surgery  which  is  believed  to  be  deserving  of 
more  thought  at  the  time  of  operation. 

DePeyster  and  Gilchrist  have  set  forth  cer- 
tain criteria  for  adequate  surgery  in  carcinoma- 
tous lesions:  (1)  to  prevent  manipulative 

venous  spread;  (2)  to  prevent  implantation; 
(3)  to  remove  the  malignant  tumor  by  en  bloc 
excision  with  the  dependent  echelons  of  lymph 
node  spread. 

During  the  past  quarter  century  surgeons 
have  concentrated  on  the  development  of  more 
extensive  surgical  procedures  in  their  attack  on 
malignant  lesions.  That  their  efforts  have  borne 
fruit  is  attested  by  increased  survival  rates. 
Much  attention  has  been  directed  to  permeation 
of  the  cancer  cell  along  lymphatic  drainage 
pathways  and  little  thought  has  been  given  to 
the  implantation  of  viable  cancer  cells  in  the 
incision. 

It  is  my  opinion  that  many  surgeons  do  not 
display  sufficient  awareness  in  the  prevention 
of  the  implantation  in  the  incision  of  viable 
carcinoma  cells.  Upon  finding  a malignancy  of 
the  breast  at  biopsy,  many  of  us  carry  out  a very 
thorough  aseptic  surgical  ritual  in  the  changing 
of  gloves,  drapes  and  instruments  before  pro- 
ceeding to  a radical  mastectomy.  One  does  not 
often  see  such  meticulous  care  as  the  foregoing 
when  a similar  condition  prevails  in  the  course 
of  an  abdominal  procedure,  indeed  it  is  not  so 
rare  to  see  malignant  lesions  extirpated  without 
benefit  of  protective  covering  and  many  times 
the  incision  not  protected  down  to  the 
peritoneal  edges. 

Many  of  us  came  up  under  the  waning 
shadow  of  the  Mikulicz — Paul — Bloch  ex- 
teriorization maneuver  so  universally  used  two 
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decades  ago  in  the  resection  of  a malignancy 
bearing  colon.  This  procedure  resulted  in  a 
great  number  of  implantation  carcinomas  in  the 
incision.  Certainly  the  poor  results  obtained 
coupled  with  the  need  for  immediate  decom- 
pression of  the  colon  gave  Rankin  reason  for 
devising  the  operation  of  immediate  extraperi- 
toneal  resection  of  the  growth  bearing  colon. 
When  one  considers  general  peritoneal  meta- 
stasis and  the  frequency  of  implanted  carcinoma 
cells  on  the  serosa  in  the  presence  of  active  new 
growth,  one  must  recognize  the  great  fertility 
offered  by  the  incision  as  a favorable  soil  for 
the  implantation  of  viable  cancer  cells.  Here 
one  finds  in  the  reparative  process  a closed  and 
sheltered  habitat  for  the  viable  cancer  cell  with 
heat,  increased  blood  flow,  capillary  perme- 
ability, great  amounts  of  lymph  and  a selection 
of  tissues  to  act  as  host. 

All  of  us  are  familiar  with  so  called  desqua- 
mated “dropped  cancer  cells”  found  in  the  pel- 
vis in  many  intraabdominal  malignancies.  It  is 
probable  that  only  a few  of  these  are  viable,  yet 
they  offer  a great  source  of  implantation  into 
the  incision.  On  several  occasions  we  have  in- 
troduced saline  solution  into  a dry  pelvis  and 
recovered  the  solution  by  means  of  a syringe. 
Upon  centrifuging  the  solution  and  examining 
the  sediment  with  the  aid  of  Papanicolaou  stain 
many  carcinomatous  cells  have  been  found. 

We  have  been  impressed  of  late  by  the  ap- 
pearance of  carcinomatous  nodules  in  the  in- 
cisions of  patients  who  have  undergone  surgery 
for  an  intraabdominal  lesion.  In  these  opera- 
tions, the  lesion  had  not  been  completely  iso- 
lated by  protective  covering  nor  had  the  drap- 
ing of  the  incision  by  impervious  material  ex- 
tended to  the  peritoneum,  in  order  to  ade- 
quately exclude  the  incision.  Presumably  there 
was  not  a change  of  gloves  or  instruments  on 
closing  the  incision. 

In  considering  these  experiences  it  was  de- 
cided to  follow  the  guidance  and  advice  of  the 
Apostle  Paul,  “to  prove  all  things  and  hold  fast 
that  which  is  good.”  In  malignancies  of  the 
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colon  smears  were  made  by  contact  of  a glass 
slide  and  by  gentle  edge  scraping  of  the  serosa 
over  the  lesion.  These  were  examined  by  the 
Papanicolaou  method  and  in  approximately  15 
per  cent  of  smears  carcinoma  cells  could  be 
demonstrated.  In  several  examinations  of  the 
serosa  in  lesions  classified  as  Duke's  A,  cancer 
cells  were  found.  This  would  seem  a potent 
reason  for  isolating,  if  possible,  the  tumor  bear- 
ing area  and  the  incision  with  an  impervious 
material. 

Illustrative  Histories 

The  following  abbreviated  histories  may  be 
illustrative;  Mrs.  A.  R.  aged  74  was  hospital- 
ized in  December  1949  because  of  recurrent  at- 
tacks of  gall  stone  colic,  extending  over  a 
period  of  eight  years.  The  attack  on  admission 
covered  two  days  and  required  morphine  on 
several  occasions  for  relief  of  pain.  A scout 
x-ray  film  of  the  abdomen  revealed  many  stones 
in  the  gall  bladder.  At  operation  a thick  walled 
gall  bladder  containing  numerous  stones,  one 
of  which  was  impacted  in  the  cystic  duct  was 
found.  A cholecystectomy  was  done  followed 
by  an  uneventful  recovery.  The  tissue  examined 
was  reported  as  chronic  cholecystitis  with 
stones  (Fig.  1.). 


Fig.  1.  Chronic  Cholecystitis  with  Carcinoma  in  Situ. 

The  patient  returned  to  the  hospital  on  Sep- 
tember 12,  1951,  one  year  after  her  previous 
operation  with  a hard  fixed  nodule  in  the  lower 
one  third  of  the  old  healed  incision.  A wide 
excision  of  the  old  scar  with  the  nodule,  includ- 
ing all  layers  of  the  abdominal  wall  was  done. 

A second  look  into  the  peritoneal  cavity  re- 
vealed no  gross  metastasis.  The  tissue  examined 
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was  reported  as  carcinoma  of  the  abdominal  I 
wall  consistent  with  gall  bladder  origin  (Fig.  | 
2.).  The  sections  cut  after  the  first  operation  t 
were  re-examined  and  a carcinoma  found  1 
which  had  been  overlooked  at  the  first  tissue 
examination. 


inoma  in  Old  Incision,  Gall  Bladder  Origin. 

The  incision  at  the  primary  operation  upon 
this  patient  was  not  protected  down  to  the 
peritoneum.  It  may  be  of  interest  to  know  that 
this  patient  is  now  living  seven  years  since  her 
cholecystectomy.  She  is  the  only  patient  with 
primary  carcinoma  of  the  gall  bladder  we  have 
had  to  survive  over  12  months. 

Mr.  D.  D.  aged  71,  was  hospitalized  in 
March  1955  because  of  weakness  and  melena. 
He  presented  no  obstructive  symptoms.  A 
barium  enema  with  x-ray  of  the  colon  revealed 
a carcinoma  of  the  ascending  colon  10  c.m. 
above  the  cecum.  At  operation  a right  hemi- 
colectomy was  done,  including  the  terminal 


Fig.  3.  Carcinoma  of  the  Colon 
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! ileum  and  right  half  of  transverse  colon  with 
an  end  to  end  anastomosis.  The  tissue  examina- 
' tion  was  reported  as  adenocarcinoma  of  the 
^ colon  (Fig.  3.). 

One  month  after  his  operation  a hard  fixed 
nodule  was  found  in  the  midportion  of  his  old 
incision.  The  old  scar  was  excised  with  the 
nodule  en  bloc.  The  tissue  examination  was  re- 
ported as  carcinoma  of  the  abdominal  wall 
(Fig.  4.).  No  protective  covering  was  used 
around  the  growth  at  the  primary  operation  and 
there  was  no  protection  of  the  incision  down  to 
the  peritoneum. 


Fig.  4.  Carcinoma  in  Old  Incision,  Colon  Origin 


S.  H.  aged  74  was  hospitalized  in  January 
1955,  because  of  hematemesis.  Indigestion  had 
been  persistent  for  a two  year  period.  He  had 
lost  no  weight  but  had  been  unable  to  gain.  An 
upper  gastrointestinal  x-ray  revealed  an  ulcer 
crater  in  the  prepyloric  area  of  the  stomach 
which  was  non-obstructive  and  questionable  as 
to  malignancy.  An  extended  subtotal  gastric 
resection  was  done.  The  tissue  examination  was 
reported  as  a prepyloric  carcinoma  of  the 
stomach. 

Nine  months  following  his  resection  a hard, 
firm,  fixed  nodule  was  found  in  the  midportion 
of  the  incision.  The  old  scar  was  excised  in- 
cluding a wide  area  surrounding  the  nodule 
with  all  layers  of  the  abdominal  wall.  A second 
look  revealed  no  gross  recurrent  lesions  intra- 
peritoneally.  This  tissue  examination  was  re- 
ported as  carcinoma  of  the  abdominal  wall 
(Fig.  5).  No  protective  covering  was  used 
down  to  the  peritoneum  at  primary  operation. 

These  three  histories  present  but  a few  in- 
cisional implantations  but  they  are  sufficiently 
representative  in  general  surgery  to  increase 


Fig.  5.  Ciarcinoma  in  Old  Incision,  Stomach  Origin. 


our  awareness  as  to  the  implications  of  one  of 
the  criteria,  as  set  down  by  DePeyster  and 
Gilchrist,  namely,  prevention  of  implantation 
carcinoma. 

It  would  seem  that  a lower  rate  of  implanta- 
tion carcinoma  in  the  incision  might  be  ob- 
tained by  following  three  procedures,  which 
are  well  known  but  not  used  routinely,  as 
wisdom  might  dictate. 


Fig.  6.  Impervious  Plastic  Material  Sutured  to  Peritoneum. 


One,  the  suturing  of  impervious  material  to 
each  leaf  of  the  incised  peritoneum  thus  pro- 
tecting the  incision  (Fig.  6). 

Two,  isolating  the  malignant  area  at  the 
earliest  stage  of  the  operation,  by  gauze  affixed 
to  the  area  by  ties  or  clamps. 

Three,  before  closing  the  incision  a change 
of  gloves  by  the  operating  team  with  the  use 
of  fresh  drapes  and  instruments. 

In  conclusion,  an  aphorism  of  Da  Costa  may 
be  apropos  “The  complete  radical  is  wrong. 
The  complete  conservative  is  wrong.  Surgical 
fashions  change  as  rapidly  as  fashions  in  battle- 
ships or  woman’s  headgear.” 
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CHANGING  CONCEPTS  IN  THE  MANAGEMENT  OF  ECLAMPSIA 

WITH 

SPECIAL  EMPHASIS  ON  HYPOTENSIVE  DRUG  THERAPY* 

George  G.  Greene,  M.D. 

Lexington 


There  is  little  known  about  the  history 
of  eclampsia.  Apparently,  the  disease 
was  known  to  the  Greek  physicians,  as  it 
was  from  Hippocrates  that  we  received  the 
name  “eclampsia.”  This  Greek  word  was  used 
to  describe  a condition  of  sudden  onset  of 
fever,  although  the  “father  of  medicine”  may 
have  had  in  mind  any  one  of  many  conditions 
accompanied  by  sudden  onset  of  feverT 
Eclampsia  is  still  a serious  complication  of 
pregnancy.  Statistics  still  place  this  condition 
as  a “killer”  to  the  pregnant  woman  and  her 
unborn  infant.  It  is  responsible  for  30  per  cent 
of  all  maternal  mortality,  at  the  same  time  tak- 
ing a death  toll  of  30,000  infants  each  year  in 
the  U.  S.  A.,  either  in  stillbirths  or  neonatally.- 

Etiology 

The  etiology  is  not  definitely  known,  and 
only  a few  sentences  would  be  necessary  to 
cover  this  subject  completely.  However,  thou- 
sands of  pages  have  been  written  on  various 
and  sundry  theories.  Eclampsia  has  been  called 
the  “disease  of  theories.”  I do  not  propose  to 
labor  on  this  subject  and  the  details  of  theory. 
However,  I do  wish  to  discuss  some  of  the  more 
commonly  known  and  generally  preferred 
thinking  along  this  line.  Finally,  I will  momen- 
tarily digress  on  a theory  which  you  might  call 
“fantasy,”  but  which  I feel  is  reasonable  and 
sound. 

The  theory  most  widely  accepted  today  was 
advanced  in  1914  by  John  Young,  M.D.,  and 
has  subsequently  been  sponsored  by  many 
other  eminent  authorities.^  This  is  the  theory  of 
uterine  ischemia.  This  postulates  that  the  large 
blood  supply  which  the  uterus  in  pregnancy 
normally  receives  may  become  impaired  by  a 
number  of  factors:  (1)  Mechanical  conditions 
in  or  about  the  uterus  hindering  adequate  blood 
supply.  (2)  Nervous  factors  which  influence 
blood  flow  through  the  autonomic  nervous 
system.  (3)  Deficient  adaptation  of  the  gen- 
eral circulation  to  the  requirements  of  the 
pregnant  uterus  and  labor. 

*Read  before  the  Daviess  County  Medical  Society 
and  Second  Councilors  District  Meeting  at  Owens- 
boro. Kentucky,  April  1956. 
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Examples  of  mechanical  conditions  are  ■ 
multiple  pregnancy,  hydatidifirm  mole,  and  ) 
proximity  to  term. 

The  role  of  the  autonomic  nervous  system  i 
in  vasomotor  functions  is  well  known;  the  part  1 
it  plays  in  hypertension,  if  any,  is  not  known. 

The  work  of  Assali  with  Tetraethyamonium- 
chloride  tends  to  favor  the  humoral  effect 
more  than  the  neurogenic.^ 

Inefficient  adaptation  of  the  general  circula- 
tion to  the  requirements  usual  in  pregnancy 
might  come  from  a number  of  sources.  This 
might  be  expected  particularly  in  diseases  like 
hypertensive  cardiovascular  disease,  in  which 
there  is  general  sclerosis  of  the  arterioles,  there- 
by hindering  an  adequate  blood  supply  to  the 
uterus.  This  fact  is  borne  out  by  the  presence 
of  pre -eclampsia  in  about  one-fourth  of  all 
chronic  hypertensive  vascular  disease  patients. 
Another  disease  is  that  of  long-standing  dia- 
betes, in  which  there  is  calcification  of  the  walls 
of  the  uterine  arteries.  We  are  well  aware  of  the 
fact  that  diabetics  are  prone  to  develop  pre- 
eclampsia and  eclampsia. 

In  reviewing  the  etiology  of  eclampsia,  I 
found  a copy  of  Dr.  John  King’s  textbook  on 
“Electic  Obstetrics,”  which  was  written  in 
1896.^  I wish  to  quote  verbatim  some  of  the 
causes  of  eclampsia  found  in  this  work: 

“Puerperal  convulsions  are  not  well  under- 
stood. They  appear  to  be  multiform.  Pletho- 
ra, compression  of  the  aorta,  long-continued 
mental  excitement,  highly  electrical  condi- 
tions of  the  atmosphere,  weather  which  is 
persistently  damp  and  foggy,  and  profuse 
hemorrhages  in  previous  conditions  or  in 
injuries  to  the  head  have  been  variously 
named  as  predisposing  causes.  Females,  not 
married,  who  do  not  enjoy  the  pleasures  of 
society  and  are  particularly  given  to  the  use 
of  liquors,  are  especially  liable  to  them.  It 
has  been  supposed  that  blood  poisoning  from 
the  retention  of  urea,  occurring  either  from 
the  presence  of  Bright’s  Disease  or  from  the 
pressure  upon  the  emulgent  veins  by  tempo- 
rary congestion  upon  the  kidney,  has  occa- 
sioned the  paroxysms.” 

This  author  goes  on  at  great  length  and  dis- 
cusses many  and  sundry  things  that  might  be 
factors  in  initiating  eclampsia.  He  warns  his 
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students  to  be  particularly  careful  with  those 
females  having  short  necks;  those  having  firm, 
solid,  and  unyielding  tissues;  those  who  pos- 
sess great  muscular  strength;  and  those  whose 
' hands  and  feet  swell,  who  experience  a numb- 
ness in  their  hands  or  in  the  limbs,  with  swelling 
I of  the  face  on  awakening  every  morning.  He 
, does  not  forget  to  caution  especially  the  physi- 
I dan  who  knows  “for  several  weeks  previous  to 
the  delivery  that  he  is  going  to  be  in  attendance 
at  the  labor”  to  determine  whether  albumin  be 
' present  and  urea  diminished  in  amount. 

Another  theory  which  I wish  to  mention  is 
partly  my  own.  It  is  that  of  anaphylactoid  reac- 
I tion  due  to  absorption  of  fetal  products  from  the 
maternal  blood  stream.®  Many  years  ago, 
Tamier  and  his  students  did  some  experimental 
work  with  the  urine  and  serum  of  pregnant 
and  eclamptic  patients.  The  urine  of  eclamptic 
patients  was  injected  into  animals  for  evidence 
of  toxicity,  as  was  the  urine  of  normal  pregnant 
women.  The  eclamptic  urine  was  not  nearly  so 
toxic  to  the  animals  as  that  of  the  normal  preg- 
nant woman.  However,  the  serum  of  the 
eclamptic  patient  was  much  more  toxic  to  the 
animals  that  received  the  urine  from  this  exper- 
iment. This,  of  course,  lends  very  definite  proof 
! that  there  is  a toxic  product  circulating  in  the 
serum  of  the  eclamptic  patient,  which  is  not 
being  eliminated  through  the  urinary  system. 
This  leads  one  to  wonder  what  this  toxin  might 
be  and  where  it  originates.  I feel  that  by  com- 
bining the  thinking  on  several  theories  we  come 
to  a very  satisfactory  explanation  regarding  the 
etiology  of  toxemia.  First,  if  we  use  the  theory 
of  uterine  ischemia  in  part,  we  readily  under- 
stand that  by  hindering  the  blood  supply  to  the 
placenta  some  damage  would  be  done  immed- 
iately. This,  I believe,  is  the  case,  and  certain 
fetal  products  are  lost  into  the  blood  stream  as  a 
result  of  damage  to  them,  such  as  the  chorionic 
villi  or  the  syncytial  cells.  When  these  have 
once  entered  the  maternal  blood  stream,  I 
theorize  that  they  act  as  toxins  to  the  vascular 
system  of  the  pregnant  woman  and  elicit  an 
anaphylactoid  type  of  reaction  that  causes 
arteriolar  constriction.  This  would  give  us  all 
the  classical  signs  and  symptoms  that  we  find 
in  eclampsia,  such  as  hypertension,  diminished 
urinary  secretion,  loss  of  albumin  and  edema. 

I believe  that  this  toxin  produces  a marked, 
generalized  vasospasm  and  that  this  is  the 
originator  of  the  convulsive  attack  we  see  in 
the  eclamptic  patient. 


Someone  will  immediately  ask  why  the  varia- 
tion in  eclamptic  patients  in  one  section  of  the 
country  as  compared  to  that  of  the  other.  Such 
an  outstanding  teacher  as  Dr.  Eastman,  of 
Baltimore,  in  a recent  article  of  his  concerning 
the  explanation  as  to  why  in  1930  his  staff  was 
seeing  two  or  three  cases  of  eclampsia  every 
month  in  their  clinic  and  is  now  seeing  only 
one  or  two  mild  cases  each  year.  He  cites  Kings- 
ton, capitol  of  Jamaica,  as  another  good  ex- 
ample, where  the  population  is  about  one- 
seventh  that  of  the  population  of  Baltimore 
and  still  they  will  have  approximately  65 
eclamptic  patients  to  every  one  in  Baltimore. 
Of  course  everyone  knows  that  good  prenatal 
care  has  been  the  answer  to  eclampsia  in  this 
country.  This  is  generally  true  everywhere. 
When  this  is  considered,  then  immediately  we 
have  to  find  some  other  answer  for  the  uterine 
ischemia  as  to  etiology  and  put  something  else 
with  it  in  order  to  answer  the  question  that  Dr. 
Eastman  asks. 

I would  first  try  to  answer  this  by  saying 
that  in  my  opinion  as  long  as  we  supply  patients 
with  proper  diet,  including  minerals  and  vita- 
mins, the  vascular  tree  is  less  likely  to  be  sus- 
ceptible to  weaknesses  and  endotoxins  which 
might  be  floating  in  the  maternal  blood  stream. 
To  me,  this  is  much  the  same  as  fertilizing  the 
ground  where  a shrub  or  flower  has  been  plant- 
ed and  feeding  and  caring  for  it  during  its 
growth  phase.  On  the  contrary,  if  we  do  not, 
one  readily  knows  the  inevitable. 

Prenatal  Care 

We  have  proved  beyond  all  doubt  that  proper 
diet,  freedom  from  worry,  and  other  factors  will 
definitely  lower  the  incidence  of  eclampsia.  In 
the  early  part  of  the  century,  the  incidence  of 
eclampsia  was  one  per  cent  in  many  of  the 
medical  centers  of  this  country.  Even  15  years 
ago,  it  was  much  more  prevalent  in  our  own 
part  of  the  country.  Now  we  are  seldom  called 
upon  to  attend  a case  of  eclampsia  in  preg- 
nancy. This  great  stride  forward  was  brought 
about  largely  by  good  prenatal  care.  To  this, 
everyone  agrees. 

It  is  important  that  each  one  of  us  spend 
considerable  time  with  our  patients  in  the 
first  part  of  their  prenatal  care  particularly 
and  explain  to  them  the  importance  of  a 
high  protein  diet,  adequate  vitamin  and  cal- 
cium intake,  and  the  necessity  for  a low  cal- 
orie regime.  If  we  have  a patient  with  an  un- 
usual amount  of  anxiety  regarding  her  preg- 
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nancy,  we  should  endeavor  to  find  the  cause, 
since  this  can  certainly  play  an  important  role 
in  the  preventive  treatment  of  toxemia.  Emo- 
tional problems,  certainly  can  aggravate  or  add 
to  the  insult  already  smoldering.  I can,  and  am 
sure  that  each  of  you  can  immediately  think  of 
such  instances  in  your  own  private  cases. 

According  to  Stare  and  Davidson,  the  actual 
protein  requirements  during  pregnancy  cannot 
be  definitely  stated,  but  10  to  12  grams  of 
additional  protein  per  day  has  been  suggested 
as  the  increased  requirement.  Arnell  found 
that  protein  deficits  were  increased  during  preg- 
nancy by  the  restriction  of  meat,  eggs,  and 
milk,  either  self-adopted  or  carried  out  on 
medical  advice.  Williams  states  that  the  inci- 
dence of  toxemia  in  pregnancy  was  twice  as 
great  in  one  group  of  women  whose  protein  in- 
take was  60  to  70  grams  daily  as  in  a similar 
group  whose  protein  intake  ranged  from  110  to 
120  grams.  Dieckman  has  stressed  the  impor- 
tance of  anemia  and  that  it  predisposes  to 
edema.  He  states  that  albumin  and  globulin 
molecules  are  so  large  that  they  do  not  pass 
through  the  capillary  walls.  If  this  is  true,  they 
would  exert  colloid  osmotic  pressure  within  the 
capillaries.  Therefore,  a high  protein  diet  should 
tend  to  prevent  edema. 

Luikart'  states  that  in  all  cases  of  toxemia 
that  he  has  examined  the  toxemia  occurred  in 
about  four  per  cent  of  the  patients  who  gained 
over  18  pounds.  In  1000  women  who  had  fol- 
lowed a strict  weight  control  program  through- 
out pregnancy,  there  was  not  a single  maternal 
mortality  or  instance  of  toxemia.  The  fetal 
mortality  was  one-sixth  of  that  in  an  uncontroll- 
ed group.  The  average  birth  weight  was  slight- 
ly less  than  7 pounds. 

A Classification  of  Eclampsia 

I classify  my  toxic  patients  in  groups  as 
follows:®  Grade  one — only  slight  elevation  of 
blood  pressure  and  a small  amount  of  albumin 
in  the  urine.  Grade  two — patients  with  marked 
elevation  of  blood  pressure,  albuminuria, 
marked  edema,  no  convulsions.  Grade  three — 
same  as  grade  two  but  convulsions  present. 
Grade  four — patients  who  have  had  previous 
kidney  damage  or  are  known  hypertensives 
already,  with  convulsions  superimposed  plus 
other  signs  of  toxemia. 

Treatment 

I should  like  to  give  you  some  of  the  phar- 
macology of  veratrum  viride,  the  drug  on 
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which  I largely  depend  in  the  treatment  of  this  1 1 
disease.  ' 

Veratrum  Viride  is  an  alkaloid  derived  from  i • 
the  roots  and  rhizomes  of  hellebore.  This  plant  r 
is  indigenous  in  both  Europe  and  North  Amer-  i j 
ica.  The  drug  acts  as  a cardio-inhibitor,  vaso-  4 
dilator,  and  antipyretic.  It  is  toxic  in  large  doses 
and  must  be  given  carefully.  Toxic  reactions  ! 
include  a sudden  drop  in  blood  pressure  and  i 
pulse  rate,  nausea  and  vomiting,  and  eventually,  i 
coma.  Toxic  reactions  may  be  counteracted  by  | 
gastric  lavage  or  atropine  in  the  usual  dose.  The  ' 
preparation  I use  is  Veratrone®  in  doses  of  ! 
three  to  10  minims,  given  by  hypodermic  in- 
jection. 

I first  became  interested  in  the  management 
of  eclamptics  with  Veratrum  Viride  about  16  ■ 

years  ago.  This  interest  was  aroused  by  a re- 
port from  an  interne  in  a local  hospital  relative  , 
to  the  treatment  used  at  the  University  of  Cin-  ■ 
cinnati  School  of  Medicine.  As  each  of  you  i 
know,  this  drug  has  become  more  widely  ac- 
cepted in  the  past  few  years  and  now  stands 
with  the  members  of  its  family  at  the  top  of 
the  armamentarium  for  the  treatment  of 
eclampsia. 

Veratrum  Viride  and  its  hypotensive  relatives 
have  become  very  widely  used  throughout  the 
country  in  the  past  few  years  in  the  manage- 
ment of  toxic  cases,  whereas  only  such  centers 
as  the  University  of  Cincinnati  and  the  Univer- 
sity of  Tennessee  were  using  the  drug  more 
widely  in  the  early  ’40’s.  There  were,  of  course, 
a few  isolated  areas  that  had  been  favorably 
impressed  with  this  drug.  Most  of  the  textbooks 
written  in  the  first  part  of  the  twentieth  century 
would  give  Veratrum  Viride  only  a very  small 
role  in  the  treatment  of  eclampsia.  Many 
authors  would  mention  this  drug  but  hastily 
pass  on  to  other  forms  of  treatment.  However, 
some  of  the  older  authors  as  far  back  as  1890 
or  before  were  very  much  impressed  with  this 
drug,  as  was  noted  in  reviewing  Dr.  John  King’s 
textbook,  to  which  I have  referred  earlier  in 
this  paper. 

I was  much  interested  in  the  report  that  ap- 
peared in  the  October  1940  issue  of  the  Jour- 
nal of  the  American  Medical  Association, 
written  by®  Doctors  Fleming  and  Bryant,  who 
were  associated  with  the  University  of  Cincin- 
nati. There,  Veratrum  Viride  had  been  their 
main  source  of  effective  treatment  for  at  least 
15  to  20  years  prior  to  the  writing  of  this 
article.  At  that  time  they  reported  on  approx- 
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imately  120  cases  which  had  been  treated.  At 
that  time  they  had  lost  only  two  patients,  both 
of  these  having  occurred  a considerable  time 
after  the  initial  phase  of  the  eclampsia. 

During  1942,  at  the  University  of  Tennessee, 
in  Memphis,  we  had  approximately  20  cases  of 
what  I term  “true  eclampsia,”  which  were 
treated  with  Veratrum  Viride.  Not  one  of  these 
patients  died. 

I then  reviewed  the  institution’s  records  of 
eclamptic  patients  for  the  six  years  preceding 
1942. 

In  one  year,  1937,  there  had  been  a great 
increase  in  Caesarean  sections  for  the  eclamptic 
patient,  this  being  used  as  a part  of  the  treat- 
ment, not  requiring  separate  indication.  Many 
of  these  patients  were  operated  on  before  they 
had  been  in  the  hospital  for  as  long  as  one  to 
two  days,  having  not  been  controlled  or  at 
least  stabilized  for  the  time  being.  Nearly  all 
of  these  patients  died.  During  the  other  years, 
there  was  almost  every  form  of  treatment  used 
that  has  ever  been  mentioned  in  medical  litera- 
ture as  far  as  I know.  None  of  the  statistics 
were  in  any  way  comparable  to  the  1942  sta- 
tistics. 

I have  continued  to  use  veratrum  viride  in  the 
treatment  of  eclampsia.  I have  rarely  used 
magnesium  sulfate  injections  in  the  past  10 
years.  I believe  that  my  results  without  the 
magnesium  sulfate  are  just  as  good  as  when 
we  used  it.  I have  tried  to  stay  away  from  all 
heavy  sedation  or  analgesics  except  in  cases  in 
which  active  labor  was  present  and  warranted 
such. 

I have  recently  communicated  with  the  De- 
partment of  Obstetrics  of  the  University  of  Cin- 
cinnati, to  learn  if  there  had  been  much  vari- 
ation in  recent  years  in  the  management  of 
their  eclamptic  patients.^”  I cannot  see  that  it 
has  changed  a great  deal,  although  there  are 
some  minor  changes.  I was  interested  in  the 
fact  that  they  have  not  given  up  Veratrum 
Viride  for  any  of  the  other  hypotensive  drugs. 
The  treatment  as  described  by  them  is  not  a 
great  deal  different  from  that  I use.  Their’s  is 
somewhat  more  extensive  than  mine,  and  they 
are  still  using  the  magnesium  sulfate,  as  has 
been  their  custom  for  many  years. 

I am  still  convinced  after  a period  of  14 
years  that  Veratrum  Viride  is  the  most  rational 
drug  in  the  management  of  eclampsia,  along 
with  adjunctive  measures.  It,  along  with  its 
various  relatives  in  the  hypotensive  drug  group. 


offers  a therapeutic  approach.  Drugs  such  as 
the  opiates,  barbiturates,  and  magnesium  sul- 
fate, are  central  nerve  system  depressants  and 
nothing  more.  1 am  not  as  familiar  with  apreso- 
line  and  other  related  hypotensive  drugs,  but 
feel  sure  they  may  work  equally  as  well  as 
Veratrum  Viride. 

Conclusions 

Although  eclampsia  is  considered  the  disease 
of  theories,  I am  not  certain  that  the  etiology 
is  not  known.  I question  this,  and  I feel  that 
possibly  we  already  know  the  etiology  al- 
though we  do  not  have  a definite  name  to  at- 
tach to  the  toxin  that  is  liberated  as  a result  of 
interference  with  blood  supply  to  the  pregnant 
uterus,  as  mentioned  above.  This  toxin,  I feel, 
is  a result  of  a foreign  protein  of  fetal  origin 
being  liberated  into  the  maternal  blood  stream, 
which  acts  as  an  allergic  factor  and  produces  a 
generalized  vasospasm  of  the  arterioles,  which 
in  turn  produce  the  signs  and  symptoms  that 
we  see  throughout  the  body  and  in  the  urinary 
tract  and  blood  stream  as  well. 

We  have  proved  to  ourselves  that  we  can 
largely  eliminate  eclampsia  by  good  prenatal 
care;  having  our  patients  take  increased  quan- 
tities of  proteins,  adequate  vitamins  and  cal- 
cium, and  keeping  the  caloric  intake  low  at  the 
same  time.  The  second  important  consideration 
is  that  of  freedom  from  worry  and  undue  anxi- 
ety. It  is  quite  possible  that  the  increased  nerv- 
ous tension  in  pregnancy  has  something  to  do 
with  the  initial  vasospasm  that  helps  to  initiate 
the  eclamptic  condition.  I personally  feel  that 
I have  definite  examples  I can  cite  where  this 
has  been  the  case. 

It  would  appear  that  we  have  eclampsia 
quite  well  under  control,  although  not  com- 
pletely. I do  not  believe  that  we  wilt  ever  be 
able  to  eradicate  this  problem  in  pregnancy, 
nor  do  I believe  that  we  will  ever  find  a serum 
or  vaccine  which  will  be  preventive. 
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MODERN  CONCEPTS  IN  THE  TREATMENT  OF  GOITRE* 

W.  Carl  Kappes,  M.D.,  F.A.C.S 

Huntington,  W.  l a. 


For  purposes  of  discussion  of  the  diag- 
nosis and  treatment  of  goitre  we  use  the 
classification  of  the  American  Goitre  As- 
sociation, viz: 

A.  Diffuse:  (1)  Toxic 

(a)  Graves’  disease 

(b)  Primary  hyperthy- 
roidism 

(c)  Hyperplastic 

(2)  Nontoxic 

(a)  Adolescent 
(b)  Colloid 

B.  Nodular:  (1)  Toxic 

(2)  Nontoxic 

C.  Malignancies: 

( 1 ) Papillary  carcinoma 
(2)  Follicular  carcinoma 

(3)  Alveolar  carcinoma 

(4)  Hurthle  cell  carcinoma 

(5)  Lymphosarcoma 

Diffuse  Toxic  Goitre 

This  type  has  been  variously  labeled  as 
Graves’  disease,  hyperplastic  goitre  and  pri- 
mary hyperthyroidism.  The  symptoms  and 
signs  are  those  of  hyp>ermetabolism  such  as 
nervousness,  excitability,  tremors,  palpitation, 
marked  weight  loss  despite  ravenous  appetite, 
quadriceps  weakness  and,  in  severe  cases, 
nausea,  vomiting  and  diarrhea.  In  most  cases 
there  is  a low  grade  fever  ranging  from  99° 
to  100°.  Examination  reveals  a wide  pulse 
pressure  and  increased  heart  and  pulse  rates. 
The  gland  itself  is  usually  fairly  soft  and,  in 
most  cases,  there  are  bruits  over  the  superior 
{X)le  vessels.  Not  all  cases  of  diffuse  goitre  have 
exophthalmos  but  this  is  always  present  in  the 
typical  Graves’  syndrome.  Regarding  the  latter, 
it  has  been  shown  by  Dobyns^  and  others  that 
there  is  an  exophthalmotropic  hormone  which 
is  separate  from  the  thyrotropic  hormone.  It  is 
in  these  cases  that  the  thyroidologist  has  his 
headaches  because,  regardless  of  how  the  gland 
is  obliterated,  be  it  surgery  or  the  exoph- 
thalmos may  even  progress. 

*Read  before  Johnson  County  Medical  Society, 
FaintsvUle,  Kentucky,  April  19,  1956. 
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The  BMR  is  a test  which  merely  gives  the  | 
rate  of  oxygen  consumption  for  a given  length  j 

of  time  under  certain  conditions.  We  reason  i 

that  when  the  rate  is  high  the  patient  is  toxic  ; 
in  direct  proportion.  If  the  test  is  run  properly  ' 
the  rate  usually  fits  in  with  the  rest  of  the  clini- 
cal picture.  However,  if  the  patient  is  unduly 
nervous,  apprehensive  and  the  “hose  in  mouth,  ^ 
nose  clamped  off’’  method  is  used,  higher  rates  ^ 
than  expected  may  result.  The  point  we  are  try-  | 
ing  to  make  is  that  the  BMR  is  an  adjunct  in  ^ 
the  diagnosis  and  not  the  diagnosis  per  se.  A 
good  clinical  diagnosis  is  far  more  important 
than  the  BMR. 

Increased  PBI 

In  hyperthyroidism  the  protein-bound  io- 
dine content  of  the  blood  is  elevated  over  14 
mcgms  per  cent  and,  when  facilities  are  avail- 
able for  an  accurate  test,  we  have  another 
diagnostic  measure  in  hyperthyroidism.  When 
accurately  done,  the  increased  uptake  of  P^^ 
is  also  a valuable  adjunct  in  the  diagnosis  of 
diffuse  toxic  goitre.  The  blood  cholesterol  usu- 
ally runs  below  150  mgm  per  cent  in  hyperthy- 
roidism and  this  can  be  used  to  complete  the 
picture.  These  laboratory  tests,  while  impor- 
tant, cannot  and  will  not  take  the  place,  how- 
ever, of  a good  clinical  examination  and  evalu- 
ation of  the  patient. 

Treatment  Iodine 

Since  the  introduction  of  Lugol’s  solution  by  i 
Plummer  in  1922  in  the  treatment  of  hyperthy- 
roidism, the  mortality  rate  following  surgery 
has  been  reduced  to  a minimum.  In  the  aver- 
age case  of  uncomplicated  toxic  goitre  in  which 
the  symptoms  have  been  present  less  than  12- 
18  months,  the  cardiac  status  is  good,  and  if 
the  patient  has  not  had  prolonged  iodine  or 
antithyroid  medication  previously,  the  patient 
can  be  prepared  for  surgery  on  iodine  alone.  As 
a rule  Lugol’s  solution  is  given  in  doses  of  thirty 
drops  daily  for  two  to  three  weeks,  or  until  the 
gland  becomes  firm,  the  pulse  rate  slows  and 
weight  increases,  and  other  signs  of  improve- 
ment appear. 
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Antithyroid  Drugs 

In  1943  Astwood  introduced  the  use  of  anti- 
thyroid drugs.  The  various  ones  now  in  use 
such  as  Thiouracil,  Propyl-thiouracil,  Tapazole, 
and  Itrumil,  have  proven  valuable  adjuncts  in 
the  treatment  of  toxic  goitre.  When  Lugol’s 
solution  was  introduced  it  was  thought  at  first 
that  surgery  would  not  have  to  be  done.  The 
same  was  true  after  the  introduction  of  the  anti- 
thyroid drugs,  but  time  has  shown  that  these 
drugs  are  usually  only  adjuncts  in  preparing 
patients  for  surgery.  We  can,  however,  usually 
carry  children  for  quite  a long  time  on  a medi- 
cal regime  and,  in  many  of  these  cases,  surgery 
will  not  be  required.  In  the  severely  toxic  cases, 
in  the  thyrocardiacs,  and  in  those  who  have 
become  iodine  fast  or  iodine  resistant,  the  use 
of  antithyroid  drugs  is  paramount  in  preparing 
patients  for  surgery.  Personally,  we  prefer 
Propylthiouracil.  The  dosage  can  vary  from 
300  mgm  to  1000  mgm  daily,  depending  on  the 
severity  of  the  disease.  We  check  the  leucocyte 
count  every  two  or  three  weeks  but  the  inci- 
dence of  granulocytopenia  or  agranulocytosis 
is  extremely  low.  When  the  antithyroid  drugs 
have  been  given  to  the  point  where  the  BMR 
is  slightly  above  normal  and  there  are  favorable 
clinical  signs  of  improvement  in  the  patient,  the 
drug  is  discontinued  and  Lugol’s  solution  in 
doses  of  ten  drops  thrice  daily  is  given  for  ap- 
proximately three  weeks  or  until  the  gland  has 
become  firm.  This  is  important  because  we 
have  learned  from  sad  experience  that  if  the 
gland  is  not  well  involuted  we  have  a soft,  very 
friable  gland  which  makes  the  operation  a very 
bloody  and  hazardous  one. 

Radioactive  Iodine 

When  was  first  introduced  in  1942,  the 
advocates  of  its  use  were  very  enthusiastic  but, 
as  time  has  gone  on,  it  has  been  shown  that  it 
is  not  a cure-all.  It  seems  to  be  the  consensus 
in  most  clinics  that  there  are  three  main  indi- 
cations for  its  use:  (1)  Recurrences.  When  a 
thorough  thyroidectomy  has  been  performed 
and  there  is  a recurrence,  it  may  become 
hazardous  to  repeat  surgery  because  of  the 
danger  of  injuring  the  parathyroids  and  the  re- 
current laryngeal  nerve.  It  seems  safer  in  these 
cases  to  use  P'^k  (2)  Thyro-cardiacs.  In  cases 
in  which  the  cardiac  reserve  is  extremely  low 


and  surgery  is  hazardous,  we  are  justified  in 
giving  P'”.  Even  though  the  gland  is  not  com- 
pletely obliterated,  a sufficient  amount  can  be 
destroyed  so  that  the  patient  can  be  rehabili- 
tated to  the  point  that  surgery  can  be  done  at  a 
later  date.  (3)  If  necessary,  in  some  patients 
over  45  years  of  age  who  refuse  surgery  for  one 
reason  or  another,  P^^  can  be  used  with  safety. 
Since  we  are  not  sure  about  the  carcinogenic 
effect  of  P-’^  on  humans  because  sufficient  time 
has  not  elapsed  to  prove  this,  and  since  we  are 
not  sure  about  its  effect  on  the  reproductive 
system,  one  should  be  conservative  in  the  use  of 
P'*^  in  the  young  patients. 

Borderline  Cases 

From  time  to  time  we  are  confronted  with  a 
patient  in  whom  we  cannot  make  a definite 
diagnosis  of  hyperthyroidism.  We  can  run  a 
BMR,  a FBI  and  a radioactive  uptake  study 
and  still  not  be  absolutely  sure.  In  these  cases 
we  take  the  attitude  of  “scientific  neglect” 
which  consists  of  watching,  waiting,  giving  a 
little  iodide,  a little  phenobarbital,  and  a lot  of 
reassurance.  If  left  alone  for  a sufficient  length 
of  time  they  will  either  get  well  or  develop  a 
true  hyperthyroidism.  If  this  attitude  is  not 
taken,  poor  results  can  be  expected  with 
surgery.  There  is  nothing  more  discouraging 
than  to  operate  and  have  the  patient  complain 
as  much,  or  more  so,  than  before  operation. 

Nodular  Goitre 

The  treatment  of  toxic  nodular  goitre  is 
about  the  same  as  in  the  diffuse  type.  Although 
P-”  is  not  recommended  in  the  treatment  of 
nodular  toxic  goitre,  as  a rule,  sometimes  it  is 
necessary  to  treat  them  somewhat  less  ade- 
quately with  P'^^  because  the  cardiac  status  will 
not  permit  surgery  to  be  done  until  the  toxic 
symptoms  have  been  alleviated.  When  the 
cardiac  status  is  corrected,  the  removal  of  the 
nodule  is  safer.  It  is  becoming  more  apparent 
to  all  that  the  treatment  for  so-called  nontoxic 
nodular  goitre  is  surgery  immediately.  We  can- 
not understand  how  some  physicians  can  be 
so  complacent  in  advising  patients  with  a 
nodule  in  the  thyroid  to  “leave  it  alone  until  it 
bothers  you.”  I’m  sure  that  these  physicians 
would  advise  immediate  investigation  of  a 
lump  in  the  breast.  A solitary  nodule  of  the 
thyroid,  particularly  in  children  and  males,  is 
just  as  prone  to  malignancy,  from  17.7  per 
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cent  (Cole)  to  24  per  cent  (Rawson)  of  cases, 
as  a breast  tumor.  Cole-,  et  al,  recently  reported 
that  the  incidence  of  carcinoma  in  nontoxic 
nodules  in  childhood  was  39  per  cent.  It  is  of 
further  interest  that  out  of  every  12  children 
under  15  years  of  age  who  had  carcinoma  and 
were  included  in  this  report,  10  (83  per  cent) 
had  been  given  x-ray  therapy  to  the  neck  or 
chest  in  early  childhood.  We  advise  all  of  our 
cases  of  nodular  goitre  to  submit  to  surgery 
because  we  know  that  ( 1 ) they  will  sooner  or 
later  develop  cardiac  irregularities,  and  (2)  the 
incidence  of  malignancy  is  too  high  to  allow 
procrastination. 

Malignancies  of  the  thyroid  are  varied,  but 
the  papillary  adenocarcinomas  are  the  most 
amenable  to  treatment  since  the  metastases 
have  a tendency  to  remain  localized.  The 
follicular  types  and  the  lymphosarcomas  offer 
the  least  favorable  prognosis.  It  was  hoped  at 
one  time  that  would  be  the  panacea  for  the 
treatment  of  malignancies  of  the  thyroid  with 
their  metastases  but  it  has  been  found  later 
that  only  in  those  cases  where  there  is  a good 
uptake  (thirsty  gland)  is  there  much  to  offer 
these  patients.  It  has  been  found  that  large 
doses  (three  or  four  grains  daily)  of  thyroid 
extract  postoperatively  will  aid  in  holding  the 
disease  in  check. 

The  decision  as  to  whether  to  do  a radical 
neck  dissection  in  malignancy  of  the  thyroid 
is  a very  difficult  one  to  make  at  times.  If  there 
is  a lymph  vessel  invasion  only,  one  seems 
justified  in  doing  a radical  dissection  but,  if 
there  is  already  blood  vessel  invasion  as  shown 
on  microscopic  section,  then  radical  surgery 
seems  to  be  of  little  avail. 

Thyroiditis 

Acute  suppurative  thyroiditis  is  rare  and  can 
be  controlled  with  antibiotics,  but  occasionally 
incision  and  drainage  is  necessary.  The  so- 
called  subacute  granulomatous  thyroiditis  is 
fairly  common  and  is  frequently  overlooked  or 
mistakenly  diagnosed.  The  symptoms  and  signs 
are  fairly  clear-cut;  viz.,  pain  over  the  gland 
radiating  to  one  or  both  ears,  marked  tender- 
ness, symptoms  resembling  a virus  infection 
such  as  fever,  chilliness,  etc.  Although  small 
doses  of  x-ray  over  the  gland  will  relieve  the 
patient,  we  have  in  the  past  few  years  given 
Thiouracil  in  0.2  gm  doses  three  times  daily 
for  not  over  four  days.  This  treatment,  though 
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unexplainable,  was  suggested  to  us  by  Brian  ' 
King,  M.D.-^  It  is  spectacular  to  note  the  effect 
of  this  drug  in  relieving  the  symptoms  of  pain, 
fever  and  general  malaise.  For  some  unknown 
reason  Propyl-thiouracil  and  other  antithyroid 
drugs  do  not  work.  Of  course  one  should  check 
the  leucocyte  count  and  be  on  the  alert  for 
symptoms  of  agranulocytosis.  Some  clinicians 
have  used  Cortisone  for  subacute  thyroiditis 
but  we  have  not  had  any  experience  with  it. 

Chronic  Thyroiditis 

The  two  main  types  of  this  disease  are 
Hashimoto’s  struma  and  Riedel’s  struma.  When 
one  encounters  either  of  these  conditions  it  is 
difficult  at  times  to  differentiate  them  from  ma- 
lignancy. Some  clinicians  favor  needle  biopsy 
but  this  is  not  always  satisfactory.  Lahey  has 
brought  out  a point  worthy  of  mention  in 
differentiating  these  two  types  of  thyroiditis 
from  malignancy;  viz.,  in  either  of  these  con- 
ditions the  general  contour  of  the  gland  is 
maintained  if  careful  examination  is  made, 
whereas  in  malignancy  (advanced)  the  con- 
tour of  the  gland  is  lost.  As  to  treatment,  sur- 
gery seems  the  treatment  of  choice  and  one 
need  not  fear  doing  too  radical  a resection  be- 
cause those  cases  require  fairly  large  doses  of 
thyroid  extract  for  a lifetime,  otherwise  myxe- 
dema will  result. 

Operation 

The  technique  of  thyroidectomy  seems  fairly  , 
well  standardized  now,  but  there  are  a few 
points  relative  to  technique  to  be  emphasized: 

( 1 ) careful  separation  of  the  superior  pole 
vessels  from  the  ala  of  the  thyroid  cartilage  be- 
fore ligation  is  very  helpful  in  avoiding  injury 
to  the  recurrent  laryngeal  nerve  in  this  location, 

(2)  we  have  found  that  if  we  begin  the  dis- 
section from  the  isthmus  and  proceed  laterally  ' 
we  have  a better  control  of  the  operation  so  far 

as  bleeding  is  concerned,  (3)  although  we  do  ; 
not  routinely  transect  the  prethyroid  muscles,  if 
we  are  in  doubt  as  to  good  exposure  we  do  not 
hesitate  to  do  so  and  find  that  a better  anatomi-  | 
cal  dissection  can  be  made,  and  (4)  a careful 
search  should  be  made  for  the  parathyroids  so 
as  to  avoid  removing  them  or  injuring  them. 

Postoperative  Complications 

( 1 ) Nerve  injuries.  We  do  not  routinely  dis- 
sect out  the  recurrent  nerves  although  we  are 
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ever  mindful  of  their  position.  We  do  not  be- 
lieve it  to  be  essential  and  is  safe  only  in  the 
hands  of  the  experienced  operator.  Too  much 
trauma  to  these  nerves  can  cause  temporary 
paresis  with  resultant  obstruction  to  the  air- 
way. The  most  frequent  point  of  injury  seems  to 
be  the  superior  pole  and  for  this  reason  it  is 
very  important  that  one  dissect  out  the  super- 
ior pole  vessels  carefully  before  ligating  them. 
(2)  Hypoparathyroid  tetany.  Regardless  of 
how  careful  one  may  be  in  preserving  the 
parathyroids,  tetany  results  in  two  or  three  per 
cent  of  cases.  When  tetany  appears  we  get  a 
blood  calcium  determination  and  then  give  lOcc 
of  10  per  cent  calcium  gluconate  intravenously. 
We  immediately  start  the  patient  on  Di-cal  D 
capsules  or  wafers  every  four  hours  and  grad- 
ually reduce  the  dose.  Most  of  these  cases  are 
transient  unless  two  or  more  parathyroid  bodies 
have  been  removed.  We  have  had  at  least  two 
cases  that  have  cleared  up  as  long  as  18  months 
after  operation.  Rigdon^  recently  reported  a 
case  of  severe  chronic  tetany  which  did  not 
respond  except  to  huge  doses  of  calcium  in 
which  he  transplanted  to  the  rectus  muscle  the 
parathyroids  removed  from  a four  months’  old 
fetus  with  a dramatic  result.  Sterling''  has  re- 
ported a case  in  which  he  removed  the  thyroid 
gland  together  with  the  parathyroids  and 
anastomed  the  vessels  to  the  superficial  femoral 
vessels.  (3)  Tracheotomy,  (a)  Emergency. 
Regardless  of  the  care  used  in  doing  a thyroi- 
dectomy, one  is  sometimes  confronted  with  the 
necessity  of  doing  an  emergency  tracheotomy. 
The  nerve  supply  after  operation  may  be  intact 
but  edema  can  be  of  such  severity  that  an  im- 
mediate operation  is  necessary.  One  has  a 
tendency  to  put  off  this  operation,  hoping  that 
the  patient  will  improve.  Delay  is  usually  fatal. 
Lahey  has  said  “the  time  to  do  a tracheotomy 
is  when  you  are  wondering  whether  or  not  you 
should.”  (b)  Elective  tracheotomy.  To  our 
mind  there  are  two  indications  for  elective 
tracheotomy  at  the  time  of  operation.  First,  in 
very  large  goitres  of  long  standing  where  we 
expect  and  usually  do  get  marked  edema  with 
resulting  stridor  and  anoxia,  it  is  very  good 
procedure  to  circumvent  this  by  doing  the  op- 
eration. The  tube  can  be  removed  in  three  or 
four  days  and  the  scar  is  not  bad.  In  fact,  in  a 
number  of  cases  I have  hoped  the  patient  would 
live  to  get  a bad  scar.  Secondly,  at  the  sugges- 
tion of  Dr.  Bartels,  the  surgeons  of  the  Lahey 
Clinic  do  elective  tracheotomies  on  the  severe 


thyrocardiacs  where  the  cardiac  reserve  is  low 
and  where  the  slightest  amount  of  anoxia  fol- 
lowing surgery  may  be  the  deciding  factor. 
Oxygen  can  be  administered  continuously 
through  the  tracheotomy  tube.  (4)  Persistent 
or  progressive  exophalmos.  Fairly  conclusive 
proof  has  been  presented  by  Dobyns  that  there 
is  an  exophthalmotropic  hormone  of  the  ante- 
rior pituitary  which  accounts  for  the  exophthal- 
mos of  Graves’  disease  and,  whereas  we  do  not 
as  yet  know  how  to  cure  the  condition,  we  do 
have  at  least  two  ways  of  helping  the  patients. 
First,  adequate  continuous  doses  of  thyroid  ex- 
tract following  thyroidectomy  will  frequently 
hold  the  condition  in  check.  Secondly,  the  Naff- 
ziger  decompressioa  operation  or  some  modifi- 
cation thereof,  will  help  in  a large  number  of 
cases.  Recently  Moran''  has  shown  that,  despite 
adequate  orbital  decompression,  the  exoph- 
thalmos progresses  and  he  also  noted  that  these 
cases  had  marked  levator  spasm.  By  removing 
most  of  the  fibers  of  the  levator  muscles, 
the  exophthalmos  improved  markedly  so  that 
in  cases  of  marked  levator  spasm,  he  does 
the  simpler  procedure  first  and,  if  necessary, 
the  decompression  operation  later.  (5)  Hyper- 
thyroidism in  pregnancy.  The  consensus 
seems  to  be  that  surgery  is  the  treatment  of 
choice  during  the  first  two  trimesters  of  preg- 
nancy and  the  use  of  antithyroid  drugs  and 
iodine  in  the  last  trimester.  It  also  seems  that 
F'”  should  not  be  used  during  pregnancy. 

Post-operative  Care 

One  has  a tendency  at  times  to  forget  what 
is  happening  to  the  patient  after  surgery  and 
yet  the  after  care  is  extremely  important  if  we 
are  to  have  a happy  patient.  Some  clinicians  are 
prone  to  leave  off  thyroid  extract  if  the  basal 
metabolism  is  within  normal  limits.  I believe, 
however,  that  when  we  have  done  a radical  sub- 
total thyroidectomy  all  of  the  patients  should 
have  thyroid  medication  of  variable  amount.  It 
stands  to  reason  that  the  patient  needs  thyroid 
hormone  and  if  it  is  not  given,  the  pituitary 
will  stimulate  the  thyroid  remnants  and  un- 
doubtedly may  produce  sufficient  enlargement 
to  cause  a recurrence.  I doubt  if  anyone  can 
sufficiently  gauge  the  amount  of  tissue  to  be 
left  at  operation  to  keep  the  patient  euthyroid. 
It  seems  to  me  to  be  wiser  to  resect  radically 
and  give  them  thyroid  extract  as  needed  post- 
operatively. 
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Summary 

( 1 ) We  have  presented  the  various  methods 
in  making  an  accurate  diagnosis  of  hyper- 
thyroidism and  special  consideration  for  clini- 
cal evaluation  of  the  patient. 

(2)  A special  plea  is  made  to  immediately 
subject  patients  to  surgery  when  a nodule  is 
found  in  the  thyroid. 

(3)  A few  valuable  points  in  the  technique 
of  thyroidectomy  are  presented. 


(4)  Treatment  of  complications  following 
surgery  are  listed. 
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WHAT  WOULD  I DO  IF  I HAD  AN  ULCER?* 

by 

Lester  R,  Dragstedt,  M.D.,  Ph.D. 


Sometimes  it  is  of  value  for  a surgeon  to  ask 
himself  just  what  he  would  do  if  he  had  the 
lesion  that  he  has  found  in  his  patient  and  had 
available  medical  and  surgical  care  of  the  same 
competence.  Some  reflection  on  this  problem 
has  prompted  me  to  write  this  comment. 

Duodenal  Ulcer 

If  I had  a duodenal  ulcer  I would  place  my- 
self in  the  hands  of  a competent  internist,  pref- 
erably one  with  a special  interest  in  gastroin- 
testinal diseases.  I would  follow  his  prescribed 
management  and  exercise  all  of  the  self- 
discipline  in  this  connection  that  I could  mus- 
ter. If  he  did  not  make  quantitative  measure- 
ments of  my  fasting  nocturnal  gastric  secretion 
I would  request  that  this  determination  be  done. 
If  I discovered  that  my  stomach  secreted  in  ex- 
cess of  75  mEq.  of  free  hydrochloric  acid  in  a 
12  hour  period  as  compared  with  the  normal, 
15  to  20.  I would  conclude  that  my  problem 
was  a serious  one  and  that  medical  manage- 
ment might  well  prove  inadequate.  If  my  physi- 
cian did  not  prescribe  neutralization  therapy 
during  the  night  I believe  that  I would  set  my 
alarm  clock  to  awaken  me  at  the  period  of  max- 
imum secretion  when  I would  partake  of  a mix- 
ture of  milk  and  cream  with  some  calcium  car- 
bonate. I would  continue  with  medical  manage- 
ment for  at  least  a year  unless  some  serious 
complication  developed.  If  at  the  end  of  this 
time  I found  that  I was  still  handicapped  by  my 


*From  the  Department  of  Surgery  of  The  University 
of  Chicago. 


disease,  was  less  efficient  in  my  work,  and  had 
to  deny  myself  too  much  of  the  pleasures  of 
life,  I would  then  seek  surgical  treatment.  Since 
it  is  my  own  stomach  that  we  are  considering 
now,  I would  select  first  that  type  of  surgery 
which  carried  the  least  hazard,  involved  the 
least  mutilation,  and  still  provided  a good 
chance  to  be  free  of  my  disease.  I would  choose 
to  have  a supradiaphramatic  vagotomy  by  the 
abdominal  route  combined  with  the  posterior 
gastroenterostomy  with  a stoma  not  larger  than 
two  centimeters  in  diameter  and  located  within 
seven  centimeters  of  the  pylorus.  I would  beg 
the  surgeon  to  make  a meticulous  dissection  of 
the  lower  two  inches  of  my  esophagus  in  an 
effort  to  make  sure  that  all  vagus  fibers  were 
divided.  I would  also  request  him  to  decom- 
press my  stomach  for  the  first  five  days  after 
the  operation  by  means  of  a gastrostomy  tube 
placed  in  the  fundus  of  the  stomach  and  cov- 
ered with  omentum.  I believe  that  duodenal 
ulcers  are  due  to  a hypersecretion  of  gastric 
juice  in  the  empty  stomach  dependent  upon  ex- 
cessive and  abnormal  secretory  impulses  in  the 
vagus  nerves.  These  in  turn,  I believe,  are  in 
some  way  aroused  by  the  tensions  and  strain 
of  modern  life.  I would  feel  greatly  relieved  if 
during  the  first  five  days  after  the  operation, 
when  my  stomach  was  being  decompressed  by 
the  gastrostomy  tube,  the  output  of  free  acid  in 
each  12  hour  aspirate  was  less  than  10  or  15 
mEq.  I would  feel  still  better  if  on  the  tenth  day 
after  the  operation  the  amount  of  acid  in  my 
12  hour  nocturnal  secretion  was  less  than  15 
mEq.  I would  then  have  the  tube  removed  if 
my  stomach  was  now  emptying  satisfactorily. 
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I would  have  my  nocturnal  gastric  secretion 
measured  again  at  the  end  of  six  months  and 
also  after  a year,  particularly  if  any  ulcer  symp- 
toms persisted.  If  the  nocturnal  secretion  was 
still  within  normal  limits  and  the  stomach 
emptying  satisfactorily,  I would  be  comforted 
in  the  thought  that  in  all  probability  I was  now 
cured  of  my  disease.  If,  however,  I had  a recur- 
rence of  ulcer  symptoms,  and  my  own  experi- 
ence has  indicated  that  this  is  usually  due  to 
an  incomplete  vagotomy  or  to  an  inadequate 
drainage  operation,  I should  resume  medical 
management.  Sometimes  medical  treatment  that 
was  inadequate  at  first  becomes  sufficient  after 
an  incomplete  vagotomy,  indicating  that  some 
good  was  accomplished  by  the  operation.  If, 
however,  medical  treatment  again  proved  in- 
adequate and  further  surgery  was  required,  I 
would  now  choose  to  have  a two-thirds  gastric 
resection  with  reconstruction  of  my  gastroin- 
testinal tract  by  the  Billroth  II  operation. 

Gastric  Ulcer 

If  I had  a gastric  ulcer,  my  choice  of  therapy 
would  be  quite  different  because  I am  con- 
vinced that  these  lesions  are  usually  due  to  a 
hypersecretion  of  gastric  juice  of  humoral  or 
hormonal  origin  and  the  possibility  of  malig- 
nancy would  effect  all  decisions.  I would  place 
myself  in  the  hands,  again,  of  a competent  in- 
ternist and  I would  be  considerably  relieved  if 
after  his  careful  study  and  fluoroscopic  exami- 
nation, possibly  supplemented  by  a short  period 
of  medical  management,  he  concluded  that  my 
ulcer  was  benign.  I would  be  still  further  re- 
lieved if  exfoliative  cytology  failed  to  reveal  the 
presence  of  malignant  cells.  I am  uncertain  as 


to  whether  or  not  I would  subject  myself  to  a 
gastroscopic  examination.  If  after  a period  of 
three  or  four  months  of  medical  management  I 
was  still  not  free  of  symptoms,  my  anxiety 
would  return  that  the  lesion  might  be  a carci- 
noma. If  the  ulcer  was  located  in  the  lower  half 
of  the  stomach  I would  elect  to  have  a sub- 
total gastric  resection  with  reconstruction  by 
the  Billroth  I method  if  possible.  If  subsequent 
examination  of  the  lesion  indicated  that  it  was 
benign  I would  feel  greatly  relieved,  since  the 
development  of  marginal  ulcer  after  resection  of 
the  lower  part  of  the  stomach  for  gastric  ulcer 
is  very  rare.  If  examination  proved  the  lesion 
to  be  a carcinoma,  I would  realize  that  some- 
thing, although  perhaps  not  very  much,  had 
been  done  for  me  in  the  way  of  therapy. 

If  the  ulcer  was  in  the  upper  half  of  the 
stomach  and  within  a centimeter  or  two  of  the 
esophagus,  the  problem  would  be  quite  differ- 
ent. At  operation  I would  request  the  surgeon 
to  open  my  stomach  and  inspect  the  lesion  if 
at  all  possible.  I should  like  him  to  palpate  the 
ulcer  with  his  bare  finger  and  take  a biopsy  of 
a suspicious  nodular  area.  In  the  absence  of 
histological  proof  that  the  ulcer  was  a carci- 
noma, I would  not  wish  to  have  a cancer  op- 
eration, which  in  this  case  would  mean  a total 
gastrectomy  probably  with  a laparothoracotomy 
incision.  Such  an  operation  is  too  hazardous 
and  the  morbidity  too  great  for  nonmalignant 
disease.  A removal  of  the  antrum  of  the 
stomach  leaving  the  ulcer  in  situ  would  remove 
the  humoral  phase  of  secretion  and  in  all  prob- 
ability permit  the  ulcer  to  heal.  The  experience 
with  this  Kelling-Madlener  procedure  has  been 
most  reassuring  and  physiological  studies  sup- 
port this  belief. 
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CASE  DISCUSSIONS 


A CASE  OF  IMPERFORATE  ANUS 

FROM  THE  UNIVERSITY  OF  LOUISVILLE  HOSPITALS 
LOUISVILLE  CHILDREN’S  HOSPITAL 


Presentation  of  the  Case 

A nineteen  day  old  white  female,  weighing 
six  pounds  fifteen  ounces,  was  admitted  to  the 
Children’s  Hospital  May  12,  1955  with  the 
chief  complaint  of  vomiting  brown  material  and 
having  constipated  stools  per  vagina.  Her  birth 
weight  was  seven  pounds  six  ounces.  An  im- 
perforate anus  and  recto-vaginal  fistula  were 
noted  at  birth  but  the  fistula  was  believed  to  be 
compatible  with  life.  At  seven  days  of  age  she 
developed  an  intestinal  obstruction  and  was 
temporarily  relieved  with  enemas  and  milk  of 
magnesia.  At  thirteen  days  of  age  she  again 
became  obstructed  and  was  again  successfully 
treated  with  enemas.  On  May  10,  1955,  at 
seventeen  days  of  age  an  operation  was  done  in 
the  operating  room.  An  incision  was  made 
from  the  fistulous  tract  in  the  vagina  posteriorly 
to  the  spincter  ani  muscle.  During  the  follow- 
ing twenty-four  hours  she  had  six  stools  unde- 
scribed and  her  condition  improved.  At  5:45 
P.M.  on  May  12  she  began  vomiting  brown 
fecal  material  and  was  transferred  to  Children’s 
Hospital. 

Management 

On  admission  the  patient  was  distended  and 
slightly  dehydrated.  Peristalsis  were  hyperac- 
tive. X-rays  supported  the  clinical  impression 
of  a low  intestinal  obstruction.  Her  condition 
as  recorded  by  the  ward  nurse  was  fair.  After 
giving  intravenous  blood,  electrolyes  and  anti- 
biotics and  having  the  stomach  emptied,  a 
transverse  colostomy  was  done.  She  was  dis- 
charged nine  days  later. 

The  youngster  was  readmitted  for  five  days 


Hospital  Proctocol  No.  35981 


as  a feeding  problem  when  she  was  four 
months  of  age.  At  this  time  she  weighed  nine 
pounds  twelve  ounces. 

At  six  months  of  age  the  patient  was  read- 
mitted to  correct  her  abnormalities.  On  Octo- 
ber 18,  1955,  an  abdomino-perineal  pull- 
through  procedure  was  done  and  on  October 
28,  1955,  an  anoplasty,  appendectomy,  closure 
of  colostomy  and  excision  of  hemangioma  of 
abdominal  wall  were  performed.  She  was  dis- 
charged on  November  7,  1955,  in  excellent 
condition. 

The  baby’s  last  visit  to  the  hospital  was  on 
June  7,  1956,  at  which  time  she  had  a per- 
fectly normal  appearing  anus  with  a small 
amount  of  scar  tissue  around  it.  Her  stools  are 
of  normal  caliber  and  her  mother  is  extremely 
pleased  with  the  final  result. 

Discussion 

B.  J.  Schoo,  M.D.:  This  patient  illustrates 
many  points  about  imperforate  anus  which  any 
physician  encounters  who  has  dealings  with 
newborn  babies:  a)  She  falls  into  the  group  of 
imperforate  ani  which  have  a fistulous  tract. 
The  sex  distribution  for  imperforate  ani  is 
about  equal  and  about  75  per  cent  of  all  im- 
perforate ani  have  a fistulous  tract  and  about 
80  per  cent  of  these  are  females,  b)  The  fistul- 
ous tract  was  not  large  enough  to  be  compati- 
ble with  life  so  that  constipation  caused  intesti- 
nal obstruction.  This  is  common.  The  tract 
should  not  be  torn  or  incised  but  an  anoplasty 
performed,  c)  Almost  every  imperforate  anus 
with  a low  fistulous  tract  into  the  vagina,  fossa 
navicularis  or  perineum  can  be  repaired  within 
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the  first  few  days  of  life  from  the  perineal  ap- 
proach alone  unless  they  have  had  some  med- 
dlesome surgery  which  is  incomplete  and 
causes  scarring,  d)  Forty  per  cent  of  these  pa- 
tients have  other  congenital  anomalies,  the 
most  important  and  most  common  ones  being 
congenital  heart  disease,  esophageal  atresia  and 
malformations  of  the  vertebrae.  This  patient 
had  failure  of  fusion  of  the  thoracic  spines  of 
T-5  to  T-8,  deformity  of  the  left  kidney  calyces 
and  a hemangioma  of  the  abdomen.  Every 
child  with  an  imperforate  anus  should  have  a 


naso-gastric  tube  inserted  and  careful  auscula- 
tion  of  the  heart,  e)  The  photograph  is  not  of 
this  patient,  but  demonstrates  an  imperforate 
anus  with  a rectoperineal  fistula.  This  fistulous 
tract  is  just  anterior  to  the  sphincter  ani  muscle 
and  this  patient  would  never  have  bowel  con- 
trol. This  is  frequently  overlooked  during  a 
quick  examination  and  the  patient  is  punished 
severely  in  later  years  when  she  should  be  de- 
veloping bowel  control  and  can't,  f)  The  x-ray 
illustrated  shows  the  distance  between  the 
rectum  and  the  imperforate  anus.  Usually  there 
is  no  value  in  taking  an  x-ray  until  the  child  is 
twenty-four  hours  of  age  because  it  takes  this 
length  of  time  for  air  to  pass  along  the  bowel 
through  the  thick  meconium  to  the  rectal 
pouch.  This  distance  determines  whether  the 
corrective  procedure  can  be  done  from  a peri- 
nal  approach  alone  or  whether  an  abdominal 
operation  will  be  necessary. 

H.  B.  Lynn,  M.D. : It  may  be  worthwhile 
emphasizing  the  point  that  Dr.  Schoo  has  just 
made  about  the  taking  of  x-rays  in  the  first 
few  hours  of  life.  It  has  been  our  experience 
that  these  x-rays  serve  little  or  no  useful  pur- 
pose since  they  either  mislead  the  responsible 
surgeon  or  must  be  repeated  just  prior  to  sur- 
gery. Therefore,  in  case  of  imperforate  anus 
we  make  no  effort  to  x-ray  the  lower  intestinal 
tract  until  there  has  been  sufficient  time  for 
intestinal  gas  to  pass  to  the  lowest  point  in  the 
patent  tract. 

It  is  interesting  to  note  that  in  my  own  ex- 
perience the  diagnosis  of  esophagel  atresia  with 
esophago-tracheo  fistula  has  been  made  at  least 
seven  times  because  the  patient  was  referred  to 
the  Surgical  Service  as  a newborn  infant  with 
an  imperforate  anus.  The  handling  of  these 
cases  is  simple  providing  the  lesion  is  detected 
since  the  primary  attack  must  be  on  the  thorax 
and  the  handling  of  the  low  intestinal  obstruc- 
tion can  be  controlled  by  a colostomy  or  if  the 
patient's  condition  warrants  it,  an  anoplasty.  It 
is  a most  distressing  circumstance,  however,  if 
a patient  survives  a surgical  procedure  for  re- 
lief of  imperforate  anus  and  then  is  found  to 
have  an  esophageal  atresia.  I have  personal 
knowledge  of  three  such  cases,  none  of  which 
survived  the  second  operation. 
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AUXILIARY  ACTIVITIES  ACCLAIMED 


HE  WOMAN'S  AUXILIARY  to  the  Ken- 
tucky State  Medical  Association  has  con- 
sistently demonstrated  the  validity  of  the 
admonition  made  popular  by  a national  maga- 
zine to  “Never  underestimate  the  power  of  the 
woman.” 

An  examination  of  the  report  by  Mrs.  R. 
Ward  Bushart.  the  Auxiliary’s  1955-56  presi- 
dent, to  the  1956  session  of  the  House  of  Dele- 
gates reveals  that  our  ladies  have  brought  genu- 
ine credit  to  the  Kentucky  medical  profession 
and  themselves  at  every  level  from  community 
to  national. 

The  choice  of  Mrs.  Clark  Bailey  as  national 
vice-president  and  Mrs.  Karl  D.  Winter  as  the 
Southern  Regional  Public  Relations  chairman 
reflects  the  esteem  in  which  other  auxiliaries 
hold  the  fine  work  done  by  Kentucky. 

The  scope  of  our  Auxiliary’s  work  may  be 
indicated,  but  not  given  its  proper  due,  by  an 
enumeration  of  topics  covered  in  the  annual 
report.  These  include  the  American  Medical 
Education  Foundation,  benevolence.  The  Blue 
Grass  News,  cancer,  civil  defense,  heart,  legis- 
lation, mental  health,  nurse  recruitment,  public 
relations,  rural  health.  Today’s  Health,  tuber- 
culosis and  special  projects. 

Almost  all  of  the  Auxiliary’s  activities  are 
related  to  public  relations  and  services  which 
demonstrate  that  all  members  of  the  medical 
family  are  deeply  concerned  with  the  well- 
being of  the  people.  At  the  county,  district  and 


state  levels,  they  range  from  the  sublime  to  the 
earthy  in  a way  that  creates  good  will  for  the 
medical  profession. 

County  projects  listed  in  the  report  included 
such  widely  varied  activities  as  a public  forum  , 
on  accident  prevention,  to  the  washing  of  heads 
of  students  in  a school  system  confronted  with  j 
a ring  worm  epidemic.  Many  auxiliaries  are  | 
working  on  nurse  recruitment  and  have  given  i 
leadership  to  formation  of  Future  Nurse  Clubs.  ' 
This  work  in  many  instances  has  taken  the 
highly  tangible  form  of  nursing  scholarships 
and  loans.  Assistance  in  the  legislative  field  has 
been  substantial.  ; 

The  detailing  of  additional  accomplishments, 
including  promotion  of  “Doctors  Day,”  assist- 
ance with  the  McDowell  House,  sponsorship  of 
a tea  for  wives  and  fiancees  of  senior  medical 
students  attending  the  K.S.M.A.  Senior  Day 
program,  and  the  annual  speech  contest  on 
cancer,  would  consume  even  more  than  the  10 
pages  used  in  the  Auxiliary’s  report  to  the 
House  of  Delegates. 

Those  who  take  the  time  to  study  the  report 
will  see,  however,  that  it  makes  two  things 
crystal  clear.  When  the  ladies  affiliated  with  the 
medical  profession  undertake  a task,  they  do  it 
well.  The  doctors  of  medicine  in  Kentucky  owe 
a deep  debt  for  their  many  fine  works,  all  of 
which  spring  from  an  earnest  desire  to  serve 
^he  profession. 


WHAT  DOES  “BLUE  SHIELD”  MEAN  TO  YOU? 


Have  you  ever  stopped  to  ask  your- 
self, doctor,  why  some  37  million  Ameri- 
cans have  enrolled  in  Blue  Shield,  the 
medical  profession’s  own  approved  prepayment 
program,  in  a little  more  than  ten  years’  time? 
Blue  Shield  and  its  companion.  Blue  Cross, 
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have  accomplished  the  most  stupendous  en- 
rollment of  any  insurance  program  ever  offered 
the  American  people — at  a minimum  of  ex- 
pense and  by  relatively  “low  pressure”  sales 
methods.  This  accomplishment  has  been  possi- 
ble because  there  is  now  an  almost  universal 
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desire  for  protection  against  the  costs  of  un- 
predictable illness.  The  chief  reason  why  so 
many  people  have  chosen  Blue  Shield  is  that 
they  know  it  is  recommended  and  supported 
by  the  medical  profession,  and  most  people 
have  confidence  in  the  nation’s  doctors. 

By  the  same  token,  more  Amercians  have 
chosen  Blue  Cross  than  any  other  hospital  in- 
surance program  because  Blue  Cross  is  spon- 
sored by  the  hospitals,  and  the  public  believes 
in  the  integrity  and  efficiency  of  our  voluntary 
hospital  system. 

Doctors  and  hospitals  have  created  for  them- 
selves an  immeasurable  store-house  of  good 
will  in  these  Plans.  But  the  preservation  of  this 
great  asset  depends  upon  eternal  vigilance  on 
the  part  of  physicians  and  hospitals. 

When  the  doctor  speaks  well  of  Blue  Shield, 

NURSES  LOOK  AT  THE  NURSING  PROBLEM 

Within  the  profession,  we  have  established 
what  the  nurse  believes  to  be  her  functions.  By 
this  I mean  what  she  should  do.  These  func- 
tions were  derived  after  extensive  study  and 
research.  If  nurses  practice  their  profession  ac- 
cording to  these  functions  we  believe  we  would 
be  able  to  provide  improved  nursing  care.  This 
would  also  result  in  the  nurse  using  her  skills 
in  nursing  and  not  in  tasks  that  could  be  car- 
ried by  other  hospital  personnel.  The  applica- 
tion of  these  funetions  requires  the  cooperation 
of  doctors,  the  hospital  administrators,  and  all 
members  of  the  nursing  team. 

Let  me  also  point  out  that  one  of  our  biggest 
problems  in  nursing  is  that  of  low  salaries.  At 
the  present  time  the  starting  salary  of  the  gen- 
eral duty  bedside  nurse  is  around  $240  per 
month.  In  industry  and  other  fields  the  pay  is 
much  better,  and  it  is  most  difficult  to  interest 
our  young  people  in  nursing. 

The  “Nursing  Problem”  is  not  a problem  of 
nurses  alone.  It  is  one  which  affects  all  who 
rely  on  nursing  service.  The  problem  can  be 
greatly  decreased  by  the  cooperative  efforts  and 
understanding  of  all  members  of  the  health 
field. 

Cynthia  N.  Warren,  R.N. 

Executive  Secretary 

Kentucky  State  Association  of  Registered 
Nurses 


IT  WAS  with  great  interest  that  I read  the 
editorial  “The  Nursing  Problem”  in  the  Au- 
gust issue  of  The  Journal.  I have  discussed 
the  article  with  the  editorial  writer  and  believe 
there  are  a number  of  advancements  being 
made  in  nursing  which  should  be  brought  to 
the  attention  of  the  doctors  in  our  state. 

We  are  proud  that  we  have  had  a legislative 
program  which  has  been  active  on  a national 
level.  In  the  84th  Congress  we  were  able  to 
obtain  officer  status  for  the  male  nurse;  defeat  a 
legislative  measure  which  would  have  provided 
for  a federal  commission  on  nursing  and  to 
have  had  written  into  law  a bill  which  provides 
for  an  appropriation  of  two  million  dollars  for 
advanced  education  of  nurses  in  supervisory 
and  teaching  positions. 

Within  the  scope  of  professional  nursing  we 
have  two  types  of  nurses:  one  who  is  called  the 
bedside  general  duty  nurse  and  the  other  the 
head  nurses,  supervisors,  administrators  or 
teachers.  Within  the  field  of  nursing  there  are 
still  other  members  of  the  nursing  team;  the 
practical  nurse  and  the  nurses’  aides.  Each 
team  member  has  a responsible  part  to  play  in 
providing  nursing  care  for  the  patient. 

The  nursing  profession  has  for  a long  time 
believed  in  and  worked  for  the  training  of  prac- 
tical nurses.  The  first  school  of  practical  nurs- 
ing was  established  in  Kentucky  in  1949.  We 
now  have  six  state  approved  schools  of  practi- 
cal nursing.  These  schools  have  graduated  ap- 
proximately 600  practical  nurses. 


when  he  renders  the  best  service  he  is  capable 
of  rendering  to  Blue  Shield  patients,  when  he 
tries  to  conserve  the  resources  of  Blue  Shield 
against  extravagance  or  abuse,  when  he  con- 
scientiously fulfills  his  voluntarily  accepted  ob- 
ligation as  a Participating  Physician,  then  he 
is  helping  to  preserve  and  increase  this  asset. 
He  is  helping  to  make  ever  more  formidable  the 
shield  that  protects  the  freedom  of  medical 
practice. 

Blue  Shield  is  also  a bridge  of  common  in- 
terest and  mutual  benefit  between  the  doctor 
and  his  patient — it  is  evidence  to  each  of  the 
trust  and  confidence  of  the  other.  Blue  Shield 
is  an  assurance  to  the  patient  of  prepaid  service 
when  he  needs  it — and  to  the  doctor,  it  assures 
prompt  reimbursement  for  his  services. 
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ORGANIZATION  SECTION 


1956  Annual  Meeting  News 

The  1956  annual  meeting  ended  as  we  met  the 
deadline  for  this  issue  of  the  Journal.  See  the  No- 
vember issue  for  full  details. 

Diabetes  Detection  Drive 
Nov.  11-17,  Support  Urged 

All  KSMA  members  will  be  asked  to  again  give 
free  urine  sugar  tests  to  persons  requesting  them  dur- 
ing National  Diabetes  Week,  November  11-17,  ac- 
cording to  Carlisle  Morse,  M.D.,  Louisville,  chair- 
man of  the  KSMA  Diabetes  Committee. 

Free  test  materials  will  be  available  to  physicians 
for  the  campaign  through  their  county  medical  so- 
ciety diabetes  committee. 

"Reports  from  county  chairmen  indicate  that  the 
1956  drive,  the  sixth  sponsored  by  the  KSMA  in  co- 
operation with  the  American  Diabetes  Association, 
will  again  succeed  in  its  dual  purpose  of  diabetes  edu- 
cation and  discovery  of  previously  unknown  dia- 
betics,” Dr.  Morse  said.  “When  one  considers  the 
wide  public  acceptance  given  to  the  drive  and  to  the 
more  than  800  new  diabetics  discovered  through  it  in 
the  past,  he  cannot  help  but  recognize  the  good  will 
this  major  public  service  creates.” 

AMA  Clinical  Session  at 
Seattle,  Nov.  27-30 

Clark  Bailey,  M.D.,  Harlan,  and  Vinson  Pierce, 
M.D.,  Covington,  will  represent  KSMA  at  the 
A.M.A.  Clinical  Session  in  Seattle,  November  27-30. 
Headquarters  will  be  at  the  Olympic  Hotel. 

The  technical  displays  as  well  as  the  varied  and 
well-planned  scientific  programs,  which  have  been 
focused  to  the  interest  of  the  general  practitioner, 
will  be  found  in  the  Civic  Auditorium. 

The  45  papers  scheduled  deal  with  fluid  balance, 
urological  problems,  office  psychiatry,  varicose 
veins,  fractures,  diabetes  and  heart  disease.  Such 
subjects  as  block  anesthesia,  treatment  of  burns,  and 
intestinal  obstruction  will  be  presented  on  television 
clinics. 

KSMA  Doctors  to  be  Active 
at  SMA  Anniversary  Meet 

Fourteen  KSMA  members  will  participate  in  the 
scientific  sessions  at  the  Golden  Anniversary  Meet- 
ing of  the  Southern  Medical  .Association  in  Wash- 
ington, D.  C..  November  12-15,  according  to  A. 
Clayton  McCarty,  M.D.,  Louisville,  Councilor,  and 
V.  b.  Foster,  Executive  Secretary,  Birmingham,  Ala. 

They  include:  Walter  S.  Coe,  M.D.,  and  Charles 
Smith,  M.D.,  Louisville,  who  will  present  papers  on 
"Dissecting  Aneurysm  of  the  Aorta”;  Ephraim  Rose- 
man,  M.D.,  Louisville.  “Neuropathies”;  Alfred  O. 
Miller,  M.D.,  Louisville.  “Amplification  Fluoroscopy 
in  the  Private  Office”;  John  J.  Robbins,  M.D.,  I.ouis- 
ville.  “Vesicorectostomy." 


George  C.  Sivak,  M.D.,  and  Robert  Lich,  M.D., 
Louisville,  “Renal  Infarction”;  W.  McDaniel  Ewing, 
M.D.,  Louisville,  “The  Painful  Shoulder”;  Henry  B. 
Asman,  M.D.,  Louisville,  “Internal  Procidentia  of 
the  Rectum”;  and  Rufus  C.  Alley,  M.D.,  Lexington, 
“Management  of  Anterior  Rectal  Abscesses,  Fistulas 
and  Lacerations.” 

Ephraim  Roseman,  M.D.,  Louisville,  and  Robert 
Lich,  Jr.,  M.D.,  Louisville,  will  lead  discussions  in 
orologic  studies.  Jesshill  Love,  M.D.,  Louisville,  is 
vice-chairman  of  the  section  on  radiology  and  Robert 
F.  Monroe,  M.D.,  Louisville,  is  secretary  of  the  sec- 
tion on  Obstetrics. 

First  Blue  Shield  Forum 
Attracts  Ky.  Physicians 

The  first  annual  Blue  Shield  Forum  of  the  Ken- 
tucky Physicians  Mutual,  Inc.,  was  held  in  Louisville 
on  September  6,  according  to  W.  Vinson  Pierce,  M.D., 
Covington,  KPM  president  and  forum  moderator. 

Others  who  participated  in  the  program  were;  A.  B. 
Barrett.  M.D.,  chairman,  KSMA  Insurance  Commit- 
tee; F.  L.  Feierabend,  M.D.,  president,  Surgical-Medi- 
cal Care  of  Kansas  City,  Mo.;  Ned  F.  Parish,  assistant 
director  Blue  Shield  Commission;  Leo  Brown,  AMA 
public  relations  director;  Walter  R.  McBee,  executive 
director.  Group  Medical  and  Surgical  Service;  Donald 
Stubbs,  M.D.;  president.  Medical  Service  of  District 
of  Columbia;  Layne  Tyne,  Louisville,  Blue  Cross-Blue 
Shield  director.  Also  present  were  Gant  Gaither, 
M.D.,  Hopkinsville,  KSMA  president,  and  J.  Vernon 
Pace,  M.D.,  Paducah,  Chairman  of  the  Council. 

Dr.  Pierce  expressed  his  satisfaction  with  the  meet- 
ing. “All  of  us  were  pleased  with  the  results  of  this 
first  forum,”  he  said.  “We  were  glad  to  see  the  number 
of  physicans  in  attendance  and  felt  that  the  discussion 
was  very  stimulating  and  informative.” 


Foreign  Training  Held  Doubtful 

An  evaluation  service  to  study  the  professional 
qualifications  of  foreign  graduates  has  been  proposed, 
says  Willard  C.  Rappleye,  M.D.,  dean  of  the  faculty 
of  medicine  at  Columbia  University. 

The  proposal  followed  Dr.  Rappleye’s  report  of  an 
influx  into  this  country  of  thousands  of  doctors  whose 
training  might  be  regarded  as  unsatisfactory.  He 
stated  that  from  25  to  50  per  cent  of  the  house  staffs 
in  the  U.  S.  hospitals  now  are  aliens.  And  he  reported 
a prediction  made  to  him  that  over  5,000  foreign- 
trained  physicians — many  of  unapproved  schools — 
would  enter  the  U.  S.  this  year  as  compared  with 
6,977  who  would  graduate  from  American  schools. 
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Regional  Meetings  Held  to 
Aid  Diabetes  Detection 

The  1956  KSMA  diabetes  detection  drive,  to  be 
held  November  11  to  17,  was  the  object  of  pilot 
regional  meetings  in  Lexington,  August  15,  Louisa, 
August  16,  and  Bowling  Green,  September  13.  The 
meetings  were  conducted,  respectively,  by  Franklin  B. 
Moosnick,  M.D.,  Lexington,  Philip  Carter,  M.D., 
Louisa,  and  Carlisle  Morse,  M.D.,  Louisville,  all 
members  of  the  KSMA  Diabetes  Committee. 

If  the  three  meetings,  at  which  county  medical 
society  diabetes  committee  chairmen  were  briefed  on 
the  drive,  are  effective  in  expanding  the  detection 
campaign’s  usefulness  in  the  counties  represented,  the 
KSMA  Diabetes  Committee  will  consider  their  ex- 
tension to  other  areas  for  future  drives. 

As  in  previous  diabetes  detection  programs,  every 
KSMA  member  will  be  asked  to  give  free  urine 
sugar  tests  to  all  persons  requesting  them  during 
National  Diabetes  Week. 

Defense  Dept.  Works  With 
States  on  Medicare  Plans 

Representatives  of  state  medical  societies  are  being 
invited  to  Washington  by  the  Department  of  Defense 
to  work  out  state-by-state  arrangements  for  the  de- 
pendent military  care  program  (medicare)  on  a basis 
of  individual  contracts.  Congress  has  appropriated 
$75,000,000  for  this  program,  to  become  effective 
December  8. 

Medical  societies  in  several  states  have  drawn  up 
the  type  of  contracts  they  consider  practical  in  their 
areas.  The  Defense  Department  task  force  will  use 
these  plans,  in  cooperation  with  some  of  the  state 
societies,  to  perfect  a model  state  contract.  Alloca- 
tions will  be  made  on  a regional  basis.  A directive  has 
been  issued  indicating  the  kind  of  care  to  be  provided 
in  military  and  civilian  facilities,  how  patients  will  be 
identified,  and  plans  for  outpatient  care. 

State  societies  have  worked  out  the  details  of  the 
program  they  are  prepared  to  operate  and  their  dis- 
bursing agents,  whether  it  may  be  the  society  itself. 
Blue  Shield,  or  commercial  insurance  companies.  Ac- 
ceptable fee  schedules  have  also  been  planned. 

Obesity  Risks  Discussed  on  TV 
by  Jefferson  County  MDs 

The  danger  of  obesity  and  its  relation  to  emotional 
tension  was  discussed  by  a panel  of  physicians  from 
the  Jefferson  County  Medical  Society  on  WHAS  tele- 
vision in  Louisville  on  September  13.  The  hour-long 
question-and-answer  program  prompted  so  many  tele- 
phone calls  from  interested  viewers  that  the  panel  was 
able  to  discuss  only  about  one-tenth  of  the  inquiries. 

J.  Duffy  Hancock,  Society  chairman  and  former 
KSMA  president,  says  this  discussion  was  the  first  of 
a series  of  medical  programs  his  group  will  present 
on  local  television.  Plans  are  being  made  for  spon- 
taneous treatment  of  various  subjects,  and  lay  ques- 
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tions  received  during  the  programs  will  be  answered 
as  time  permits. 

The  panel  on  obesity  included:  J.  Randolph  Bus- 
kirk,  M.D.,  Robert  H.  Lehman,  M.D.,  Carlisle  Morse, 
M.D.,  William  R.  Gray,  M.D.,  Dietz  Wolfe,  M.D., 
and  W.  C.  Gettelfinger,  M.D. 

Student  AMA 

Through  the  cooperation  of  the  KSMA  Journal, 
this  column  will  appear  monthly  with  the  express 
purpose  of  further  introducing  the  University  of 
Louisville  Chapter  of  the  Student  American  Medical 
Association  to  organized  medicine  in  the  State,  and 
of  publishing  for  the  Kentucky  physicians  the  activi- 
ties and  goals  of  the  medical  student  through 
S.A.M.A. 

Initially,  1 would  like  to  state  the  constitutional 
object  of  S.A.M.A.:  “.  . . to  advance  the  profession 
of  medicine,  to  contribute  to  the  welfare  and  educa- 
tion of  medical  students,  to  familiarize  its  members 
with  the  purposes  and  ideals  of  organized  medicine, 
and  to  prepare  its  members  to  meet  the  social,  moral, 
and  ethical  obligations  of  the  profession  of  medicine.” 

The  activities  of  S.A.M.A.  will  be  listed  here  in 
the  hope  of  eliciting  participation  and  comments  from 
interested  physicians. 

At  the  beginning  of  this  school  year  we  started 
interesting  the  new  students  in  organized  medicine 
with  S.A.M.A.  membership  and  subscription  to  the 
KSMA  Journal.  Of  course,  the  entire  student  body 
expressed  interest  in  the  State  meeting  last  month. 

Robert  G.  Overstreet 
Louisville  General  Hospital 

Expansion  Continues 
in  Medical  Schools 

Enrollment  reached  a new  high  of  28,639  students 
in  the  nation’s  medical  schools  during  the  year  1955- 
56.  The  American  Medical  Association’s  council  on 
medical  education  and  hospitals  reports  that  the  1955 
entering  class  of  7,686  students  was  the  largest  of  all 
time.  Operating  budgets  soared  to  the  111-million- 
dollar  mark  for  the  76  approved  four-year  and  the 
six  with  two-year-term  schools. 

Expansion  and  construction  throughout  the  United 
States  and  Canada  endeavored  to  keep  pace  with  en- 
rollment. Various  phases  of  medical  education  were 
broadened,  while  33  American  and  three  Canadian 
schools  reported  construction  projects  totalling  110 
million  dollars  were  under  way. 

The  trend  is  expected  to  continue,  with  larger 
classes  graduating  from  the  established  schools.  In 
addition,  seven  new  schools  will  be  graduating  physi- 
cians by  1963.  Few  of  the  6,845  graduates  of  1956 
will  begin  practice  or  specialty  training  immediately, 
however,  as  80  per  cent  was  liable  for  military 
service.  This  obligation  is  expected  to  delay  private 
practice  for  at  least  three  years. 
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Physicians  are  Urged  to 
Protect  Family  Finances 

Calling  on  the  general  practitioner  to  assume  the 
role  of  a medical  manager.  General  Paul  R.  Hawley, 
director  of  the  American  College  of  Surgeons,  said  it 
is  the  physician’s  duty  to  protect  the  family’s  purse 
as  well  as  its  health. 

Dr.  Hawley  cited  the  danger  in  leaving  the  patient 
to  make  his  own  diagnosis  and  said  that  when  a con- 
sultant must  be  called  or  a hospital  bed  provided,  the 
general  practitioner  should  “exert  every  effort  to  in- 
sure that  the  charges  therefor  are  consistent  with  the 
financial  status  of  the  family.” 

General  practitioners  and  specialists  should  co- 
operate. Dr.  Hawley  continued,  to  assure  the  nation’s 
proper  medical  care.  “It  is  the  duty  of  the  specialist,” 
he  said,  “ to  return  the  patient  to  the  referring  family 
physician  . . . when  need  for  special  care  has  ended, 
just  as  it  is  the  duty  of  the  family  physician  to  call 
upon  the  specialist  promptly  when  his  services  are 
needed.” 

1 1 Hospital  Projects 
Endorsed  for  US  Aid 

The  State  Hospital  Advisory  Council  has  approved 
1 1 hospital  building  projects  in  Kentucky  for 
$2,700,000  in  federal  grants  under  the  Hill-Burton 
Act.  The  grants  will  allow  for  50  per  cent  of  the 
cost  of  each  project. 

Hospitals  on  the  approved  list  are:  Our  Lady  of 
Peace  and  Norton  Memorial  Infirmary,  Louisville; 
Methodist  Hospital  of  Kentucky  at  Pikeville;  Knox 
County  Hospital.  Barbourville;  Methodist  Hospital, 
Henderson;  Pineville  Community  Hospital,  Pineville; 
Our  Lady  of  Mercy  Hospital  and  the  Owensboro- 
Daviess  County  Hospital,  Owensboro;  St.  Elizabeth 
Hospital,  Covington;  Daughters  of  St.  Rita  of  The 
Immaculate  Heart,  Versailles;  Kings  Daughters  Hos- 
pital, Ashland. 

Action  was  deferred  on  proposed  grants  to  the 
Jewish  Hospital,  Louisville,  to  a University  of  Ken- 
tucky hospital  at  Lexington,  and  to  the  Pattie  A.  Clay 
Infirmary,  Richmond. 

The  federal  money  allotted  would  be  spread  over 
two  fiscal  years,  1956-57  and  1957-58.  Although  only 
about  $1,000,000  will  be  available  to  be  spent  in  this 
fiscal  year,  all  of  the  approved  projects  could  get 
under  way,  according  to  Paul  A.  Hackney,  Louisville, 
secretary  of  the  Advisory  Council. 

Dr.  Burney  Replaces  Dr.  Scheele 
as  Surgeon-General  of  PHS 

Leroy  E.  Burney,  M.D.,  former  Indiana  Com- 
missioner of  Health,  began  his  new  duties  as  the 
eighth  surgeon  general  of  the  Public  Health  Service 
on  August  8.  His  four-year  appointment  by  Presi- 
dent Eisenhower  followed  the  resignation  of  Leonard 
A.  Scheele,  M.D.,  from  the  post  to  join  a pharma- 
ceutical firm. 


Dr.  Burney  received  his  medical  degree  from 
Indiana  University  in  1930  and  was  commissioned  in 
PHS  in  1932,  after  completing  his  internship  at  the 
U.  S.  Marine  Hospital,  Chicago.  His  career  includes, 
in  addition  to  his  servcie  as  secretary  and  state  health 
commissioner  in  Indiana,  his  work  as  assistant  chief, 
PHS  division  of  state  relations  in  Washington  during 
World  War  II  and  presidency  of  the  Association  of 
State  and  Territorial  Health  (Dfficers. 

New  Med.  Hdqrs.  Go  Up  In  South 

The  Florida  Medical  Association  dedicated  its  new 
home  at  Jacksonville  on  September  15.  Preceding  a 
tour  of  the  efficiently  designed  headquarters,  ap- 
preciatory  remarks  were  heard  from  numerous  na- 
tional, state  and  local  leaders. 

The  Florida  dedication  followed  similar  ceremonies 
recently  held  in  Mississippi  and  Tennessee,  honoring 
new  medical  headquarters  in  each  state.  All  three 
buildings  were  planned  by  architects  mindful  of  the 
modern  comfort  and  efficient  operation  necessary  to 
organizations  geared  to  public  service. 

A new  publication,  “The  National  Plan  for  Civil 
Defense  Against  Enemy  Attack,”  has  been  announced 
by  the  Federal  Civil  Defense  Administration.  It  em- 
bodies a two-fold  plan  for  survival;  preparations  dur- 
ing the  pre-attack  period  and  activity  during  the 
emergency  period  immediately  before  and  after  an  at- 
tack. Copies  may  be  obtained  for  55  cents  through 
the  Superintendent  of  Documents,  Government  Print- 
ing Office,  Washington  25,  D.  C. 

KSMA  Exhibits  at  State  Fair 

Immunizations  was  the  theme  of  the  KSMA  exhibit 
at  the  Kentucky  State  Fair,  September  7-15.  The  ex- 
hibit, which  emphasized  pre-school  immunizations, 
was  a joint  project  of  the  Committee  on  Public  In- 
formation and  Service  and  the  Advisory  Committee 
on  Public  Health,  under  the  chairmanship,  respec- 
tively of  Richard  G.  Elliott,  M.D.,  Lexington,  and 
C.  C.  Howard,  M.D.,  Glasgow. 

The  KSMA  called  attention  of  the  public  to  the  ex- 
hibit and  to  other  public  service  activities  of  the  As- 
sociation in  an  advertisement  in  the  special  edition 
of  The  Courier-Journal.  Louisville,  published  in  com- 
memoration of  the  opening  of  the  new  state  fair 
grounds. 

Dr.  Schneck  Heads  HD  Div. 

Paul  E.  Schneck,  M.D.,  began  his  duties  as  director 
of  the  bureau  of  school  health  at  the  Kentucky  State 
Health  Department  on  September  15. 

Dr.  Schneck  recently  completed  two  years  of  serv- 
ice in  the  medical  corps  of  the  U.  S.  Air  Force  in 
Germany.  This  tour  of  duty  followed  two  years  of 
practice  as  a pediatrician  on  the  staffs  of  General 
Hospital  and  Children’s  Hospital  in  Louisville.  He  is 
a graduate  of  the  Indiana  University  School  of  Medi- 
cine, Indianapolis,  and  interned  at  Wisconsin  General 
Hospital,  Madison,  Wis.  His  residency  training  was 
served  at  Good  Samaritan  Hospital,  Cincinnati,  Ohio. 
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Left  to  right:  R.  C.  Smith,  M.D.,  Newport,  president-elect  Campbell-Kenton  County  Medical  Society;  Marc  J.  Reardon, 
M.D.,  Covington,  vice-president;  Nelson  Jett,  M.D.,  Florence,  50-year  honoree;  Hadley  Caldwell,  M.D.,  Newport,  50-year 
honoree;  John  Cassidy,  M.D.,  Covington,  president  Campbell-Xenton  Co.  Medical  Society;  Morris  Garrett,  M.D.,  Covington, 
secretary-treasurer. 


Two  MDs  Given  50  Year  Pins 

John  Hadley  Caldwell,  M.D.,  Newport,  and  N.  A. 
Jett,  M.D.,  Covington,  were  presented  50-year  service 
pins  by  the  Campbell-Kenton  Medical  Society  at  a 
dinner  in  Covington  on  September  6.  Both  are  native 
Kentuckians. 

Dr.  Caldwell,  77,  was  graduated  from  the  Ohio 
Medical  School  in  1906  and  completed  his  internship 
at  the  old  Good  Samaritan  Hospital  in  Cincinnati. 
Dr.  Jett,  79,  left  the  teaching  profession  in  1902  to 
enter  medical  school  in  Louisville.  He,  too,  was 
graduated  in  1906.  Dr.  Jett  practiced  at  Milford, 
Powersville  and  Brooksville  before  going  to  Coving- 
ton in  1918.  Since  1940  he  has  devoted  his  time  to 
anesthetics. 

Ky.  MDs  to  Attend  ACOG  Meet 

Rudy  F.  Vogt,  M.D.,  Louisville,  chairman  of  the 
Kentucky  section  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  and  William  E.  Oldham, 
M.D.,  Louisville,  vice-chairman,  are  among  a number 
of  Kentucky  physicians  planning  to  attend  the  ACOG 
Fifth  Annual  Clinical  meeting  in  Chicago,  111.,  on 
November  7-9. 

Prominent  national  speakers  will  be  heard  at  round 
table  discussions,  breakfast  conferences  and  at  the 
featured  “Consultation  Hours,”  including  several  ses- 
sions when  specialists  are  queried.  The  meeting  will 
be  held  at  the  Palmer  House. 

6th  District  Physicians  Meet 

More  than  40  physicians  and  their  guests  attended 
the  KSMA  Sixth  District  Councilor  dinner-meeting  at 
the  Helm  Hotel,  Bowling  Green,  on  September  11. 

Kirkland  Todd,  M.D.,  a Nashville  surgeon,  spoke 
on  “Modern  Trends  in  Plastic  Surgery.”  His  talk  fol- 
lowed a brief  business  session  conducted  by  Russell 
Starr,  M.D.,  Glasgow,  presiding  officer.  Physicians  of 
Warren,  Edmonson  and  Butler  counties  were  hosts  to 
the  1 1 county  representation. 


Health  Dept.  Makes  Changes 

In  a recent  reogranization  of  personnel  at  the  State 
Health  Department  in  Louisville,  William  F.  Lamb, 
M.D.,  former  deputy  State  health  commissioner,  was 
appointed  assistant  State  health  commissioner  and 
will  head  the  bureau  of  local  health,  according  to 
Russel  E.  Teague,  M.D.,  commissioner. 

Arthur  P.  Markendorf,  former  Louisville-Jefferson 
County  Health  Board  chairman,  has  been  made  exec- 
utive officer  for  administration.  Among  the  new  di- 
vision directors  are:  B.  D.  King,  M.D.,  maternal  and 
child  health;  Paul  Schneck,  M.D.,  school  health: 
Donald  P.  Conwell,  M.D.,  tuberculosis  control  and 
communicable  diseases — the  bureau  of  preventive 
medicine;  Attorneys  William  A.  Lamkin  and  John  P. 
Godfrey  (former  director),  co-directors  of  the  divi- 
sion of  legal  services;  J.  E.  Blackerby,  statistics  and 
records.  By  virtue  of  his  office.  Dr.  Teague  is  now 
director  of  medical  licensure. 

Heads  Ky.  ADA  Post  3rd  Time 

Carlisle  Morse,  M.D.,  Louisville,  has  been  elected 
Governor  for  Kentucky,  American  Diabetes  Associa- 
tion, for  the  third  term,  according  to  Ered  Williams, 
M.D.,  New  York,  ADA  president. 

Dr.  Morse  was  also  named  to  two  important  com- 
mittees in  the  national  organization,  the  finance  and 
the  public  education  and  detection  committees. 

Dr.  Witten  Speaks  to  AAGP  Group 

“State  Chapter  Publications — Their  Importance  and 
Production”  was  discussed  by  Carroll  L.  Witten, 
M.D.,  Louisville,  before  the  members  of  the  Officers' 
Conference  of  the  American  Academy  of  General 
Practice  in  Kansas  City  on  September  2. 

Dr.  Witten  is  editor  of  the  Kentucky  Academy  of 
General  Practice  Journal,  which  received  the  national 
award  as  the  outstanding  state  journal  of  the  AAGP. 
The  conference  was  held  in  conjunction  with  the 
dedication  of  the  national  headquarters  handsome, 
new  $650,000  building  in  Kansas  City. 


B81 


ate  Medical  Association  • October  1956 


Medical-Data  Workshop  Held 

A medical-records  workshop  for  hospital  adminis- 
trators. records  specialists,  and  medical  school  in- 
structors was  held  in  Louisville  on  September  12-13. 
The  program  featured  talks  by  Frank  Gaines,  M.D., 
commissioner  of  mental  health  in  Kentucky,  Donald 
L.  Ford,  assistant  administrator  of  Philadelphia 
Children’s  Hospital,  and  Marjorie  R.  Quandt.  Chi- 
cago, educational  director  of  the  American  Associa- 
tion of  Medical  Record  Librarians. 

Dr.  Foley  Honored 

A new  ward  building  at  Western  State  Hospital, 
Hopkinsville,  has  been  named  the  Foley  Building  in 
honor  of  Floyd  K.  Foley,  M.D.,  Owensboro.  Dr. 
Foley  served  as  superintendent  of  the  Hopkinsville 
hospital  from  1948  until  his  retirement  in  1953.  He 
also  formerly  served  as  superintendent  of  Eastern 
State  Hospital  at  Lexington. 

AAMA  To  Meet  Oct.  26-28 

The  American  Association  of  Medical  Assistants 
will  hold  an  organizational  meeting  in  Milwaukee, 
Wis.,  on  October  26-28.  Founded  in  Kansas  City  in 
1955,  this  non-profit  group  is  composed  of  medical 
assistants  whose  employment  is  supervised  by  doctors 
of  medicine.  The  AAMA  plans  to  hold  a national 
meeting  each  fall  in  October. 

Dr.  Conwell  Named  to  HD  Staff 

Donald  P.  Conwell.  M.D.,  M.P.H.,  has  been  ap- 
pointed director  of  the  bureau  of  preventive  medicine 
at  the  State  Health  Department.  A former  assistant 
professor  of  epidemiology  at  Tulane  University,  Dr. 
Conwell  will  supervise  the  divisions  of  accident  pre- 
vention, chronic  diseases,  communicable  diseases, 
laboratories,  tuberculosis  control  and  veterinary 
public  health  within  the  bureau. 

Blue  Shield  Ups  Pay  to  MDs 

During  the  first  six  months  of  this  year  the  Blue 
Shield  Plan,  made  possible  in  Kentucky  by  its  doctors, 
paid  $1,695,101.25  to  these  doctors  for  services,  ac- 
cording to  W.  H.  Cartmell,  M.D.,  chairman  of  the 
Enrollment  Committee.  This  is  $627,319.75  more 
than  was  paid  for  the  corresponding  period  in  1955, 
reports  Dr.  Cartmell. 

His  report  also  shows  that  the  Blue  Shield  Plan 
had  436,378  members  on  June  30,  an  increase  of 
31,947  since  January  1,  and  that  355  more  firms  had 
made  the  Plan  available  to  their  employees  during 
this  six-month  period.  Dr.  Cartmell  says  that  the  Blue 
Shield  Plan  is  becoming  increasingly  valuable  to  the 
people  of  Kentucky  and  to  the  medical  profession. 

NAC  Elects  Dr.  Shepherd 

W.  W.  Shepherd,  M.D.,  Campbellsville,  was  elected 
1st  vice-president  of  the  National  Association  of 
Coroners  at  the  group's  Seattle  convention  in  August. 
The  NAC  voted  to  include  Canadian  coroners  in  its 
organization  and  Dr.  Shepherd  is  thus  slated  to  be- 
come the  first  president  of  this  international  organiza- 


tion. He  was  appointed  as  host  of  the  Association’s 
1957  convention,  to  be  held  in  Louisville. 

Gastroenterological  Meet  Set 

The  American  College  of  Gastroenterology  will 
hold  its  annual  convention  in  New  York  on  October 
15-17,  1956. 

Eollowing  the  convention,  the  Annual  Course  in 
Postgraduate  Gastroenterology  will  take  place  on 
October  18-20,  also  in  New  York.  Eor  further  infor- 
mation write  to:  American  College  of  Gastroenterol- 
ogy, 33  West  60th  Street,  New  York  23,  N.  Y. 

Moody  Named  to  BC-BS  Post 

Lloyd  F.  Moody  has  accepted  an  appointment  as 
head  of  the  Louisville  District  of  the  Hospital  Physi- 
cians Relations  Department  of  Blue  Cross-Blue  Shield. 
Mr.  Moody  was  previously  employed  in  the  personnel 
department  of  an  industrial  firm  in  Louisville. 

News  Items 

Thomas  Kirby,  M.D.,  a 1954  graduate  of  the  Uni- 
versity of  Louisville  School  of  Medicine,  is  now  as- 
sociated with  Richard  E.  Davis,  M.D.,  in  Central 
City.  Dr.  Kirby  has  been  practicing  at  Western  State 
Hospital  in  Hopkinsville. 

Frank  Wight,  M.D.,  has  become  associated  with 
John  L.  Dixon,  M.D.,  in  radiology  and  roentgenology 
at  the  Owensboro-Daviess  County  Hospital  and  Our 
Lady  of  Mercy  Hospital,  Owensboro.  Dr.  Wight  was 
graduated  from  the  University  of  I^uisville  School  of 
Medicine  in  1952.  He  interned  at  Kentucky  Baptist 
Hospital  and  served  a residency  of  St.  Joseph’s  In- 
firmary, both  in  Louisville.  Dr.  Wight  served  over- 
seas with  the  U.  S.  Army  from  1943  to  1945. 

William  Potter  Peak,  M.D.,  has  announced  his  as- 
sociation with  A.  Clayton  McCarty,  M.D.,  Louisville, 
in  the  practice  of  internal  medicine  and  rheumatology. 
Dr.  Peak  was  graduated  from  the  Unversity  of  Louis- 
ville School  of  Medicine  in  1952,  interned  at  Louis- 
ville General  Hospital  and  served  a residency  at  the 
Veterans  Administration  Hospital. 

Thomas  G.  Taylor,  M.D.,  who  graduated  from  the 
Medical  College  of  Georgia  in  1955,  has  begun  a 
practice  at  Fern  Creek.  Dr.  Taylor  served  his  intern- 
ship at  Columbia  Hospital,  Columbia,  South  Caro- 
lina. 

Paul  K.  Wellman,  M.D.,  has  opened  an  office  in 
Bowling  Green  for  the  practice  of  ophthalmology.  Dr. 
Wellman  was  graduated  from  the  University  of  Pitts- 
burgh School  of  Medicine  in  1947.  He  interned  at 
Western  Pennsylvania  Hospital  in  Pittsburgh  and  took 
his  specialty  training  at  Tulane  University. 

T.  Garrett  Craft,  M.D.,  recently  returned  to  Ken- 
tucky after  a tour  of  duty  in  the  U.  S.  Navy.  He  will 
practice  in  Harlan  County.  Dr.  Craft  was  graduated 
from  the  University  of  Louisville  School  of  Medicine 
in  1945. 

Roger  W.  Bumgarner,  M.D.,  anesthesiologist,  re- 
cently began  a practice  in  Louisville.  He  graduated 
from  the  Washington  University  School  of  Medicine 
in  1949,  interned  at  the  University  of  Kansas  Medical 
(Continued  on  Page  884) 
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Center,  and  served  a residency  at  the  University  of 
Kansas  Medical  Center. 

Milton  O.  Beede,  Jr.,  M.D.,  recently  began  a prac- 
tice at  Hazel  Green,  moving  from  West  Liberty.  A 
graduate  of  Rush  Medical  College  in  1940,  Dr.  Beede 
interned  at  the  Station  Hospital,  Fort  Sam  Houston, 
Texas,  and  served  a tour  of  duty  in  the  U.  S.  Army. 

Marian  C.  Walton,  M.D.,  Melber,  a graduate  of 
Temple  University  School  of  Medicine,  Philadelphia, 
in  1953,  is  on  full-time  service  at  the  community- 
sponsored  Melber  Clinic  in  Graves  County.  A native 
Kentuckian,  Dr.  Walton  formerly  practiced  at  Central 
City.  His  internship  was  served  at  the  Wilson  Me- 
morial Hospital,  Johnson  City,  N.  Y. 

Daniel  K.  Bloomfield,  M.D.,  is  now  associated  with 
the  Wainer  Clinic,  Providence.  He  is  a graduate  of 
the  Western  Reserve  School  of  Medicine  in  the  Class 
of  1954  and  a veteran  of  service  in  the  U.  S.  Navy. 

Willard  M.  Buttermore,  M.D.,  ophthalmologist,  has 
removed  his  office  from  Harlan  to  Corbin.  Following 
his  graduation  from  the  University  of  Tennessee  Col- 
lege of  Medicine  in  1939,  Dr.  Buttermore  completed  a 
tour  of  duty  in  the  U.  S.  Army.  He  has  practiced  in 
Harlan  since  1946. 

Richard  M.  Brandon,  M.D.,  has  opened  an  office  in 
Crittenden.  He  was  graduated  from  the  University 
of  Louisville  School  of  Medicine  in  1954  and  served 
his  internship  at  St.  Elizabeth’s  Hospital  in  Coving- 
ton. Dr.  Brandon  practiced  at  Earlington  before  mov- 
ing to  Crittenden. 


County  Society  Reports 
Scott 

The  regular  monthly  meeting  of  the  Scott  County 
Medical  Society  was  held  on  August  2,  1956  at  the 
John  Graves  Ford  Hospital. 

The  following  physicians  were  present:  J.  C.  Can- 
trill,  F.  W.  Wilt,  C.  R.  Lewis,  H.  G.  Wells.  A.  F. 
Smith,  W.  S.  Allphin  and  H.  V.  Johnson. 

William  Kafoglis,  M.D.,  and  Mr.  B.  C.  Johnson 
met  with  the  Society.  Mr.  Johnson  gave  a talk  on 
polio  vaccine. 

Motion  was  made  and  seconded  that  the  Scott 
County  Medical  Society  agree  as  a unit  to  urge  the 
people  of  Scott  County  to  have  their  children  im- 
munized against  polio,  either  by  their  private  phy- 
scian  or  at  the  Wednesday  morning  clinic  at  the 
Scott  County  Health  Department,  the  motion  car- 
ried. 

Scott 

The  Scott  County  Medical  Society  met  in  regular 
monthly  meeting  on  Thursday,  September  6,  1956 
at  the  John  Graves  Ford  Memorial  Hospital  in 
Georgetown.  The  following  physicians  were  present: 
W.  S.  Allphin,  Bedford  Brown,  J.  C.  Cantrill,  C.  R. 
Lewis,  H.  G.  Wells.  F.  W.  Wilt  and  H.  V.  Johnson. 
Drs.  Ralph  E.  Ellis  and  O.  R.  Smith  local  dentists, 
met  with  the  Society. 

The  State  Counselor  for  the  Kentucky  State  Medi- 
cal Association  was  expected  as  a guest,  but  failed 
to  appear. 

Dr.  Cantrill  gave  a report  on  the  State  Diabetic 
Drive  Committee.  He  outlined  his  plans  for  a large 
number  of  checkups  and  asked  for  the  cooperation 
of  the  doctors. 

There  being  no  further  business  to  come  before 
the  Society,  the  meeting  was  adjourned. 

H.  V.  Johnson,  Secretary 


MONODRAL-  MEBARAL 


ANTICHOLINERGIC  • SEDATIVE 

in  peptic  nicer  management 

• relieves  pain  promptly  • promotes  healing 

• reduces  tension  safely  • maintains  anacidity  for  hours 

• tranquiiizes  without  dulling  • controis  hyperactivity  of 

. weli  tolerated  upper  gastro-intestinal  tract 

Monodral  with  Mebaral — the  “psycho vis- 
ceral stabilizer’’ — provides  for  patients  with  ulcer 
and  gastro-intestinal  spasm  an  effective  barrier 
against  the  impact  of  environmental  stimuli  . . . 
controls  gastric  hypersecretion  and  hypermotihty 
for  three  and  one  half  to  five  hours.* 

EACH  TABLET  CONTAINS:  DOSAGE:  1 Of  2 tablets  three  or 

Monodral  bromide 5 mg.  four  times  daily. 

Mebaral 32  mg.  Available  on  prescription  only. 

Bottles  of  100  tablets. 

Laboratories  New  York  18,  N.  Y. 

Monodral  (brand  of  penthienate)  and  Mebaral  (brand  of  mepbobarbital),  trade- 
marks reg.  U.  S.  Pat.  Off. 

*RefeTtncei  and  clinical  trial  rupplict  available  on  rcqucct. 
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mw\l  CLIilCAL 
COPEREICE 

CHICAGO  MEDICAL  SOCIETY 
March  5,  6,  7 and  8,  1957 
Palmer  House,  Chicago 

Lectures  Daily  Teaching  Demonstrations 
Medical  Color  Telecasts 

The  CHICAGO  MEDICAL  SOCIETY  AN- 
NUAL CLINICAL  CONFERENCE  should  be 
a MUST  on  the  calendar  of  every  phy- 
sician. Plan  now  to  attend  and  make  your 
reservation  at  the  Palmer  House. 


'"The  mercurial  diuretics 
have  the  justified 
reputation  of  being 
the  most  powerful  and 
consistently  effective 
of  all  diuretic  drugs."* 

TABLET 

NEOHYDRIN* 

^Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmaco- 
logical Basis  of  Therapeutics,  ed.  2,  New  York, 
The  Macmillan  Company,  1955,  p.  847. 


3n  ilemoriam 


WILLIAM  B.  MESSINK,  M.D. 

WORTHVILLE 

1869-1956 

Dr.  Messink,  87,  a general  practitioner  in  Carroll 
County  63  years,  died  July  15  at  his  home.  His  active 
practice  had  been  reduced  to  a part-time  basis  for 
the  past  two  years  following  a heart  attack. 

Dr.  Messink  was  graduated  from  the  Lousiville 
Medical  College  in  1892.  Soon  afterward  he  began 
his  practice  at  Carrollton.  He  delivered  more  than 
2,000  babies  during  his  service  there  and  at  Worth- 
ville. 

J.  TOM  PRICE,  M.D. 
HARRODSBURG 

1868-1956 

Dr.  Price,  88,  died  August  14  at  the  Haggin  Me- 
morial Hospital,  Harrodsburg,  after  a long  illness.  A 
former  secretary  of  the  Mercer  County  Medical  So- 
ciety, Dr.  Price  was  a staff  member  of  the  old  A.  D. 
Price  Memorial  Hospital  in  Harrodsburg. 

Following  service  with  the  Army  Medical  Corps 
during  World  War  I,  Dr.  Price  returned  to  Mercer 
County  to  complete  60  years  of  active  practice  prior 
to  his  retirement  in  1955. 


WILLIAM  E.  AKIN,  M.D. 
PAINTSVILLE 
1902-1956 

Dr.  Akin,  54,  died  August  2 at  the  Veterans  Hospi- 
tal, Louisville,  where  he  had  been  a patient  since 
1952.  A heart  ailment  forced  his  retirement  from 
active  practice  in  Eastern  Kentucky  after  a service 
of  20  years. 

A native  of  Mississippi,  Dr.  Akin  was  graduated 
from  the  University  of  Louisville  Medical  School  in 
1931.  His  medical  practice  in  Paintsville  was  inter- 
rupted during  World  War  II  when  he  served  as  a 
commander  in  the  U.  S.  Navy. 


JOSEPH  W.  FITZPATRICK 
LOUISVILLE 
1 875-1956 

Dr.  Fitzpatrick,  81,  died  July  25  at  his  home.  He 
formerly  practiced  in  .Anchorage,  with  offices  in  his 
residence  there. 

A native  of  Richmond,  Dr.  Fitzpatrick  was  gradu- 
ated from  Centre  College  and  received  his  medical 
degree  from  the  old  Louisville  Hospital  College  of 
Medicine  in  1900.  His  56-year  practice  included  serv- 
ice in  Middlesboro  and  in  Tennessee  prior  to  his 
coming  to  Jefferson  County  in  1925. 
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‘ANTEPAR’* 


for  "This  Wormy  World" 

PINWORMS 

ROUNDWORMS 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC. 
Tuckahoe,  New  York 


HENRY  COOK  POPE,  M.D. 
RICHMOND 

1881-1956 

Dr.  Pope,  75,  died  June  22  in  his  office  at  the  Pope 
Hospital  of  a heart  attack.  He  and  his  sons.  Mason 
Pope,  M.D.,  and  the  late  R.  L.  Pope,  M.D.,  opened 
the  hospital  in  1940. 

A native  of  Knox  County,  Dr.  Pope  was  graduated 
from  the  Louisville  Hospital  College  of  Medicine  in 

1906.  He  practiced  medicine  in  Kirksville  for  32  years 
before  coming  to  Richmond. 

j.  j.  McClendon,  m.d. 

RUSSELL  SPRINGS 
1880-1956 

Dr.  McClendon,  76,  died  at  his  home  August  3. 
A native  of  Pulaski  County,  he  had  practiced  medi- 
cine at  Russell  Springs  for  more  than  50  years. 

Dr.  McClendon  was  graduated  from  the  Medical 
Department  of  Kentucky  University,  Louisville,  in 

1907. 

F.  C.  COFFIELD 
SALEM 
1875-1956 

Dr.  Coffield,  81,  a Marshall  County  physician  for 
42  years,  died  July  10  at  a Paducah  hospital.  He  had 
been  in  ill  health  the  past  two  years. 

A native  Kentuckian,  Dr.  Coffield  was  graduated 
from  the  Louisville  Hospital  College  of  Medicine  in 
1904.  He  began  his  practice  in  Salem  in  1947. 

G.  WARD  DISBROW,  M.D. 

OWENSBORO 

1890-1956 

Dr.  Disbrow,  66,  pathologist  and  radiologist  at  the 
Owensboro-Daviess  County  Hospital,  died  July  22  at 
the  hospital.  He  was  a past  president  and  secretary 
of  the  Daviess  County  Medical  Society. 

A native  of  New  Jersey,  Dr.  Disbrow  was  gradu- 
ated from  the  University  of  Maryland  Medical  Col- 
lege in  1913.  He  formerly  served  as  an  assistant  pro- 
fessor of  vegetable  histology  and  bacteriology  at  the 
New  Jersey  College  of  Pharmacy  and  as  a commis- 
sioned officer  in  the  U.  S.  Medical  Corps  during 
World  War  I.  He  practiced  medicine  in  Summit,  N.  J. 
before  coming  to  Owensboro  in  1940. 

HUGH  H.  RICHESON,  M.D. 
LOUISVILLE 
1887-1956 

Dr.  Richeson,  69,  an  eye-ear-nose-and-throat  spe- 
cialist for  30  years,  died  July  24  at  the  Kentucky 
Baptist  Hospital.  He  had  served  on  the  staffs  of  the 
Kentucky  Baptist  and  Children’s  Hospitals. 

Dr.  Richeson  received  his  medical  degree  from  the 
University  of  Louisville  Medical  School  in  1914.  Fol- 
lowing a tour  of  duty  in  World  War  I he  com- 
menced active  practice  which  continued  until  his  re- 
tirement in  1955  due  to  ill  health. 
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IN  MEMORIAM  (continued) 


FRANK  VERNON,  M.D. 

Pikeville 

1910-1956 

Dr.  Vernon,  46,  was  killed  in  an  automobile  acci- 
dent at  Elkhorn  City  on  September  9.  He  was  a sur- 
geon on  the  staffs  of  the  Methodist  and  United  Mine 
Workers  Hospitals,  having  practiced  at  Pikeville  since 
1939. 

Dr.  Vernon  was  graduated  from  the  University  of 
Georgia  Medical  Department  in  1935. 


JAMES  A.  OUTLAND,  M.D. 

Murray 

1884-1956 

Dr.  Outland,  a public  health  officer  for  the  past 
25  years,  died  August  24  at  his  home  at  Murray  after 
an  illness  of  two  weeks.  He  was  71. 

Dr.  Outland  had  practiced  medicine  for  more  than 
40  years  in  Calloway  County.  He  was  graduated  from 
the  University  of  Louisville  School  of  Medicine  in 
1912. 


ALBERT  T.  ROLL,  M.D. 

Louisville 

1881-1956 

Dr.  Roll,  76,  died  August  23  at  the  Jewish  Hospital 
in  Louisville.  He  had  been  a practicing  physician  on 
the  staff  of  the  Veterans  Administration  Hospital, 
Louisville,  for  the  past  ten  years,  following  a practice 
of  30  years  in  Hilo,  Hawaii. 

A native  of  Fredericksburg,  Ind.,  Dr.  Roll  was 
graduated  from  the  University  of  Louisville  Medical 
School  in  1916. 


HANSFORD  H.  BUNTIN,  M.  D. 

Carlisle 

1869-1956 

Dr.  Buntin,  87,  died  September  4 after  a short  ill- 
ness. He  was  Nicholas  County’s  oldest  physician,  hav- 
ing practiced  there  since  1891,  the  year  in  which  he 
was  graduated  from  the  Kentucky  School  of  Medi- 
cine, Louisville. 


M.  E.  CROFT,  M.D. 

Hopkinsville 

1875-1956 

Dr.  Croft  died  at  a Hopkinsville  hospital  September 
13.  He  was  81  years  of  age  and  had  been  a practicing 
physician  of  Christian  County  for  56  years. 

Dr.  Croft  graduated  from  the  Louisville  Hospital 
College  of  Medicine  in  1902. 


Results  With 


ANTE PAR 


against 


PINWORMS 


In  clinical  trials,  over  80^o  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

J.  Fediat.  44:386,  1954. 

White,  K.  H.  K.,  and 
Slandcn,  O.  1). : 

Brit.  M.  J.  2:755,  1953. 


against 


ROUNDWORMS 


“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  19.54. 

SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 
Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

'TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg..  Scored 
Bottles  of  100. 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 
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PERTINENT  PARAGRAPHS 

Mil}on  Golin,  Chicago,  has  joined  the  A.M.A. 

Journal  staff  as  an  assistant  to  Editor  Austin  Smith. 
His  reporting  will  deal  primarily  with  significant 
non-scientific  developments  in  medicine.  Golin  has 
been  a newspaperman  since  1942. 

The  International  Medical  Assembly,  a teaching 

program  offered  by  the  Interstate  Postgraduate  Medi- 
cal Association  of  North  America,  will  be  held  at  the 
Municipal  Auditorium,  Cleveland,  Ohio,  on  October 
22-25,  1956.  This  concentrated  scientific  meeting  has 
been  approved  by  the  A.A.G.P.  Educational  Com- 
mittee for  26  hours  of  Category  II  credit.  The  pro- 
gram has  been  arranged  to  meet  the  needs  of  pro- 
gressive specialists  and  general  practitioners  desiring 
to  keep  abreast  of  medical  advances  that  affect  their 
practice. 

The  annual  report  of  Blue  Cross  to  North  America 

shows  that  an  all-time  high  of  $895  million  for  all 
Plans  was  paid  to  subscribers  in  1955.  This  was  al- 
most 92  per  cent  of  earned  subscription  income.  The 
balance  was  divided  as  follows:  6.33  per  cent  for 
operating  expenses  and  2.33  per  cent  for  reserves. 


A course  in  electrocardiology  will  be  presented 

December  3-7,  1956  in  Houston,  Texas,  under  au- 
spices of  the  University  of  Texas  Postgraduate  School 
of  Medicine  and  Baylor  University  College  of  Medi- 
cine. Individual  instruction  in  reading  electrocardio- 
grams will  be  provided.  For  further  information  write: 
The  University  of  Texas  Postgraduate  School  of 
Medicine,  Texas  Medical  Center,  Houston  25,  Texas. 


The  total  population  of  Kentucky’s  four  mental 

hospitals  decreased  by  405  patients  during  the  fiscal 
year  1955-56,  reports  Frank  M.  Gaines,  M.D.,  com- 
missioner of  mental  health.  He  attributed  the  drop 
to  ( 1 ) improved  hospital  personnel,  (2)  greater  use 
of  tranquilizing  drugs.  Despite  the  decrease,  how- 
ever, Dr.  Gaines  said  that  300  more  persons  were  ad- 
mitted to  the  institutions  during  this  period  and  that 
crowded  conditions  still  exist. 


Benjamin  M.  Duggar,  M.D.,  84,  of  Pearl  River,  N.  Y., 

discoverer  of  the  “wonder  drug”  aureomycin,  died 
September  10.  A retired  college  professor.  Dr.  Dug- 
gar had  been  a research  chemist  for  the  past  13 
years  at  Lederle  Laboratories,  New  Haven,  Conn. 


“the  most  critical  inspection  yet  devised  for  an  eye-glass  lens"- 


Your  prescription  filled  by  us  will  be  processed  to 
the  prescription  with  first  quality  materials;  the  glass 
and  surfaces  will  be  tested  for  precision  of  workman- 
ship—and  your  lenses  checked  for  accuracy  of  power 
—only  a perfect  lens  passes  the  Southern  Optical  test. 


CONTACT  LENSES 

(Fluidless  Lacrilens — Microlens) 


ARTIFICIAL  EYES 

'Custom  Plastic — Glass) 


HOME 

OWNED 

SINCE 

1897 


COMPANY 

4th  and  Chestnut 
334  W.  Broadway 

LOUISVILLE 
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Relax  the  best  way 

...  pause  fof  Coke 


continuous  quality 
is  quality  you  trust 


Medico-legal  problems  will  be  featured  in  a series 

of  films  to  be  produced  by  the  William  S.  Merrell 
Company,  a pharmaceutical  firm  of  Cincinnati,  in 
cooperation  with  the  law  department  of  the  American 
Medical  Association.  The  first  film  will  be  reviewed  at 
the  AMA’s  Clinical  Session  next  month  in  Seattle.  It 
shows  a doctor  as  a medical  expert  witness.  State  and 
county  medical  societies  will  be  able  to  obtain  the  film 
for  showing  after  December  15. 

Vester  A.  Jackson,  M.D.,  Clinton  physician  for  1 1 
years,  is  terminating  his  Kentucky  practice  to  move  to 
Los  Angeles,  Calif.,  where  he  will  open  a new  office. 
A graduate  of  the  University  of  Louisville  School  of 
Medicine  in  1941,  Dr.  Jackson  interned  at  Louisville 
General  Hospital.  He  served  three  years  in  the  Army 
Medical  Corps  during  World  War  II. 

American  management  is  increasing  its  contribu- 
tions to  colleges  and  universities,  reports  the  Council 
for  Financial  Aid  to  Education.  A non-profit  organi- 


zation of  business  men  and  educators,  the  CFAE 
noted  in  a survey  the  increasing  number  of  unre- 
stricted grants,  leaving  the  schools  free  to  decide  the 
use  of  their  money.  The  principal  limitation  is  that 
the  money  be  used  for  current  expenses,  through 
which  professors’  salaries  is  a big  item. 


PLEASE  NOTICE 

Advertising  space  in  The  Journal  of  the  Kentucky 
State  Medical  Association  is  worth  just  what  you 
make  it.  All  advertisements  appearing  in  The 
Journal  have  been  carefully  screened  in  order  that 
our  readers  may  depend  on  them.  When  you  buy 
from  firms  advertising  in  The  Journal  you  protect 
yourself  against  questionable  products  and  you 
increase  the  value  of  this,  your  own  Journal,  to  its 
advertisers.  Remember  this,  and  use  these  pages  as 
your  buying  guide. 
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Q:  In  x-ray  equipment  what  will  $4950  buy? 

A:  This  new  G-E  PATRICIAN 

complete  with  200-ma  control  and  transformer 


YOURS  . . . General  Electric  quality  . . . 
complete  diagnostic  x-ray  unit  with  tilt 
table  . . . combined  facilities  for  fluoroscopy 
and  radiography — all  for  just  $4950,  f.o.b. 
Milwaukee,  U.S.A. 

New  PATRICIAN  gives  you  81 -inch 
angulating  table . . . independent  tubestand 
w'ith  choice  of  floor-to-ceiling  or  platform 
mounting  . . . 200-ma,  100-kvp,  full-wave 
transformer  and  control  . . . double-focus, 
rotating-anode  tube. 

Also,  you  get  counterbalanced  automatic 
Bucky,  plus  fluoroscopic  screen  that’s  also 
counterbalanced,  self-retaining  in  all  table 


positions.  You  can  take  cross-table  and 
stereo  views.  Focal-film  distances  range  up 
to  a full  40  inches  at  any  table  angle  . . . 
as  great  as  48  inches  cross-table. 

The  new  PATRICIAN  can  be  yours  on 
liberal  purchase  terms  ...  or  can  be  leased 
under  the  popular  G-E  Maxiservice®  rew/i?/ 
plan.  Ask  your  General  Electric  x-ray  rep- 
resentative for  all  the  facts. 


“^ogress  Is  Our  Most  /mporfant  T^oducI 

GENERAL^  ELECTRIC 
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]^OW  AVAILABLE 


a unique  new  antibuitie 
of  major  iiii|iortaiiee 
PROVED  EFFECTIVE  AGAINST 
SPECIFIC  ORGANISMS 

{staphylococci  and  proteus) 

RESISTANT  TO  ALL  OTHER 


ANTIMICRORIAL  AGENTS 


gram-negative  pathogens. 

ACTION  — bactericidal  in  optimum  concen- 
tration even  to  resistant  strains. 

TOXICITY — generally  well  tolerated.  This  is 
more  fully  discussed  in  the  package  insert. 

ABSORPTION — oral  administration  produces 
high  and  easily-maintained  blood  levels. 

INDICATIONS  — cellulitis,  pyogenic  derma- 
toses, septicemia,  bacteremia,  pneumonia 
and  enteritis  due  to  Staphylococcus  and  infec- 
tions involving  certain  strains  of  Proteus  vul- 
garis; including  strains  resistant  to  all  other 
antibiotics. 


DOSAGE  — Two  capsules  (500  mg.)  twice  daily 
or  one  capsule  (250  mg.)  four  times  a day. 

SUPPLIED — 250  mg.  capsules  of  ‘Cathomy- 
cin’,  bottles  of  16. 

‘CATHOM  YCIN’  is  a trademark  of  Merck  C?  Co.,  Inc. 


MERCK  SHARP  & DOHME 
DIVISION  OF  MERCK  ft  CO..  INC. 
PHILADELPHIA  I . PA. 
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MYSTECLIN  SUSPENSION 

Steclin-Mycostatin  (Squibb  Tetracycline-Nystatin) 

Another  form  of  the  only  broad  spectrum 
antibiotic  preparation  with  added  protection 
against  monilial  superinfection 

PLEASANT  TASTING  — Mysteclin  Suspension  is  pleasant- 
ly fruit-flavored  and  will  appeal  to  taste-conscious 
youngsters  as  well  as  to  adults  who  prefer  liquid 
medication. 

BROADLY  EFFECTIVE  — Mysteclin  Suspension  provides 
well  tolerated  therapy  for  the  many  common  infec- 
tions which  respond  to  tetracycline— and  also  acts  to 
prevent  monilial  overgrowth. 

READY-TO-TAKE  — Mysteclin  Suspension  requires  no  re- 
constitution and  can  be  given  by  simple  teaspoon 
dosage  to  patients  of  all  ages. 

MYSTECLIN  SUSPENSION:  a fruit-flavored  oil  suspension 
containing  the  equivalent  of  125  mg.  Steclin  (Squibb 
Tetracycline)  Hydrochloride  and  125,000  units  My- 
costatin  (Squibb  Nystatin)  per  5 cc.  teaspoonfuL 
Supplied  in  two-ounce  bottles. 

Also  available  as  Capsules  (250  mg.  Steclin  Hydrochloride  and 
250,000  units  Mycostatin)  and  Half  Strength  Capsules  (125  mg. 

Steclin  Hydrochloride  and  125,000  units  Mycostatin). 

SQJJIBB  Squibb  Quality  — the  Priceless  Ingredient 

*MYSTECLtN'®  , *STECLIN'(B,  ANO  'MYCOSTATIN'^  ARE  SQUIBB  TRADEMARKS 
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Journal  Report: 

Hypertensive  symptoms  relieved 

in  03%  of  patients 


"Comparison  of  pentolinium  [Ansolysen]  with  other  preparations  in  25  patients  with 
severe  essential  hypertension,  for  whom  all  other  methods  of  management  had  failed, 
showed  that  pentolinium  is  the  most  effective  of  available  agents  in  reducing  danger- 
ously high  blood  pressure  to  the  desired  levels,  and  in  modifying  some  of  the  complica- 
tions of  hypertension,  as  cardiac  decompensation,  cardiomegaly  and  retinopathy, . . . 

"In  96  per  cent  (24  patients)  clinical  symptoms  were  relieved  and  the  blood  pressure 
maintained  at  comfortable  levels. . , 


ANSOUYSEN 

TARTRATE  Pentolinium  Tartrate 

Lowers  Blood  Pressure 


® 

Philadelphia!,  Pa. 


1.  Albert,  A.,  and  Albert,  M.:  Am.  Pract.  & 
Dig.  Treat.  7:986  (June)  1956. 
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METICORTEN  (PREDXISO.VE)  PLUS  CHLOR-TRI.HETO.V  WITH  ASCORBIC  ACID 


especially  in  many  resistant  allergic  disorders,  Metretop 
affords  the  benefits  of  two  established  agents  with  unexcelled  anti-inflammatory,  anti< 
allergic  and  antipruritic  effectiveness.  , - , , stress 

support  and  for  postulated  effect  on  prolonging  steroid  action  :‘er  r-irlicostcroid, 

•“Original  brand  of  prednisone. ..minimal  electrolyte  effects  — Meticorten //  v bcttc  anti* 
-unexcelled  in  potency  and  freedom  from  side  effects -CIILOR-TRTMETO^ 
effective  against  hay  fever,  pollen  asthma,  perennial  rhinitis,  acute  and  chronic  urticaria 
angioneurotic  edema,  drug  reactions,  inflammatory  and  allergic  eye  disorders,  pruritic 
and  contact  dermatoses. 

Each  tablet  of  Metreton  provides  2.5  mg.  of  Meticortex  (prednisone),  2 mg.  of  Chlor-Trimetop 
maleate  (chlorprophenpyridamine  maleate),  and  75  mg.  ascorbic  acid. 

Metreton  Tablets,  bottles  of  30  and  100. 


'/(UO- 


ETICORTELONE  (PREDNISOLONE)  PLUS  CIILOR-TRIMETON 


[uickly  clears  nasal  passages  • avoids  rebound  engorgement  and 
ympatliomimetic  side  effects  • safe  even  for  cardiacs,  hyperten- 
ives,  children,  pregnant  patients  • 

, '0>  Contains  2 mg.  (0.2%)  Meticortelo.ne  acetate  (prednisolone  acc- 

ate)  and  3 mg.  (0.3%)  of  Chlor-Trimeton  gluconate  (chlorprophenpyridaminc 
;luconate)  in  each  cc. 

15  cc.  plastic  “squeeze”  bottle,  box  of  1. 

^lETRETON,*  brand  of  corticoid- antihistamine  compound;  Meticorten,*  brand  of  prednisone; 
■Ieticortelone,®  brand  of  prednisolone;  Ciilor-Trimeton,®  brand  of  chlorprophenpyridamine 
■reparations.  *t.m.  m-j-stt 


in  inflammatory  skin  diseases 


all  the  benefits  of  the  “predni-steroids” 
plus  positive  antacid  action 
to  minimize  gastric  distress 


ROUTINELY  ACHIEVED  WITH 


Clinical  evidence*-*-*  indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  predniso- 
lone, antacids  should  be  routinely 
co-administered  to  minimize  gas- 
tric distress. 

Reftreneet:  1.  Boland,  E.  W.,  J.A.M.A. 
160:613,  (February  25,)  1956.  2.  Margolia, 
H.  M.  el  al,  J.A.M.A.  158:454,  (June  11,) 
1955.  3.  Bollet,  A.  J.  el  al,  J.A.M.A. 
168:459,  (June  11,)  1955. 


Multi  pl« 

Compraatad 

Tablata 


(Buffered  Prednisone) 


CoBydeltnl 

"^(Buffered  Prednisolone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
SO  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel.  * 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO  . INC. 
PHILADELPHIA  1.  PA. 


•CO-DELTRA*  and  ‘CO-HYDELTRA*  are  the  trademarte  0/ Merck  A Co.,  Inc. 
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in  bronchial  asthma 


clinical  evidence'  ''’* indicates  that  to  augment  the 
therapeutic  advantages  of  the  '‘predni- steroids” 
antacids  should  be  routinely  co-administered 
to  minimize  gastric  distress 


ROUTINE  I 

CO-ADMINISTRA  TION 
MEANS 


Multiple 

Compressed 

Tablets 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

Referenees;  1.  Boland,  E.  W., 

J.A.M.A.  160:613,  (February 
25,)  1956.  2.  Margolis,  H.  M. 
e(  al,  J.A.M.A.  158:454,  (June 
11,)  1955.  3.  Bollet,  A.  J.  et  al, 

J.A.M.A.  158:459,  (June  11,) 

1955. 

•CO-DELTRA’  and  'CO-HYDELTRA'  are  the  trademarks  »f  Merck  & Co..  INC. 


CoDeltra 


(Buffered  Prednisone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  6 CO  . INC. 
PHILADELPHIA  \.  PA. 


Medical  Association  • October  1956 


897 


( 

I 


WAYSIDE  HOSPITAL 

168  North  Broadway 
Lexington,  Kentucky 

A private  psychiatric  hospital  for  men,  offering  modern  diagnostic  and  treat- 
ment procedures,  a luxurious  cluh-like  atmosphere,  and  a cordial  hospitality. 

Approved  By  American  Medical  Association 
Staff 

H.  Halbert  Leet,  M.D.  John  H.  RompP,  M.D, 

Carl  Wiesel,  M.D.  Irving  A.  Gail,  M.D. 

Edward  L.  Houchin,  Administrator 

Phone : 2-2050 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

(The  Pioneer  Postgraduate  Medical  Institution  in  America) 


OBSTETRICS  AND  GYNECOLOGY 

A two  months  full  time  course.  In  Obstetrics;  lectures; 
prenatal  clinics;  attending  normal  and  operative  deliv- 
eries; detailed  instruction  in  operative  obstetrics  (mani- 
kin ) . X-ray  diagnosis  in  obstetrics  and  gynecology.  Care 
of  the  newborn.  In  Gynecology;  leaures;  touch  clinics; 
witnessing  operations;  examination  of  patients  pre- 
operatively;  follow-up  in  wards  post-operatively.  Ob- 
stetrical and  gynecological  pathology.  Culdoscopy. 
Studies  in  Sterility.  Anesthesiology.  Attendance  at  con- 
ferences in  obstetrics  and  gynecology.  Operative  gyne- 
cology on  the  cadaver. 

For  Information  about  these  and 

other  courses  Address:  DcAiM, 


SURGERY  AND  ALLIED  SUBJECTS 

A combined  surgical  course  comprising  general 
surgery,  traumatic  surgery,  abdominal  surgery, 
gastroenterology,  proctology,  gynecological  sur- 
gery, urological  surgery.  Attendance  at  lectures, 
witnessing  operations,  examination  of  patients 
pre-operatively  and  post-operatively  and  follow-up 
in  the  wards  post-operatively.  Pathology,  radiol- 
ogy, physical  medicine,  anesthesia.  Cadaver  dem- 
onstrations in  surgical  anatomy,  thoracic  surgery, 
proctology,  orthopedics.  Operative  surgery  and 
operative  gynecology  on  the  cadaver;  attendance 
at  departmental  and  general  conferences. 

345  WEST  50th  St.,  New  York  19,  N.  Y. 


CITY  VIEW  SANITARIUM 

Established  1907 

NASHVILLE  TENNESSEE 

For  the  diagnosis  and  treatment  of 
mental  and  nervous  disorders,  and 
addictions  to  alcohol  and  drugs 

Psychotherapy  and  occupational  therapy 

Electrical  shock  and  insulin  therapy  as  indicated 

Frank  W.  Stevens,  M.  D. 

Director 

G.  Tivis  Graves,  Jr.,  M.  D. 

Associate  Director 
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Conductive  Shoe 
in  dress  style 

Safety  from 
Fire  and 
Explosion^ 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

# The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

'At  Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

* We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

* We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Bafoncing  and  Synchronizing  the  Shoe  with  the  Foot.” 

Write  for  details  or  contact  your  local  FOOT-SO*PORT 
Shoe  Agency.  Refer  to  your  Classified  Director/ 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 


Protection  Exclusively 
since  1899 


LOUISVILLE  Office 
Calvin  Bimer,  Representative 
3119  Hewitt  Ave. 

Tel.  Glendale  8-3060 
If  no  answer,  call  Clay  3636 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN" 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.Y.  • Montreal,  Canada 
5646 
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as  good  as  it  tastes! 

TETRABOH 


BRAND  OF  TETRACYCLINE  homogenizeiis  mixture 


125  mg.  tetracycline  per  5 cc. 
teaspoonful.  Bottles  of  2 fl.  oz. 
and  i pint,  packaged  ready  to 
use  (no  reconstitution  required). 
Readily  accepted  delightfully 
different  fruit  flavor  . . . 

Rapidly  absorbed  fine  particle 
dispersion — therapeutic  blood 
levels  within  one  hour  . . . 

Quickly  effective  well-toierated 
tetracycline  for  prompt  control 
of  a wide  range  of  infections. 


•Trademark 


Pfizer  Laboratories 

Chas.  & Co.,  Inc. 
Brooklyn  6,  N.Y.  ^ 


Pfizerj 


WANTED 

GENERAL  PRACTITIONER 
OR  INTERNIST 
To  occupy  unit  in  suite 
of  downtown  Louisville  office, 
656-660  Francis  Building. 
Leased  by 

established  Surgeon-Gynecologist. 
Unusual  Opportunity! 
Phone  Ju  4-3614 


Choice  location  for  general  practice.  A recent 
death  makes  office  with  adjacent  home  in 
separate  building  available.  Small  town 
atmosphere.  The  one  other  physician  in  town 
welcomes  help.  Practice  should  be  assured 
immediately.  Nine  miles  from  county  hospital 
and  about  35  from  the  Jeffersonville  bridge. 
Ideal  for  individual  who  needs  immediate 
practice  and  yet  desires  to  retain  Louisville 
connections. 

Contact: 

MRS.  FRANK  GREEN,  Rushville,  Indiana 


NEW  CASTLE  SANITARIUM 

Telephone  3621 
NEW  CASTLE,  KY. 

For  the  core  of 

CHRONIC,  CONVALESCENT  AND  GERIATRIC 
PATIENTS 

Member  of  the  American  Hospital  Association 
Member  of  the  American  Assn,  of  Nursing  Homes 
Licensed  ond  Approved  by  the  State  of  Kentucky 

SPECIAL  DIETS  PREPARED  — ELECTRO-THERAPY 
TREATMENTS  AVAILABLE 

PRIVATE  PHYSICIAN  AVAILABLE  AT  ALL  HOURS 

24-HOUR  EFFICIENT  AND  CHEERFUL  NURSING  CARE 

REASONABLE  RATES 

New  Selectemp  Moduloted  Steom  Heot  With  Filtered  Air 
For  Maximum  Comfort  and  Safety 
Protected  Throughout  With  Automatic  Fire  Detection 
and  Alarm  System 

IRA  O.  WALLACE,  Administrator 


the  Emblems  of  RELIABLE  PROTECTION 


We  cordially  invite  your  inquiry 
for  application  for  membership 

which  affords  protection  against 
loss  of  income  from  accident  and 
sickness  as  well  as  benefits  for 
hospital  expenses  for  you  and 
all  your  dependents 


$4,500,000  ASSETS 
$23,800,000  PAID  TOR  BENEFITS 
SINCE  ORGANIZATION 


Since  1902 

PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 

OMAHA  2,  NEBRASKA 
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excellent 
remedy 
for  a 


002 


poor 


appetite 


* 

II 


Lysine-Vitamin  Drops 


• combines  the  amino  acid,  1-Lysine,  with 
vitamins  Bi,  Be,  B12 

• stimulates  appetite,  effects  better  utilization 
of  protein,  thereby  promoting  growth 

• cherry-flavored  drops  are  delicious;  may  also 
be  mixed  in  milk,  formula,  etc. 

• handy  15  cc.  plastic  dropper-bottle 

For  the  problem  eaters,  for  the  underweight,  for 

the  generally  below-normal  child 


I 

i| 
1. 1 


I 


1 

) 


(Excellent,  too,  for  stimulating  appetites  of  the  elderly 
patient!)  Dosage:  0.5  to  1 cc.  (10-20  drops)  daily.  Each  cc. 
(20  drops)  contains: 


1-Lysine 300  mg.  . 

Vitamin  Ki2 25  mcgin.  I 

Thiamine  (Hi) 10  mg.  ^ 

Pyridoxine  (Be) 5 mg. 


LEDERLE  LABORATORIES  DIVISION  ' 

AMERICAN  CYANAMID  COMPANY 

r 

PEARL  RIVER.  NEW  YORK  f 

VeO.  0.  S.  PAT.  OFP.  T 
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""Patients  without  primary 
renal  disease,  but  with 
albuminuria  and  high 
nonprotein  nitrogen 
due  to  congestive 
circulatory  changes, 
can  be  adequately 
and  safely  treated 
with  Neohydrin  for 
long  periods  of  time/'* 

*Griffith,  G.  C.;  Dimitroff,  S.  P.,  and  Thorner,  M.  C.; 
Ann.  Int.  Med.  45:7,  1956. 


SECLUSION  MATERNITY 


FAIRMOUNT 

HOSPITAL 

FOR 

UNMARRIED 
GIRLS 
Est.  1909 

Private  sanitarium 


Write  for  Information 

HELEN  AMOS 


with  certified  obstet- 
rician in  charge.  Fold- 
er fully  describing 
services  FREE  on  re- 


4911  East  27ih  St. 


quest.  Early  entrance 
advised. 


Kansas  City,  Mo. 
Phone:  WA.  3-3577 


Rates  reasonable.  In 
certain  cases  work  giv- 
en to  reduce  expenses. 


Offices  to  be  put  in  condition  for  rent, 
located  513  Main  Street  in  Shelbyville 

Suitable  for  two  young  doctors. 

Reasonable  Rent — Yearly  Lease. 

Contact:  MRS.  ALICE  FOREE  MASON 
11  01 -15th  Street  N.  W. 

Apt.  406 

Washington,  D.  C. 


OCULISTS’  PRESCRIPTIONS  EXCLUSIVELY 

MUTH  OPTICAL  COMPANY 

Prescription  Opticians 

665  S.  4th  Brown  Hotel  Building  Louisville  2 


THE 

K E E L E Y 

Treating  alcoholism  and  other  problems  of  addiction. 

INSTITUTE 

• 

REGISTERED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION - 
MEMBER  AMERICAN  HOSPITAL  ASSOCIATION. 

DWIGHT,  IULiNOIS 

QlzGA-aiziu- 

TELEPHONE  S-61  81 

A PRIVATE  HOSPITAL  FOR  THE  TREAT- 
MENT OF  PATIENTS  SUFFERING  FROM 
MENTAL  ILLNESS,  ALCOHOLISM  AND 

Equipped  for  Surgery 

ELECTROENCEPHALOGRAPH  — CLINICAL  LABORA- 
TORY—EKG  AND  BMR  EQUIPMENT— STEREOSCOPIC 
X-RAY  — HYDROTHERAPY. 

On  The  Kratzville  Road 

DRUG  ADDICTION. 

ALBERT  J.  CREVELLO,  M.D. 

Diplomate,  American  Board  of  Psychiatry 

EVANSVILLE,  IND. 

SEPARATE  BUILDINGS  FOR  DISTURBED  AND 

& Neurology.  Inc. 

CONVALESCENT  PATIENTS. 

MEDICAL  DIRECTOR 
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specific  against 
coccic  infections 


Specific— because  you  can  actually  pinpoint  til 
therapy  for  coccic  infections.  That’s  because 
most  bacterial  respiratory  infections  are  caus! 
by  staph-,  strep-and  pneumococci.  And  thes(f^ 


are  the  very  organisms  most  sensitive  to 


Erythrocin— even  when  in  many  cases  they 
resist  other  antibiotics. 


filmtab* 


Erythrocin 

rErvthromvcin.  Abbnm 


(D 


(Erythromycin,  Abbott) 

STEARATE 


Low  toxicity— because  Erythrocin  rarely  all* 
intestinal  flora.  Thus,  your  patients  seldom 


with  little  risk  of 


get  gastroenteral  side  effects.  Or  loss  of  vitan 


serious  side  effects 


synthesis  in  the  intestine.  Virtually,  no  allergi 
reactions,  either.  Filmtah  Erythrocin 
Stearate  ( 100  and  250  mg. ) , ^ n n 
bottles  of  25  and  100.  vXuiJOtt 


filmtab’ 


'J 


Erythrocin 

(Erythromycin,  Abbott) 


STEARATE 


\ 


) Filmtab-film-sealed  tablets;  pat.  applied  for 


609? 16 


8/3/5S 


« ..  Old 

-ght  supSTrn— of  the 

On  77  7 / 55  th  osteomyelitis: 

■^y‘io_  s:  au;eu^^co^^  and  a hem^ 

-'  - ‘^omyelitis.  DisfiensSv  r ' ~ 

0 P-iciiiin: 

__.  ’ ^^^£^cycline,  ~ 

On  7715  Th  • 

■5-wTor4"'",‘  r /“'•■'  •" 

8/3,  the  cast  wa^ ' 

- 8ood  conditio,.:^-^r^ 

- _ °®teornyemis.  ~ 

eryth^^roiST^in-'i^^  J - 

‘-"d  kept  the 

'°"-S?de^ 


* Comm 


•‘'"«’«'»“<>Abb,UUi„atones 


Trasenllne-PSienobarbital 


integrated  relief . . . 
mild  sedation 

C I B A visceral  spasmolysis 

Summit,  N.  J.  mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
SO  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  SO  mg.  phenobarbitaL 


2/2228H 


The  Crocker-Fels  Company 

624  S.  THIRD  ST.  CLay  8855  LOUISVILLE,  KY. 

Ask  about  our  liberal  financing  plan 


CROCKER-FELS  COMPANY 

SERVING  PHYSICIANS  AND  HOSPITALS  SINCE  1882 


If  you’re  looking  for  an  unusually  attractive  examining  room  suite,  unusually  serviceable  equip- 
ment, and  special  features  to  make  your  work  easier — you’ll  find  them  in  Hamilton’s  Steeltone,  shown 
above.  And  it’s  available  in  an  array  of  decorators’  colors;  white  deluxe,  cream  white,  jade  green, 
Washington  blue,  coral,  and  silver  metallic. 

The  name  Hamilton  is  synonymous  with  quality. 


I 
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TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES.  AND  ALCOHOLISM 


Member  of  the  American  Hospital  Association  and  Notional  Association 
of  Private  Psychiatric  Hospitals 


Four  modern  buildings,  separate  for  men  and  women 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 


Registered  nurses  and  trained  personnel.  Constant 
medical  supervision.  Open  to  members  of  the  Medical 
Association. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louis- 
ville, on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE,  M.D.,  Neuropsychiatrist 
Medical  Director 

T.  J.  SMITH,  M.D.,  Associate 


MEDICAL-DENTAL  BUSINESS  BUREAU,  INC. 

227  HEYBURN  BUILDING  — P.  O.  BOX  1465  WAbash  6725 

334  W.  BROADWAY 
LOUISVILLE,  KENTUCKY 


Gentlemen,  I am  interested  in  talking  with  you  about  the  subjects  checked  below. 

See  me  at  (address) on  (date) at  (hour) 

Doctor 

( ) Practice  Survey  and  Recommendations  ( ) Centralized  Bookkeeping 

( ) Financial  Records  and  Reports  (statements  to  Patients) 

( ) Professional  Management  Service  ( ) Pre-Collection  Program 

( ) Long-Term  Financial  Planning  ( ) Partnership  Formation 

( ) Tax  Returns  ( ) Sale  of  Practice 

( ) Other:  ( ) Collections 


RADIUM 

(Including  Radium  Applicators) 

For  All  Medical  Purposes 

Est.  1919 

Quincy  X-Ray  & Radium  Laboratories 

(Owned  and  Directed  by  a Physician- 
Radiologist) 

HAROLD  SWANBERG,  B.S.,  M.D.,  Director 
W.  C.  U.  Bldg.  Quincy.  Illinois 


PLEASE  NOTICE 

Advertising  space  in  The  Journal  of  the  Kentucky 
State  Medical  Association  is  worth  just  what  you 
make  it.  All  advertisements  appearing  in  The 
Journal  have  been  carefully  screened  in  order  that 
our  readers  may  depend  on  them.  When  you  buy 
from  firms  advertising  in  The  Journal  you  protect 
yourself  against  questionable  products  and  you 
increase  the  value  of  this,  your  own  Journal,  to  its 
advertisers.  Remember  this,  and  use  these  pages  as 
your  buying  guide. 
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KNOWN  and  RESPECTED  FOR  A DECADE... 


ATLAS  INJECTABLES 


Every  ATLAS  injectable  is  manufactured  in  our  own  new,  ultra-modern 
laboratory  under  strictest  controls.  Continued  research  and  testing  assures 
the  finest  standard  injectables  as  well  as  distinctive  new  formulae  as  they 
are  perfected . . . Potencies  and  purity  guaranteed,  yet  a realistic  pricing 
policy  makes  them  readily  usable  in  every  case. 


Here  is  our  latest  Specialty, , . 


RESERPINE 


2.5  mg./cc.  in  2 cc.  Ampules 
pkgd.  10  ampules  per  box 


Order  today  from  our  representative  or  direct  from  our  manufacturing 
laboratories.  Complete  medical  information  sent  upon  request. 


ATLAS  PHARMACEUTICAL  LABORATORIES 


13211  Conont  Avenue 


Detroit,  Michigan 


PEACE  OF  MIND  FROM  OFFICE  AND  BUSINESS  WORRIES 

OUR  SERVICES  COVER: 

Tax  Returns 
Bookkeeping 
Delinquent  Accounts 
(No  Commission) 

Office  Routines 
Office  Planning 
Instructing  Personnel 

Fees 

Partnerships 

Hospitals 

Clinics 

Counselling  - Investments 
Insurance 

^iACuioMe 

PROFESSIONAL 

BUSINESS 

MANAGEMENT 

ASSOCIATES: 

Clayton  L.  Scroggins 
John  R.  Lesick 
Richard  D.  Shelley 

Hubert  G.  Stiifler 
Daniel  L.  Zeiser 
Richard  J.  Conklin 

FOR  DOCTORS 
ONLY 

CLAYTON  L SCROGGINS  ASSOCIATES 
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New  Study  Shows  Gelatine 
Restores  Brittle  Fingernails  to  Normal 


' Oifction*  for  making  th4  Knox  GeUuint  drink  in  xvory  package 


Brittle,  fragile  or  laminating  fingernails  are  the 
bane  of  many  a woman’s  existence.  Yet  this 
highly  prevalent  and  distressing  condition  often 
has  gone  uncontrolled  for  lack  of  effective  ther- 
apy. Now,  you  can  promise  these  patients  sub- 
stantial relief  in  a large  percentage  of  cases. 

In  a recent  study^  that  confirmed  previous 
work^  Knox  Gelatine  was  used  to  treat  36 
women  with  fragile,  brittle,  laminating  finger- 
nails. The  response  was  most  gratifying.  Except 
for  three  patients  who  discontinued  the  therapy, 
three  diabetics,  and  two  women  who  had  con- 
genital deformities,  the  splitting  ceased  and  all 
other  patients  were  able  to  manicure  their  nails 
to  a full  point  by  the  time  the  study  ended. 

Optimal  dosage  proved  to  be  one  envelope  (7 
grams)  of  Knox  Gelatine  administered  daily  for 
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three  months.  Efficacy  has  not  been  established 
with  lesser  dosage.  If  you  would  like  more  com- 
plete details  of  this  work,  just  use  the  coupon. 

1.  Rosenberg,  S.  and  Oster,  K.  A.,  “Gelatine  in  the  Treatment  of 
Brittle  Nails,”  Ctmn.  State  Med.  J.  19:171-179,  March  1955. 

2.  Tyson,  T.  L.,  J.  Invent.  Dermal.  14:323,  May  1950, 

Chas.  B.  Knox  Gelatine  Company,  Inc.  J 

Professional  Service  Dept.  SJ- 19  \ 

Johnstown,  N.  Y.  J 

I 

Please  send  me  a reprint  of  the  article  by  Rosenberg  \ 
and  Oster  ivith  illustrated  color  brochure,  i 

YOUK  NAM£  AUUKESS  | 
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to  quiet  the  cough 

and  calm  the  patient 


INTEGRATED  ACTION 

1 ■ Topical  anesthetic  action 

more  powerful  than  that  of  cocaine 


2. 


Antihistominic  action 

to  help  control  cough,  bronchial  spasm, 
and  allergy-caused  congestion 


3. 

4. 


Sedative  action 

to  allay  nervous  irritability 


Expectorant  action 

to  render  the  cough  productive  by  aiding 
the  secretion  of  protective  mucus 


P H E 


(S) 

Philadelphia  I,  Pa. 


N E R G A 

EXPECTORANT 

Promethazine  Expectorant  with  Codeine;  Plain  (without  Codeine) 
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PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


Ataraxoid  is  a unique,  new  combination  of  Sterane  and 
Atarax,  which  now  permits  simultaneous  symptomatic 
control  and  reduction  of  attendant  anxiety  and  apprehension 
in  rheumatoid  arthritis  and  other  indications. 


The  added  tranquilizer  control,  desirably  easing  mental  stress, 
also  directly  assists  clinical  progress.  It  minimizes  the 
chance  of  exacerbation  related  to  emotional  strain  and 
facilitates  patient  confidence  and  cooperation  in  the 
therapeutic  program  toward  maximum  rehabilitation. 


Ataraxoid  exerts  the  anti-rheumatic,  anti- 
inflammatory activity  of  Sterane  distinctly  superior 
to  previous  steroids,  effective  in  radically  reduced 
dosage,  and  with  minimal  disturbance  of  electrolyte 
and  fluid  metabolism. 


The  ataractic  effect  is  a 
central  neuro-relaxing 
action  — the  result  of 
a marked  cerebral  speci- 
ficity — free  of  mental 
fogging  and  devoid  of  any 
major  complications ; 
no  liver,  blood  or  brain 
damage.  This  peace- 
of-mind  component  is 
also  used  in  the  lowest 
dosage  range. 


Supplied : Each  green,  scored, 
Ataraxoid  oral  tablet 
contains  5 mg.  prednisolone 
(Sterane)  and  10  mg. 
hydroxyzine  hydrochloride 
(Atarax).  Bottles  of  30 
and  100. 


. * 


ataraxic-corticoid 


prednisolone  and  hydroxyzine 


combining  the  newest,  safest  i the  newest,  most  effective 
tranquilizer,  ATARAX® 


(prednisolone) 


steroid,  STERANE 

controls 
[s  and  the 
apprehension 

In  Rheumatoid  Arthritis, 
other  collagen  diseases, 
bronchial  asthma  and 
inflammatory  dermatoses 


^Trademark 


1 


On  the  basis  of  considerable  in  vitro 
evidence  accumulated  over  a period  of 
seven  years,  the  Council  on  Pharmacy 
and  Chemistry  has  revised  the  original 
Alglyn  monograph  acknowledging  that 


this  most  recent  form  of  aluminum  ant- 
acid therapy  is  as  active — In  Tablet 
Form — as  the  various  aluminum  hydrox- 
ide preparations  are  in  Liquid  form; 


“Dihydroxy  aluminum  aminoacetate  . . . shares  the  properties  of  the  alumi- 
num hydroxide  gel  preparations.  In  vitro  studies  indicate  that  the  buffering 
action  of  dihydroxy  aluminum  aminoacetate  in  tablet  form  is  comparable  to 
that  of  the  liquid  preparations  of  aluminum  hydroxide  gel  when  compared 
on  the  basis  of  equivalent  aluminum  content.” 


Alglyn  Tablets,  0.5  Cm.  dihydroxy 
aluminum  aminoacetate,  are  supplied  in 
bottles  of  100  (white).  Your  patients  will 
welcome  the  change  from  liquid  antacid 
preparations  to  easy-to-take  convenient, 
lightly-flavored  Alglyn  TabletsL 

Also  supplied  in  combination  with 
spasmolytic  and  sedative  therapy  as 


Malglyn  Compound,  each  tablet 
contains  dihydroxy  aluminum  aminoace- 
tate, 0.5  Cm.,  belladonna  alkaloids,  0.162 
mg.,  phenobarbital,  16.2  mg.,  per  tablet, 
bottles  of  100  (pink);  and  as  Belglyn, 
dihydroxy  aluminum  aminoacetate,  0.5 
Cm.,  belladonna  alkaloids,  0.162  mg.,  per 
tablet,  bottles  of  100  (yellow). 


Reprint  of  recent 
in  vivo  studies  avaii> 
oble  on  request 


1.  Rossett,  N.E.  and  Rice,  M.L.,  Jr.:  Gastroenterology,  26:490, 1954. 

2.  Hammarlund,  E.R.  and  Rising,  L.W.;  J.  Am.  Pharm.  Assoc.,  Scientific  Edition, 
38:586,  1949. 


PHARMACEUTICAL.  'COMPANY 


CHATTANOOGA  9,  TENNESSEE 
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. . . part  of  every  illness 

ANXIETY 

is  part  of 


ULCER 


. afunctional  nervousness,  including  fatigue  and  anxiety,  ivas  by  far 
the  greatest  detectable  cause  of  recurrences  of  peptic  ulcer  symptoms,  and 
in  many  instances  it  seemed  likely  that  the  same  etiological  factors  ivere 
initially  responsible  for  the  ulcer 

Peptic  ulcer  is  a combination  of  the  emotional  and  the  physi- 
cal. Fortotal  management,  a combination  of  measures  is  often 
indicated.  Equanil  adds  to  the  adequacy  of  routine  treatment 
by  countering  psychic  stress  as  a stimulant  to  vagal  activity. 

It  combats  the  anxiety  and  tension,  and  encourages  restful 
sleep.2 

In  every  patient ...  a valuable  adjunct  to  the  customary  therapy 


Supplied:  Tablets,  400  mg.,  bottles  of  50. 
Usual  Dose:  1 tablet,  t.i.d. 

1.  Weiss,  E.,  and  English,  O.S.:  Psychoso- 
matic Medicine.  W.  B.  Saunders  Co.,  Phil- 
adelphia, 1949,  p.  358. 

2.  Lemere,  F.:  Northwest  Med.  54:1098 
(Oct.)  1955. 


anti-anxiety  factor  with  muscle-relaxing  action 


Philadelphia  1,  Pa. 
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^Thoraziue^  relieved  this  patiefit^s 
anxiety,  tension  and  fear  and  made 
it  possible  for  him  to  return  to  work. 

•THORAZINE'  CASE  REPORT 

patient:  Anxiety,  tension,  and  a fear  of  going 
out  alone  made  it  impossible  for  this  36-year- 
old  man  to  work.  After  other  treatments  had 
failed  he  was  given  ‘Thorazine’. 

response:  “On  ‘Thorazine’  medication,  100  mg. 
orally,  daily,  his  anxiety  and  apprehension  dis- 
appeared rapidly.  The  patient  was  able  to  go 
out  alone  and  to  work  once  again.  His  mood 
was  actually  gay  and  his  co-workers  were  sur- 
prised at  this  change.  He  was  now  free  from 
care  whereas  before  he  had  been  distressed  by 
the  slightest  difticulty.” 


This  case  report  is  from  the  files  of  a general  practitioner. 


THORAZINE* 


Available  in  ampuls,  tablets  and  syrup  (as  the  hydrochlo- 
ride), and  in  suppositories  (as  the  base). 


Smith,  Kline  & French  Laboratories,  Philadelphia 

‘Thorazine’  should  be  administered  discrimi- 
nately  and,  before  prescribing,  the  physician 
should  be  fully  conversant  with  the  available 
literature. 


■j'^T.M.  Reg.  U.S.  Pat.  Off.  for  clilorpromazine,  S.K.F. 
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In  this  issue: 

“Neck  Dissection’^ 


“Esophageal  Hiatus  Hernia” 
“Wedge  Amputation  for  Gunshot 
Wounds” 
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you  can  count  on  cooperation  when  you  I 


When  you  prescribe  SUSPENSION  CHLOROMYCETIN  PALMITATE  for  sick  youngsters,  no 
tears  or  tantrums  at  medicine  time  threaten  your  dosage  schedule.  Children  readily  accept  this 
tempting,  custard-flavored  preparation  of  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis). 
Succeeding  doses  are  taken  as  readily  as  the  first,  because  SUSPENSION  CHLOROMYCETIN 
PALMITATE  is  easy  to  swallow  and  leaves  no  unpleasant  aftertaste. 

To  simplify  therapy  still  further,  SUSPENSION  CHLOROMYCETIN  PALMITATE  does  not 
require  refrigeration  and  may  be  kept  conveniently  in  the  sickroom.  Its  liquid  form  enables 
fle.xibility  of  dosage  easily. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been 
associated  with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient 
requires  prolonged  or  intermittent  therapy. 


1 

! 

luspension 

Chloromycetin 

Palmitate 

pleasant-tasting  Chloromycetin  for  pediatric  use 

Supplied:  SUSPENSION  Chloromycetin  palmitate,  containing 
the  equivalent  of  125  mg.  of  CHLOROMYCETIN  per  4 cc.,  is  available  in  60-cc.  vials. 
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HERE’S  WHY  SO  MANY  DOCTORS 
NOW  SMOKE  AND  RECOMMEND 


Viceroy 


Twice  as  Many  Filters 

AS  THE  OTHER  TWO  LARGEST-SELLING  FILTER  BRANDS 

For  the  Smoothest  Taste  in  Smoking! 


COMPARE! 


HOW  MANY  FILTERS  IN  YOUR  FILTER  TIP? 

(REMEMBER-THE  MORE  FILTERS  THE  SMOOTHER  THE  TASTE') 
ii  iiiiiP  ^iP  <1  ml  ilf 


Brand  B 


Brand  ( 


I VICEROY'S  EXCLUSIVE  FILTER  IS  MADE  FROM  PURE  CELLULOSE-SOFT.  SNOW-WHITE.  NATURAL! 


Viceroy 

filter  ^ip 

CIGARETTES 

KING-SIZE 
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to  quiet  the  cough 


and  calm  the  patient . . . 


Expectorant  action 
Antihistaminic  action 
Sedative  action 
Topical  anesthetic  action 


fcupecforant  with  Codeine  Plain  (wifhoyt 


y/4}^^ 


Philadelphia  1.  Pa. 


KARO®  SYRUP  . . . meets  the  need  for  a 
highly  potent  source  of  infant  carbohydrate 


The  need  for  carbohydrate,  particu- 
larly during  the  rapid  growth  period 
of  early  infancy,  is  well  recognized. 
One  highly  effective  means  of  assuring 
adequate  carbohydrate  is  by  the 
addition  of  Karo  syrup  to  the  milk 
formula. 

Karo — a balanced  mixture  of  dex- 
trins,  maltose  and  dextrose — enables 
the  feeding  of  larger  amounts  of  total 
carbohydrate  than  is  possible  with  a 
single  sugar  such  as  lactose  or  sucrose. 
Karo  is  double  rich  in  calories  and, 
more  importantly,  it  is  easily  digested , 
completely  utilized  and  well-tolerated ; 
even  by  prematures  and  newborns. 


From  the  standpoint  of  the  phy- 
sician, Karo  permits  easy  adjustment 
of  formula  and  safe  transition  from 
liquid  to  solid  food.  Mothers  appreciate 
the  ease  of  making  formulas  with  Karo, 
plus  its  ready  availability  and  econo- 
my. Light  or  dark  Karo  syrup  may 
be  used  interchangeably  since  each 
yields  120  calories  per  ounce  (2  table- 
spoons). 


1906  • 50th  ANNIVERSARY  *1956 
CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Piece,  NevY  York  4,  N.  Y. 
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Physicians  not  only  think  about  November  as  the  month  for  electing 
important  national,  state  and  county  officers,  but  they  also  must  give 
careful  attention  to  elections  in  their  own  county  medical  societies  in 
December. 

The  importance  of  developing  and  maintaining  a strong,  active  local 
medical  society  in  each  county  can  not  be  overstressed.  It  is  at  the 
county  level,  where  the  physician  deals  with  the  day-to-day  problems, 
that  medical  policy  should  begin. 

You  can,  therefore,  render  no  more  important  service  to  your  patients, 
your  profession,  and  yourself  than  to  contribute  to  a strong  county 
medical  organization.  So  let  me  urge  you  to  do  the  following: 

1 . Hold  annual  election  of  officers  in  December. 

2.  Seek  to  get  the  best  leadership  possible. 

3.  Follow  the  House  of  Delegates  mandate  of  a few  years  ago 
and  get  a good  county  society  secretary,  and  keep  him  in 
office  at  least  three  years. 

4.  Report  new  officers  and  delegates  promptly  to  the  Head- 
quarters office.  Necessary  forms  will  be  sent  to  all  county 
societies  late  in  November. 

Good,  well-organized  county  societies  make  a strong  state  association. 


Richard  R.  Slucher,  M.D. 
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24-hour  control 

for  the  majority  of  diabetics 


GLOBIN INSUUN 

B.  w.  & CO’: 


a clear  solution . . . easy  to  measure  accurately 

Discovered  by  Reiner,  Searle,  and  Lang 
in  The  Wellcome  Research  Laboratories 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 


Tuckahoe  7,  New  York 
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• faster  relief  of  pain, 

photophobia 

• better  control  of  inflammation, 

edema,  allergy 

• effective  against  common  eye 

pathogens 

• extremely  well  tolerated 


for  inflammatory,  allergic,  infectious  or  traumatic 
eye  conditions  amenable  to  topical  therapy  — rapid, 
potent,  topical  Meti-steroid  and  anti-infective  action 

supplied:  Metimyd  Ophthalmic  Suspension-5/er//e:  prednisolone  acetate 
(Meticortelone  Acetate)  5 mg.  per  cc.  (0.5%)  suspended  in  an  isotonic  ^1 
buffered  and  preserved  solution  of  sulfacetamide  sodium  100  mg.  per  cc.  I 
(10%),  5 cc.  dropper  bottle.  Metimyd  Ointment  with  Neomycin:  each  gram  ■ 
contains  5 mg.  prednisolone  acetate  (Meticortelone  Acetate),  100  mg. 
sulfacetamide  sodium  and  2.5  mg.  neomycin  sulfate  (equivalent  to  1.75  mg. 
neomycin  base);  Va  oz.  tube,  boxes  of  1 and  12.  j 

Metimyd,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium.  | 

Meticortelone,®  brand  of  prednisolone.  ^ 

*T.M.  * 


i 

1 

METIM'S'D 

(prednisolone  acetate  and  sulfacetamide  sodium  with  neomycin  sulfatel 

Ointment  with  Neomycin 


antibacterial  • antiallergic  • anti-inflammatory 


CURRENT  THERAPY,  1956:  by  Howard  F.  Conn,  M.D., 
published  by  W.  B.  Saunders  Co. — 632  pages.  Publication 
date:  February  7,  1956.  Price  $11.00. 

This  is  the  eighth  edition  of  an  annual  series  of 
books  presented  for  the  use  of  the  practicing  physi- 
cian. 

Proven  and  well  accepted  older  methods  of  treat- 
ment are  offered,  as  well  as  the  newest  and  latest 
types,  .\uthor  rotation  brings  news  ideas,  methods, 
and  opinions.  Recognized  authorities  may  present 
different  views  on  therapy,  but  more  than  one  method 
is  offered  in  many  instances  for  a specific  disease. 

In  most  of  the  disease  conditions  considered  there 
is  a very  brief  statement  made  outlining  necessary 
general  thoughts  on  diagnosis  or  classification,  then 
therapy  for  each  item  is  given.  The  emphasis  is  on 
brevity,  clarity,  and  specificity. 

This  volume  is  as  up-to-date  as  any  yearly  publica- 
tion can  be.  It  will  be  of  value  to  the  intern  and 
resident  or  the  beginner  in  general  practice  as  a 
ready  reference  book  on  therapy. 

It  is  not  intended  to  replace  current  magazines,  and 
is  certainly  "dead"  material  if  each  successive  edition 
is  purchased.  Its  value  is  questionable  if  the  practi- 
tioner keeps  an  up-to-date  loose  leaf  compendium  on 
therapy  on  his  shelves,  but  it  will  probably  be  picked 
up  at  least  occasionally  from  the  shelf  of  the  medical 
school  library.  h.  Burl  Mack,  M.D, 

COMMUNITY  PROGRAMS  FOR  MENTAL  HEALTH:  Theory, 
Practice,  Evaluation;  Ruth  Kotinsky  and  Helen  L.  Witmer. 
362  pages;  $5.00.  Published  tor  The  Commonwealth  Fund 
by  Harvard  University  Press,  Cambridge,  1955. 

This  study  by  several  contributors  endeavors  to 
show  the  status  of  efforts  to  "maintain  mental  health 
at  an  optimum  level  on  a community-wide  basis"  as 
of  and  including  the  spring  of  1951.  The  “mutual 
concerns”  of  the  Community  Services  Committee, 
National  Institute  of  Mental  Health  and  the  Mid- 
century White  House  Conference  on  Children  and 
Youth  were  instrumental  in  bringing  these  investiga- 
tions forth.  By  dividing  the  various  studies  into  their 
rather  large  categories  they  lend  themselves  to  a divi- 
sion of  three  parts,  into  which  the  book  itself  is 
divided.  Namely:  Theory,  Practice  and  Evaluation. 

The  Introduction  brings  out  the  wide  scope  of 
various  ideas  and  investigators  of  this  field  and  points 
up  how  much  education  and  mental  health  tend  to  lie 
in  the  same  framework  of  thought  and  effort. 

The  Appendix  deals  with  the  technical  details  of 
sample  surveys  and  gives  the  author's  value  of  them. 

Some  of  the  historical  features,  beginning  with 
Clifford  Beers  in  1908  and  the  National  Committee 
for  Mental  Hygiene  in  1909,  are  covered  in  the  begin- 
ning of  Part  I.  It  is  shown  how  the  shift  was  made 
from  the  care  of  the  mentally  ill  to  preventive  meas- 


ures. Early  the  social  goals  and  cultural  values  were 
stressed  by  use  of  “pity”  and  appeal  to  “moral  values.” 
Sol  W.  Ginsburg,  M.D.,  questions  the  facts  that  have 
been  advanced  as  such.  He  asks,  “Is  mental  health 
synonymous  with  happiness,  etc.?”  In  this  respect  he 
advances  ideas  of  various  mental  hygienists,  psychi- 
atrists and  related  authors.  He  also  adeptly  points 
out  the  lack  of  positive  factors  known  today  in  regard 
to  the  whole  field  of  mental  health  and  prevention. 
It  is  pointed  out  that  treatment  is  grealy  improved  but 
that  there  is  no  evidence  that  prevention  has  made 
any  mark.  It  would  appear  that  in  the  field  of  mental 
hygiene  the  therapeutic  psychiatrists  have  no  real 
knowledge  of  education  of  the  masses,  nor  does  the 
educator  have  the  background  to  use  the  psychiatric 
theory  or  be  aware  of  their  implications.  The  authors 
tend  to  show  that  research  is  needed  to  show  the 
actual  result  of  influence  of  social  conditions  on 
development  and  functioning. 

The  first  part.  Theory,  was  written  entirely  by  one 
author,  Sol  W.  Ginsburg.  The  second  part.  Practice, 
was  written  by  three  authors,  Edith  M.  Tufts,  H.  E. 
Chamberlain  and  Elizabeth  deSchweinitz.  The  first 
author  takes  up  the  features  of  mental  health  pro- 
motion and  indicates  how  poorly  defined  the  limits 
are  and  how  many  and  varied  the  classifications 
that  are  utilized  to  indicate  their  points  of  interest. 
She  asks  some  questions  that  are  very  pertinent,  such 
as  what  are  the  best  approaches  to  mental  hygiene? 
What  is  the  method  of  prevention  in  mental  health 
in  any  program?  Again  it  is  quite  evident  that  there 
is  no  clearly  defined  area  from  which  one  could 
approach  this  problem,  but  more  a matter  of  trying 
to  find  the  way  to  go.  The  next  two  authors  take  up 
nine  programs  in  the  promotion  of  mental  health 
which  give  a brief  insight  into  these  areas.  They  take 
up  the  problems  encountered  and  the  estimated  results 
of  these  programs.  A program  of  mass  education 
seemed  of  value  in  one  of  these.  Surprising  resistances 
were  noted  in  some  areas.  Eor  instance,  the  business 
man  showed  a great  deal  of  resistance  at  first  to  the 
promotion  of  a mental  health  program  in  one  area. 
Money,  as  we  have  recognized  in  the  past,  has  always 
been  a problem.  One  non-psychiatrically  oriented 
program  found  profit  in  selling  “Human  Relations 
Lesson  Plans.”  This  was  a result  of  an  article  in  THE 
WOMAN’S  HOME  COMPANION  and  this  seemed 
to  be  a good  advertising  medium  and  brought  in  a 
great  deal  of  money  to  help  them  with  the  promotion 
campaign. 

Parent  education  seemed  to  be  a thought  and  goal 
of  many  of  the  programs,  in  fact,  pros  and  cons  of 
clinics  vs.  clinic  service  with  community  service  were 
discussed  at  length  and  it  seemed  to  be  an  impass  of 
opinion  so  no  conclusions  could  be  reached.  However, 
(Continued  on  Page  933) 
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clinical  evidence''^^  indicates  that  to  augment  the 
therapeutic  advantages  of  the  ‘'predni- steroids’' 
antacids  should  be  routinely  co-administered 
to  minimize  gastric  distress 


ROUTINE 

CO- ADMINISTRATION 
MEANS 


Multiple 

Compressed 

Tablets 


CoHvdeltra 

(Prednisolone  Buffered) 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

References:  1.  Boland,  E.  W., 

J.A.M.A.  160:613  (February 
25)  1956.  2.  Margolis,  H.  M. 
el  al.,  J.A.M.A.  158:454  (June 
11)  1955.  3.  Bollet,  A.  J.  et  al.. 

J.A.M.A.  158:459  (June  11) 

1955. 

‘CO-DELTRA*  and  'CO-HYDELTRA'  are  trademarks  of  Merck  A Co.,  INC, 


2.$  mg.  or  S mg. 
prednisone  or 
prednisolone  with 
SO  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


Cofleltra' 

(Prednisone  Buffered) 
MERCK  SHARP  8c  DOHME 

OlVISiON  OF  MERCK  S CO  . INC. 
PHILADELPHIA  I.  PA 
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l^john 


Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

♦ REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 


Journal  Report: 

Hypertensive  symptoms  relieved 

in  90%  of  patients 

"Comparison  of  pentolinium  [Ansolysen]  with  other  preparations  in  25  patients  with 
severe  essential  hypertension,  for  whom  all  other  methods  of  management  had  failed, 
showed  that  pentolinium  is  the  most  effective  of  available  agents  in  reducing  danger- 
ously high  blood  pressure  to  the  desired  levels,  and  in  modifying  some  of  the  complica- 
tions of  hypertension,  as  cardiac  decompensation,  cardiomegaly  and  retinopathy. . . . 

"In  96  per  cent  (24  patients)  clinical  symptoms  were  relieved  and  the  blood  pressure 
maintained  at  comfortable  levels.  . . 


A 


S O L Y S E 


TARTRATE 


Pentolinium  Tartrate 
Lowers  Blood  Pressure 


Philadelphia  1,  Pa. 


1.  Albert,  A.,  and  Albert,  M.:  Am.  Pract.  & 
Dig.  Treat.  7:986  (June)  1956. 
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your  heart 
failure  patients 
should  be  guarded 
against  detrimental 
seesaw  diuresis 


PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 

Limiting  dosage  to  once  daily  to  avoid  refractoriness,  or  omitting  alternate  days  to 
circumvent  gastrointestinal  irritation— necessary  with  some  diuretics— results  in  a 
seesaw  of  diuresis  with  fluid  reaccumulation  and  recurrent  strain  on  the  already 
failing  heart. 

With  the  organomercurials,  dosage  is  individualized  and  administered  as  needed, 
to  produce  sustained,  dependable  diuresis. 

TABLET 

N EOHYDRIN* 

BRAND  OF  CHLORMERODRIN  (le.s  mg.  or  s-CHLOROMERCURi-t-MCTHoxY-PROPYLUiiCA 

CQUIVALCNT  TO  fO  MG.  OF  NON  IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


LAKESIDE 


Otstf 


In  the  Books 

(Continued  from  Page  928) 
the  ideas  seemed  to  be  excellent,  both  for  and  against 
it. 

Barbara  Biber,  who  was  the  last  author  in  Part  II, 
had  a rather  large  amount  of  material  in  reference 
to  schooling  as  an  influence  in  developing  a healthy 
personality.  By  examining  the  area  of  school  influence 
on  personality  development  this  writer  again  points 
up  the  lack  of  scientific  evidence  of  what  is  best  for 
mental  health  and  what  is  best  in  regard  to  teaching. 
She  also,  however,  gives  excellent  values  as  we  know 
them  today  and  some  stimulating  thoughts  as  to  possi- 
ble goals  for  the  classroom.  Especially  important,  it 
seemed,  was  the  idea  of  classroom  flexibility  to 
foster  quiet  as  well  as  noise  at  appropriate  times.  The 
writer  examined  those  three  school  projects.  The 
project  directed  toward  preventing  prejudice  was 
highly  charged  emotionally  and  seemed  to  fall  short 
of  its  purpose  in  helping  the  teacher.  Another  project 
seemed  to  indicate  that  mental  health  was  an  all 
pervasive  phenomena  that  was  not  to  be  taught  as  a 
subject  per  se  but  rather  as  a part  of  every  other 
subject.  It  would  appear  that  this  attitude  of  mental 
health  being  a part  of  everything  that  one  does  in 
life  and  being  taught  as  such  was  accepted  generally. 

Part  III,  Evaluation,  was  written  by  two  authors, 
Louisa  P.  Howe  and  Maria  Jahoda.  These  authors, 
in  reference  to  the  evaluation  of  the  various  mental 
health  programs,  came  to  the  conclusion  that  it  was 
most  difficult  to  assess  the  various  programs  but  they 
tried  to  point  out  the  various  thoughts  and  bring  out 
the  difference  in  certain  areas.  The  one  author  pointed 
up  her  own  ideas  as  to  these  values  which  again  add 
to  the  complexity  of  the  problem.  It  would  appear  that 
they  have  made  a good  job  in  reviewing  these  various 
programs  and  it  must  have  been  a considerable  task 
to  do  so  and  took  considerable  time  and  effort.  A lot 
of  the  material  here  seems  to  belabor  what  has  al- 
ready been  said  in  previous  articles  and  this  is  more 
or  less  a summary  of  what  we  have  already  known. 
However,  for  someone  who  is  in  the  field  and  wishes 
to  review  the  attitudes  on  those  various  situations 
would  get  a lot  out  of  this  particular  evaluation.  The 
author  explores  the  social  psychology  of  mental 
health,  which  was,  of  course,  probably  the  most 
difficult  job  and  has  worked  out  some  very  intriguing 
hypothesis  and  evaluation  of  the  theories  in  an  effort 
to  evaluate  personality.  Again  we  have  the  problem 
of  the  absence  of  a good  scientific  concept  of  mental 
health,  prevention  and  normal  behavior,  abnormal 
behavior  and  perception  of  reality,  etc.,  that  she 
points  to  in  a very  realistic  way  and  shows  how  the 
effort  to  evaluate  these  various  concepts  cause  a 
great  deal  of  conflict  and  difficulty.  She  ends  up  this 
particular  area  by  making  some  propositions  for  re- 
search. 

Robert  Holt  wrote  the  article  on  the  problems  of 
the  use  of  sample  surveys  and  does  a good  job  in 
evaluating  this  and  gives  some  technical  advice  in 
relation  to  it.  For  someone  who  is  interested  in 
evaluating  this  situation  1 believe  this  presents  a very 
realistic  and  detailed  accounting  of  this  particular 
problem. 


It  would  appear  that  this  book  has  quite  a lot  of 
useful  information  for  people  who  are  dealing  with 
education  and  social  work,  or  even  those  who  are 
interested  in  mental  health  programs  themselves  be- 
cause it  brings  out  certain  problems  and  difficulties 
and  pitfalls  that  we  have  all  encountered  and  have 
been  wondering  about  for  a considerable  length  of 
time.  This  study  seems  to  me  to  be  a most  complete 
evaluation  of  the  present  problems  in  regard  to  mental 
health  and  mental  hygiene  programs. 

Louis  M.  Foltz,  M.D. 
PULMONARY  CARCINOMA:  Edited  by  Edgar  Mayer,  M.D., 
and  Herbert  C.  Maier,  M.D.,  540  pp.  New  York  University 
Press.  Distributed  by  J.  B.  Lippincott  Co.,  Philadelphia. 

This  volume  on  the  timely  subject  of  pulmonary 
carcinoma,  a rapidly  increasing  disease,  is  well  edited 
by  an  outstanding  internist  and  an  excellent  thoracic 
surgeon.  The  many  facets  of  pathogenesis,  diagnosis, 
and  treatment  are  concisely  dealt  with  by  eighteen 
contributions. 

This  book  is  well  illustrated,  especially  from  the 
standpoint  of  diagnosis.  Many  interesting  X-rays 
have  been  reproduced.  Included  is  an  excellent  color 
photographic  collection  of  specimens  and  slides. 

Chapters  on  the  biology  of  cancer  and  the  environ- 
mental and  occupational  factors  in  the  development 
of  lung  cancer  are  extremely  interesting  and  offer  real 
challenge  and  inspiration  to  the  youthful  investigator. 

The  management  of  lung  cancer  includes  sections 
on  surgical  therapy,  chemotherapy,  the  use  of  iso- 
topes, the  treatment  of  inoperable  cases  and  the 
psychologic  aspects. 

In  conclusion  there  is  a completely  illustrated  atlas 
of  case  presentations  demonstrating  the  pitfalls  en- 
countered in  diagnosis  and  the  lessons  learned  in 
retrospect.  This  should  be  of  interest  to  anyone  deal- 
ing with  any  phase  of  the  challenging  problem  of 
pulmonary  cancer. 

This  very  readable  book  will  certainly  increase  the 
reader’s  index  of  suspicions  of  early  lung  cancer. 
Mayer’s  and  Maier’s,  Pulmonary  Carcinoma  is  highly 
recommended  for  all  practitioners. 

W.  Burford  Davis,  M.D. 
THE  MORPHOLOGY  OF  HUMAN  BLOOD  CELLS:  L.  W. 
Diggs,  M.A.,  M.D.,  Dorothy  Sturm,  Ann  Bell,  B.A.;  181 
pages;  $12.00;  W.  B.  Saunders  Company.  Publication 
date:  May  22,  1956. 

This  book  is  the  first  atlas  of  blood  cells  that  has 
appeared  in  some  time.  The  improvements  of  recent 
years  in  color  reproduction  are  apparent  in  the  plates. 
The  drawings  are  well  done  and  accurate  with  a fairly 
wide  and  representative  range  of  cells  shown  in  each 
category. 

The  use  of  the  newer  terminology  only,  particularly 
in  the  discussion  of  the  red  cell  series,  may  be  con- 
fusing to  some.  To  this  reviewer,  the  use  of  both  old 
and  new  terminology  would  have  enhanced  the  value 
of  the  book,  since  the  new  terminology  is  not  as  yet 
universally  accepted. 

The  book  is  a valuable  reference  in  the  laboratory, 
both  for  the  physician  himself  and  the  technician.  The 
short  discussions  of  the  abnormal  processes  are  also 
well  done  and  will  be  helpful  to  the  practitioner. 

Marion  F.  Beard,  M.D. 
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to  help  children  eat  more, 
grow  more! 


INCREMIN  combines  the  amino  acid 
lysine  with  vitamins  Bi,  Be  and  B12— 
essential  nutrients  that  stimulate  appetite, 
and  promote  more  efficient  utilization 
^ of  protein.  For  children  who  are  problem 

ij.  ' eaters,  for  the  underweight,  for  the  generally 

' i below-normal  child— INCREMIN 

will  usually  produce  a remarkable 
prompt  improvement! 

Cherry  flavor.  Can  be  mixed  with  milk, 
milk  formula,  or  other  liquid.  In  15 
cc.  polyethylene  dropper  bottle. 

^ Dosage;  0.5  to  1 cc.  (10-20  drops) 

daily.  Each  cc.  (20  drops)  contains; 

1-Lysine  HCI 300  mg. 

Vitamin  B12 25  mcgm. 

Thiamine  HCI  (Bi) 10  mg. 

Pyridoxine  HCI  (Bj) 5 mg. 

Alcohol 1% 

Excellent  for  the  elderly!  Incremin  serves 
equally  well  to  stimulate  lagging  appetites  in  geriatric  patients. 

❖ 


Lysine-Vitamin  Drops 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


REG.  U.S.  I 


934 


November  1956  • The  Journal  of  the  Kenti 


I 

i 


I 

I 


i- 

i 


j 


i 


.SEEKING  A TIHIE-SAVING  INFANT  FOOD 


BAKER’S  MODIFIED  MILK 


Designed  for  all  infant  feeding 
from  birth  to  the  end  of  the  first 
year,  Baker’s  Modified  Milk  is  a 
time-saver  for  busy  physicians 
and  busy  hospitals.  Simply  dilute 
Baker’s  to  prescribed  strength 
with  water. 

Baker’s  Modified  Milk  is  fur- 
nished gratis  to  all  hospitals  for 
your  use. 


FEEDING  DIRECTIONS 

(Normal  dilution  for  liquid  provides 
20  calories  per  liquid  ounce.) 


Baker’s 

Boiled 

Water 

Hospital 

1 part 

2 parts 

First  week  at  home 

1 part 

1 '/z  parts 

After  first  week  at  home 

1 part 

1 part 

Also  available  in  powder  form.  (Normal  dilution 
one  tablespoon  to  2 ounces  of  water  provides  20 
calories  per  fluid  ounce. 


*Made  From  Grade  A Milk  (U.  S.  Public  Health  Service  Milk  Code) 


THE  BAKER  LABORATORIES,  INC. 

P'lodacid-  Mie  Medical 

Main  Office:  Cleveland  3,  Ohio  • Plant:  East  Troy,  Wisconsin 
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Meat... 

Good  Nutrition  and 

Endocrine  Functioning 

Maintenance  of  homeostasis  attuned  to  health  de- 
volves upon  good  nutrition  and  normal  functioning  of  the  enzyme 
and  endocrine  systems. Conversely,  by  impairing  vital  activities 
of  the  endocrines,  poor  nutrition  can  seriously  disturb  production  of 
hormones  needed  to  regulate  metabolic  processes. 

Intense  and  prolonged  deficiency  in  essential  nutrients  and  food 
energy  depresses  pituitary,  gonadal,  and  other  endocrine  activity, 
leading  to  subnormal  physiologic  states.  Clinical  studies  exposing 
male  volunteer  subjects  to  a semistarvation  diet  produced  symptoms 
resembling  those  of  various  endocrine  dysfunctions.'*  Since  the  pitui- 
tary and  other  hormones  are  protein  in  nature,  it  appears  logical  to 
assume  that  protein  nutrition  plays  an  important  part  in  their 
synthesis.^ 

Meat,  by  supplying  valuable  amounts  of  high  quality  protein, 
B vitamins,  essential  minerals,  and  fat  containing  unsaturated  fatty 
acids,  contributes  importantly  to  any  role  that  good  nutrition  may 
play  in  the  maintenance  of  the  endocrines,  their  functioning,  and 
the  production  of  hormones. 

i 1.  Ralli,  E.  P.,  and  Dumm,  M.  E.;  The  Hormonal  Control  of  Metabolism,  in 

Wohl,  M.  G.:  Modern  Nutrition  in  Health  and  Disease,  Philadelphia,  Lea 
and  Febiger,  1955,  pp.  57-74. 

2.  McHenry,  E.  W.:  Nutrition  and  Endocrine  Function,  Borden’s  Review  of 
Nutrition  Research,  76:17  (Mar. -Apr.)  1955. 

3.  Ershoff,  B.  H.:  Conditioning  Factors  in  Nutritional  Disease,  Physiol.  Rev. 

28:101  (Jan.)  1948. 

4.  Keys,  A.;  Brozek,  J.;  Henschel,  A.;  Mickelsen,  O.,  and  Taylor,  H.  L.;  The 
Biology  of  Human  Starvation,  Minneapolis,  University  of  Minnesota  Press, 

1950. 

5.  Samuels,  L.  T.:  Progress  in  Clinical  Endocrinology,  New  York,  Grune  and 
Stratton,  1950,  p.  509. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 
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of  everyday 

In  “Rheumatism”* 

M ultiple 


THE  PROPER  FORMULA 
PROPERLY  FORMULATED 


Physical  separation  of  the 
steroid  component  from  the 
aluminum  hydroxide  as  pro- 
vided by  the  Multiple  Com- 
pressed Tablet  construction 
assures  full  potency  and  sta- 
bility of  prednisolone. 


combine : 

PREDNISOLONE  (img.). 

+ 

ASPIRIN  {0.3  Gm.) 

+ 

ASCORBIC  ACID  {50  mg.) 

+ 

ANTACID  (0.2  Gm) 


5|C Early  rheumatoid  arthritis 
Rheumatoid  spondylitis 
Osteoarthritis 
Stiil’s  disease 
Psoriatic  arthritis 
Bursitis 


Synovitis 

Tenosynovitis 

Myositis 

Fibrositis 

Neuritis 


9,38 
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Compressed  Tihlets 


for  anti-inflammatory,  anti-rheumatic  benefits 
at  effective  low  dosage. 

for  analgesia  plus  additional  anti-rheumatic 
activity. 

for  anti-stress  support  that  guards  against  ad- 
renal ascorbic  acid  depletion. 

(Ascorbic  Acid  present  as  60  mg.  Sodium  Ascorbate.) 

dried  aluminum  hydroxide  gel  minimizes  the 
possibility  of  gastric  distress. 

DOSAGE:  1-!,  TEMPOGEN  Tablets  t.i.d.  or  q.i.d. 

{TEMPOGEN  Forte,  I or  2 tablets  t.i.d.  or  q.i.d.) 
for  one  or  two  weeks.  Then  lower  by  I tablet  every  four 
or  five  days  to  maintenance  level. 

SUPPUED-.TEMPOGENandTEMPOGEN  Forte 
—in  bottles  of  100  Multiple  Compressed  Tablets.  MERCK  SHARP  & DOHME 

{TEMPOGEN  Forte  provides  2 mg.  of  prednisolone.)  division  of  merck  a co..  inc. 

PHILADELPHIA  1.  PA. 
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Washington,  D.  C. — In  addition  to  helping  states 
make  monthly  public  assistance  payments  to  certain 
indigent  persons,  the  federal  government  for  a num- 
ber of  years  also  has  contributed  to  the  cost  of  their 
medical  care.  Because  the  grants  formula  is  some- 
what complicated,  and  the  amount  of  medical  care 
varies  with  the  states,  this  U.  S.  contribution  cannot 
be  fixed  definitely.  It  is  estimated  at  about  90  million 
dollars  a year. 

About  a third  of  the  states  now  deposit  these  fed- 
eral grants— which  must  be  matched  50-50— in  a 
separate  fund,  from  which  the  medical  care  costs  are 
paid  directly  to  the  vendors,  such  as  physicians, 
dentists,  hospitals,  nursing  homes  and  druggists.  The 
remaining  two-thirds  include  medical  care  costs  in 
monthly  checks  to  the  indigent,  and  the  states  expect 
these  people  to  pay  their  own  medical  bills. 

But  beginning  next  July  1,  this  U.  S.-state  medical 
care  arrangement  is  going  to  be  drastically  altered. 

For  one  thing,  the  U.  S.  will  increase  its  payments 
from  the  current  $90  million  a year  to  between  $200 
million  and  $300  million.  For  another,  all  medical 
care  money  under  the  new  program  will  be  put  into 
a separate  fund,  from  which  the  indigents’  medical 
bills  will  be  paid,  in  one  way  or  another,  by  the  state 
itself. 

It  IS  true  that  in  some  states  the  new  program  will 
not  have  much  effect.  This  will  be  the  case  with  those 
states  that  already  have  a substantial  medical  care 
program  and  see  no  reason  for  increasing  it  and  with 
those  unable  to  raise  the  matching  money. 

But  the  amount  of  money  potentially  available  to 
each  state  is  significant,  and  in  most  states  the  change- 
over from  the  old  to  the  new  systems  will  have  an 
important  effect  on  physicians  and  other  vendors  of 
medical  care.  For  example,  eight  states  will  have 
“new"  medical  care  funds  in  excess  of  10  million  dol- 
lars, if  they  put  up  half  the  money.  California’s  po- 
tential fund  is  $27  million  and  New  York’s  and  Texas’ 
more  than  $18  million  each. 

Before  state  welfare  directors  can  start  operating 
under  the  new  program  they  will  have  to  decide  (a) 
whether  they  will  require  doctors  to  agree  to  a fee 
schedule,  if  one  is  not  already  in  operation  in  their 
indigent  care  program,  and  (b)  how  the  doctors  will 
be  reimbursed  (whether  through  their  societies  or 
other  mechanisms,  or  directly  by  the  government). 


Some  state  welfare  officials  already  have  approached 
state  medical  societies  to  talk  over  the  situation. 

(U.  S.  contributes  to  indigents  in  only  four  cate- 
gories— the  aged,  dependent  children,  the  blind  and 
the  disabled.  For  their  medical  care,  it  will  offer 
states  $3  per  month  for  each  adult  and  $1.50  for  each 
child,  money  which  the  state  must  match.  It  is  out  of 
these  funds  that  payments  will  be  made  for  medical 
care ). 


NOTES; 

Because  most  applicants  did  not  supply  enough 
information,  the  council  in  charge  of  grants  for  medi- 
cal research  facilities  approved  only  a handful  of 
projects  at  its  first  meeting.  Although  $30  million 
was  available,  only  $764,159  was  allocated.  Money 
went  to  seven  institutions.  However,  the  expectation 
is  that  the  fund  will  be  just  about  exhausted  at  the 
December  meeting  of  the  council,  as  more  than  250 
hospitals,  schools  and  laboratories  have  asked  for 
money. 

First  head  of  the  new  National  Library  of  Medi- 
cine is  the  man  who  steered  the  Armed  Forces  Medi- 
cal Library  through  the  last  seven  troubled  years— 
Col.  Frank  B.  Rogers.  He  is  on  loan  to  PHS,  which  is 
in  charge  of  the  new  institution  to  be  built  up  around 
AFML. 

Hearings  will  be  held  probably  in  December  by  the 
House  Interstate  and  Foreign  Commerce  committee 
on  federal  aid  to  medical  education.  The  expert  panel 
system  will  be  used,  instead  of  lone  witnesses.  Cur- 
rently the  committee  staff  is  analyzing  information  re- 
ceived in  response  to  questionnaires  sent  out  to  about 
60  organizations  interested  in  medical  education. 

A six-man  advisory  committee,  named  by  Secretary 
Folsom,  is  attempting  to  work  up  suggestions  that 
will  help  hospitals  improve  care  and  reduce  costs. 
Some  possibilities:  central  cafeterias  for  ambulatory 
patients,  light  housekeeping  work  done  by  some  pa- 
tients themselves. 

Regional  Small  Business  Administration  offices  now 
are  taking  applications  for  loans  to  three  types  of 
health  facilities — hospitals,  nursing  homes,  and  medi- 
cal and  dental  laboratories.  Institutions  must  be 
“small”  and  must  be  run  for  private  profit. 
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BUTAZOLIDIN 

(phenylbutazone  geigy) 


potent,  specific 
anti-arthritic 


Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  all  the  major  forms  of  arthritis, 
Butazolidin  is  recognized  as  one  of  the  most  effective 
anti-arthritic  agents  currently  available. 


relieves  pain 
improves  function 
resolves  inflammation 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar 
with  its  use  are  urged  to  send  for  literature  before  prescribing  it. 

GEIGY 

GEIGY  PHARMACEUTICALS,  Division  of  Geigy  Chemical  Corporation,  New  York  13,  N.  Y. 
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when  dandruff  stands  out  as  a sig 


prescribe 


SEBIZON 

Lotion 


for  an  extra  therapeutic  dividend 


(i  method  of  choice  for  rapid  control  of 

Seborrhea  of  the  scalp  and  seborrheic  der- 
matitis in  children  as  well  as  adults. ..no 
Complicated  shampoo  or  timing  proce- 
dures: patient  rubs  in  Sebizon  any  time 
of  the  day,  washes  out  when  convenient 
♦ ..acts  as  hair  dressing:  no  odor,  no  oily 
or  greasy  residue,  no  tinting  of  hair. 

especially  useful  when  dandruff  escapes 
control  again 

a ntiseborrheic  and  anti-infective 

Sebizon  is  a cream-type  vanishing  lotion 
containing  10%  sulfacetamide  sodium. 


available  on  pretcription  only  in  3 oz.  plastic  squeeze 
tube. 


SZ-J-4tO» 


SEBIZOrNf 

LOTIOM 


3 OZ  TUBE 


THE  KENTUCKY  PHYSICIANS’  PLACEMENT  SERVICE 

The  Kentucky  Physicians’  Placement  Service  is  operated  by  the  KSMA  for  the  purpose  of  assist- 
ing physicians  looking  for  locations  and  communities  needing  physicians  to  get  together.  For 
more  information  on  the  listings  below,  write:  Kentucky  Physicians’  Placement  Service,  620  South 
Third  Street,  Louisville,  Ky. 


Locations  Wanted 

A thirty-year-old,  married  physician,  graduate  of 
the  University  of  Louisville.  Has  completed  internship 
and  desires  general  practice  in  a community  of  10,000 
to  15,000.  Available  immediately.  LW  101 

A twenty-nine-year-old  married  physician,  graduate 
of  Northwestern  University.  Presently  in  the  Armed 
Services.  Desires  general  practice  in  community  under 
10,000  in  population.  Available  June,  1957.  LW  102 

Thirty-three-year-old,  single  physician,  graduate  of 
the  University  of  Virginia.  Desires  to  practice  gen- 
eral surgery.  Priority  IV.  Available  now.  LW  103 

■A  thirty-year-old,  married  physician,  graduate  of 
the  Medical  School  of  Virginia.  Has  completed  mili- 
tary service.  Desires  general  practice  as  assistant  or 
associate.  Available  July,  1957.  LW  104 

A thirty-year-old,  married  physician,  graduate  of 
Vanderbilt  University  School  of  Medicine.  Priority 
IV.  Desires  to  practice  pediatrics  in  a clinic  or  as  an 
associate  in  a small  community.  Available  now. 

LW  105 

Twenty-eight-year-old,  married  physician,  graduate 
of  the  University  of  Tennessee,  School  of  Medicine. 
Presently  on  duty  with  the  Air  Forces.  Would  like  to 
practice  internal  medicine  or  pediatrics  as  an  associate. 
Phi  Rho  Sigma  Medical  Fraternity.  Available  Feb- 
ruary, 1957.  LW  106 

Twenty-nine-year-old,  married  physician  desires 
general  practice  in  a community  of  5,000  to  20,000. 
Graduate  of  Emory  University  and  now  in  residency. 
Available  July.  1957.  LW  107 

Forty-five-year-old  physicain,  married,  graduate  of 
St.  Louis  University  School  of  Medicine.  Priority  IV. 
Wishes  to  practice  obstetrics  and  gynecology  in  clinic 
or  as  associate.  Member  of  the  AMA.  Available 
now.  LW  108 

A twenty-eight-year-old,  married  physician  who 
wishes  to  practice  internal  medicine  in  a community 
of  20,000  and  over.  Graduate  of  Duke  University 
School  of  Medicine.  Priority  IV.  Completing  board 
qualifications  for  internal  medicine.  Available  July. 
1957.  LW  109 

A thirty-one-year-old,  single  physician,  graduate  of 
the  University  of  Louisville,  School  of  Medicine. 
Priority  IV.  Wishes  to  do  general  practice  in  clinic  or 
as  associate.  Small  community  of  5,000  or  over.  Now- 
in  residency.  Available  August,  1957.  LW  110 

9-14 


Physician  Wanted 

Eastern  Kentucky  community  desires  physician. 

Office  space  and  housing  available  in  modern  building. 

Three  schools,  including  junior  college,  four  churches 
and  numerous  civic  clubs.  Population  of  2,000  with 
a trade  area  of  20,000.  PW  101 

Excellent  opportunity;  Physician  to  do  general 
practice  as  an  associate.  Must  have  two  to  six  years 
experience.  Population  about  500,000  with  eight 
hospitals,  medical  school  and  numerous  indus- 
tries. PW  102 

Western  Kentucky  community  of  1,200  desires  a 
physician  for  general  practice.  Has  a trade  area  of  ' 

over  4,000.  Office  and  living  space  available.  PW  103  ! 

Central  Kentucky  community  needs  the  services  of  1 
a general  practitioner.  Prosperous  community  within  ' 
twelve  miles  of  hospital  facilities.  PW  104 

Central  Kentucky  community  of  3,500  wants  a 
physician  for  general  practice.  Located  near  the  Blue- 
grass  section  of  Kentucky  with  hospital  facilities 
available  within  12  miles,  with  900-bed  capacity. 

Office  and  living  space  can  be  arranged.  PW  105 

General  Practitioner  needed  in  small  community 
in  Northern  Kentucky.  Very  close  to  cities  with 
hospital  facilities.  PW  106 

Doctor  wanted  for  Central  Kentucky  community. 

Every  available  assistance  will  be  given  him  by  the 
people  of  this  thriving  community.  Office  space  avail- 
able. PW  107 

This  location  is  in  the  heart  of  the  fast  growing  in- 
dustriaj  area  of  the  Ohio  Valley  and  need  a physician 
for  general  practice.  Office  space  available  and  new 
homes  being  built.  Population  1200  with  a trade  area 
of  approximately  9000.  PW  108 

Western  Kentucky  town  needs  a general  practi- 
tioner. Housing  and  office  space  can  be  arranged.  New 
clinic  with  one  wing  empty  at  present.  One  physician 
presently  located  in  this  community  and  would  wel- 
come assistance.  PW  109 

A doctor  is  needed  in  a Northern  Kentucky  com- 
munity, 20  miles  distant  from  300-bed  hospital 
facilities.  PW  1 10 
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h-m  THORAZINE* 


preoperatively 


'’anxiety  and  apprehension 
give  way  to 

relaxation  and  calmness”^ 


When  added  to  premedication,  ^Thorazine’  calms  apprehensive, 
tense  patients,  facilitates  induction  and  intubation,  decreases 
reflex  irritability,  minimizes  emergence  excitement,  and  ” markedly 
inhibits  postoperative  vomiting.”^ 

1.  Mathews,  Morris  and  Moyer:  Am.  Pract.  & Dig.  Treat.  6.360  (Mar.)  1955. 

‘Thorazine’  is  available  in  ampuls,  tablets  and  syrup  (as  the  hydrochloride), 
and  in  suppositories  (as  the  base). 

For  information  write: 

Smith,  Kline  8c  French  Laboratories 

1 S30  Spring  Garden  Street,  Philadelphia  1 


*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
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The  secret  of  sleep  in  a capsule 


When  simple  insomnia  is  the  presenting  complaint,  a bedtime  dose  of  'Seconal 
Sodium’  is  often  indicated.  Its  effect  is  prompt — within  fifteen  to  thirty 
minutes;  relaxation  and  sleep  follow  quickly.  Your  patient  awakens  refreshed 
and  well  rested. 

Available  in  12,  3/4,  and  1 1/2-grain  pulvules  at  pharmacies  everywhere. 
SO  AN  N IVER  SARY  18  76  • 1956  j ELI  LILLY  AND  COMPANY 
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NECK  DISSECTION 

CoNDiCT  Moore,  M.D.** 
Louisville 


Introduction 

Neck  dissection  seems  always  to  be  a 
lively  topic  for  discussion  because  of  dis- 
agreement among  doctors  as  to  its  indi- 
cations, the  structures  it  is  necessary  to  sacri- 
fice, the  degree  of  mutilation  involved  and  the 
value  of  the  operation  as  a curative  measure. 
It  is  invariably  performed  for  real  or  suspected 
metastases  from  cancer  and  it  is  surprising  to 
find  that  in  all  large  series  of  neck  dissection,  in 
general  surgical  clinics,  a single  cancer,  cancer 
of  the  tongue,  accounts  for  one  quarter  of  all 
patients  undergoing  the  procedure.^®  We 
have  felt  that,  since  about  85  per  cent  of  re- 
currences in  mouth  cancer  take  place  within 
the  first  year,^-  it  would  be  worthwhile  at  this 
time  to  present  a preliminary  review  of  our 
recent  experience  with  this  operation  in  an  at- 
tempt to  detect  trends;  perhaps  we  may  find  a 
guide  to  improved  results  in  the  future. 

History 

George  Crile,  Sr.®  did  the  major  basic  work 
in  devising  the  operation  as  it  is  presently  per- 
formed by  most  surgeons.  He  began  his  study 
before  1900,  properly  emphasizing  the  neces- 
sity for  sacrifice  of  the  sternocleidomastoid 
muscle  and  internal  jugular  vein  for  adequate 
margin  around  cancerous  nodes.  This  pioneer 
also  explored  the  results  of  sacrifice  of  various 
essential  neck  structures,  such  as  the  vagus 
nerve,  carotid  arteries,  etc.  George  Semken,^® 
in  New  York  City,  studied  and  performed 
neck  dissection  tirelessly  in  the  early  years  of 
the  century,  sparing  the  structures  Crile  would 


*''From  Department  of  Surgery.  University  of  Louis- 
ville School  of  Medicine. 

* Presented  at  the  May  19,  1956  meeting  of  the  Ken- 
tucky Surgical  Society  at  French  Lick. 


remove,  and  he  inspired  others  to  undertake 
his  painstaking  technique.  Vilray  Blair  and  J. 
Barrett  Brown  in  St.  Louis®’'* *  were  studying 
and  performing  neck  dissection,  alone  and 
combined,  with  Crile’s  technique  at  the  same 
time;  they  early  advocated  routine  neck  dis- 
sections for  lip  and  mouth  cancer.  In  recent 
years,  Hayes  Martin*®’*'  has  made  significant 
contributions  to  the  development  of  the  opera- 
tion, its  use  combined  with  other  procedures, 
and  has  well  analyzed  a large  series  in  his 
clinic  at  Memorial  Hospital  in  New  York  City. 
His  technique  follows  Crile’s  in  most  essen- 
tials. Throughout  its  history  neck  dissection 
has  had  the  adjective  “radical”  linked  to  it  by 
most  writers:  this  qualification  appears  out- 
moded today  when  mortality  from  the  opera- 
tion is  small,  and  modern  concepts  seem  to 
warrant  no  qualifying  word  at  all,  or  possibly 
only  the  term  “adequate.” 

Limitation  of  Discussion 

In  any  discussion  of  cancer  treatment  it 
seems  important  to  limit  the  study  to  one  his- 
tologic type  of  cancer,  since  the  natural  his- 
tory, or  behavior,  of  one  type  of  cancer  so  of- 
ten strikingly  differs  from  that  of  other  types. 
With  this  in  mind,  we  have  limited  this  study 
entirely  to  epidermoid  or  squamous  carcinoma 
arising  above  the  clavicle;  therefore,  cancer  of 
the  mouth  and  throat  wherein  neck  dissection 
was  employed  will  concern  us  mainly. 

Rationale  of  Neck  Dissection 

Squamous  cancer  is  surprisingly  predictable 
in  its  behavior,  compared  with  many  other 
malignant  growths.  Especially  in  the  face  and 
mouth  area,  it  spreads  first  via  the  rich  neck 
lymphatic  system.  This  fact  is  substantiated  by 
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the  rarity  of  distant  metastases  in  face  and 
mouth  cancer  without  local  nodal  involvement, 
and,  conversely,  the  frequency  with  which  lo- 
cal nodal  metastases  are  demonstrated  without 
evidence  of  distant  metastases.  The  time- 
honored  concept  of  cancer  explains  this  initial 
predilection  for  lymphatic  travel  in  this  way; 
the  cancer  cell,  after  some  time  of  increasing 
autonomy  in  its  colony,  loses  its  cohesiveness 
with  its  fellows  and  is  swept  along  by  the  tis- 
sue fluids  in  their  natural  channels,  the  lym- 
phatics, to  end  in  the  tissue  fluid  filters,  the 
lymph  nodes,  where  the  channel  becomes  too 
narrow  for  easy  passage.  Here,  the  cell  or 
small  group  of  cells  either  dies,  lies  dormant, 
or  grows  into  a metastasis.  This  process  occurs 
repeatedly,  probably  hundreds  and  thousands 
of  times,  most  of  the  cell  transplants  being 
killed  or  held  dormant  by  body  resistance  fac- 
tors, a few  growing  and  seeding  their  progeny 
to  yet  other  nodes.  Each  succeeding  involved 
node  brings  the  metastasizing  tumor  nearer  the 
thoracic  duct  entrance  into  the  blood  circula- 
tion, or  capillaries  may  be  invaded  directly 
along  the  way.  In  either  case,  blood-borne  dis- 
ease eventually  occurs. 

Two  points  bear  remembering  concerning 
the  natural  history  of  squamous  cancer.  One: 
it  is  the  lymphatics  which  carry  the  first 
metastasizing  cells,  and  there  is  a definite  time 
lag  before  survivable  cells  are  carried  in  the 
blood.  Second,  it  is  the  lymph  nodes  nearest  the 
parent  cancer  which  appear  to  provide  the  first 
and  richest  soil  for  growth  of  metastasis.  Hence, 
it  is  this  time  lag  between  lymph-borne  and 
blood-borne  metastasis  in  squamous  cancer 
which  gives  the  clinician  his  chance  for  cura- 
tive treatment;  patients  with  disease  diagnosed 
before  metastasis  could  occur  are  certainly  in 
the  minority,  in  mouth  cancer.  (The  expected 


Fig.  1 Outline  of  incision  for  neck  dissection. 


five-year  survival  without  any  neck  treatment  li  ,, 
in  tongue  cancer  can  be  estimated  as  18  per  | 

cent,  according  to  Martin’s  figures,  It  is  also  i- 

evident  that  the  tissues,  particularly  lymphatic, 
immediately  surrounding  the  cancer,  those  best  '• 
prepared  for  metastasis  and  in  any  of  which  ! 
microscopic  disease  may  lurk,  must  all  be  con-  ' 
sidered,  with  the  primary,  as  one  cancer  block  | 
when  treatment  is  planned. 

Material  Studied  i 

As  a basis  for  discussion  of  neck  dissection,  ij 

we  are  presenting  a strictly  preliminary  analy-  | 

sis  of  our  experience  with  43  neck  dissections  |‘ 

for  squamous  cancer  of  the  mouth  and  face  I 

area,  performed  in  the  last  three  and  a half  i[ 

years  in  41  patients.  These  patients  represent  | 

about  20  per  cent  of  the  201  patients  with  can-  j 

cer  of  the  mouth  and  face  area  seen  in  a simi-  ij 

lar  period  who  might  have  been  candidates  for  * 

neck  dissection,  many  of  whom  were  con-  ’ 

sidered  suitable  for  local  treatment  only  or 
who  were  inoperable.  There  were  two  patients  i 
who  had  bilateral,  nonsimultaneous  neck  dis-  | 
sections.  Twenty-six  neck  dissections  were 
combined  with  resections  of  the  primary  can-  ^ 
cers  in  continuity;  17  were  simple  neck  dis-  U 

sections  alone.  Nearly  half  of  the  procedures  ; | 

were  performed  on  the  surgical  service  of  the  j 

Louisville  General  Hospital,  much  of  the  op-  1 
erating  being  done  by  resident  surgeons;  the 
remainder  were  done  at  various  other  Louis- 
ville hospitals.  Thirty-one  males  and  10  fe- 
males comprise  the  group.  The  primary  cancer 
sites  were:  mouth  — 24  (of  these  15  were  in 
the  tongue),  extrinsic  larynx  — seven,  lip — 
six,  skin — two,  submaxillary  gland — one,  un- 
known— one.  It  is  apparent  that  there  are  only 
eight  patients  in  the  so-called  curable  group 
of  skin  and  lip  cancer;  when  first  seen  by  us, 
three  of  these  were  so  advanced,  although  op- 
erable, that  surgery  ended  in  failure.  The  ages 
of  the  patients  ran  the  full  gamut,  from  12  to 
73  years,  the  majority  of  them  being  in  the 
sixth  and  seven  decades.  At  least  13  of  the 
41  patients  had  advanced  local  disease  when 
first  seen,  and,  in  some,  surgery  was  only  justi- 
fied as  palliation. 

Indications  for  Neck  Dissection 

Neck  dissection  was  undertaken  in  this 
group  following  the  conventionally  accepted 
indications,^®  namely:  (1)  when  there  were 
proved  or  strongly  suspected  positive  neck 
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nodes,  (2)  when  removal  of  primary  cancers 
nearby  necessitated  surgical  invasion  of  the 
neck  and  precluded  later  clean  neck  dissec- 
tions. Of  course,  in  all  cases  the  nodes  were 
considered  resectable  and  there  was  no  evi- 
dence of  distant  metastases.  A so-called 
prophylactic  neck  dissection  was  performed  in 
only  one  instance.  Of  course,  no  cancer  op- 
eration is  strictly  prophylactic  in  the  sense  of 
preventing  metastasis;  what  is  termed  prophy- 
lactic neck  dissection  is  really  a dissection  for 
the  elimination  of  microscopic  metastases  and 
will  be  referred  to  later  as  “immediate”  neck 
dissection. 


Fig.  2 Skin  flaps  dissected  back.  Spinal  accessory  nerve,  external 
jugular  vein,  sternocleidomastoid  muscle  and  areolar  tissue  can 
be  seen. 


Technique 

The  operative  technique  followed  in  all 
cases  has  been  that  advocated  by  Martin,’*' 
Brown,®  and  others,  and  is  widely  practiced. 
Briefly,  the  dissection  includes  in  one  block 
the  lymph  nodes  and  lymph  channels  in  the 
neck  from  mandible  to  clavicle,  from  midline 
to  trapezius  muscle.  The  sternocleidomastoid 
muscle,  internal  jugular  vein,  submaxillary 
salivary  gland  and  the  eleventh  cranial  nerve 
are  removed  in  the  process  of  dissection  to 
achieve  a solid  block  of  tissue  and  adequate 
margin  around  the  lymphatic  bed.  This  removal 
of  adjacent  structures  guards  against  spreading 
cancer  should  the  nodes  contain  cancer  just 
beneath  their  capsule  or  even  through  it. 
(When  one  enucleates  a cancerous  node,  the 
only  fair  assumption  is  that  one  is  spreading 
cancer. ) The  removal  of  muscle  and  vein  gives 
better  margin  around  most  principal  nodes 
than  is  accomplished  in  axillary  or  groin  dis- 
section. 


Fig.  3 Completed  dissection.  Posterior  belly  of  digastric  muscle 
and  hypoglossal  nerve  were  sacrificed  in  this  particular  com- 
bined procedure. 


Certain  variations  in  technique  were  al- 
lowed to  fit  individual  patients.  In  one  in- 
stance, the  eleventh  cranial  nerve  was  spared 
in  a girl  of  12,  the  nodes  being  clinically  free 
of  disease  but  dissection  was  indicated  because 
of  persistent  cancer  in  the  submaxillary  triangle 
after  an  initial  inadequate  procedure.  It  was 
spared  in  one  other  case  of  lip  cancer.  The 
mandibular  branch  of  the  seventh  nerve  was 
generally  spared,  except  in  cases  in  which  the 
submaxillary  group  of  nodes  was  clinically  in- 
volved. When  neck  dissection  was  combined 
with  excision  of  the  primary  cancer  in  the 
mouth  or  larynx,  various  other  structures  were 
of  necessity  removed  to  obtain  proper  margin, 
such  as  the  strap  muscles  and  one  lobe  of  the 
thyroid  in  some  laryngeal  cancers,  portions  of 
the  digastric  muscles,  more  parotid  gland  and, 
in  several  instances,  the  hypoglossal,  vagus 
and  sympathetic  nerve  trunks  had  to  be  sacri- 
ficed. 

Mortality 

Three  hospital  deaths  occurred  in  43  opera- 
tions, a rate  of  seven  per  cent.  All  three  had 
had  previous  neck  irradiation  and  all  hap- 
pened at  the  General  Hospital.  Only  one 
patient  died  after  simple  neck  dissection;  he 
was  somewhat  debilitated  and  had  completed 
a course  of  heavy  irradiation  to  palate  and 
neck  when  operated  upon.  He  bled  post-opera- 
tively.  This  was  controlled  but  he  gradually 
declined,  developed  a large  skin  flap  slough, 
finally  had  thrombosis  of  his  internal  carotid 
artery  and  died  on  the  thirtieth  post-operative 
day.  The  other  two  deaths  were  in  extensive 
combined  mouth,  jaw  and  neck  operations  in 
debilitated  patients  with  advanced  disease. 
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One  died  on  the  tenth  post-operative  day  of 
dried  bronchial  secretions  plugging  a major 
bronchus  with  the  inevitable  pulmonary  com- 
plications. The  other  died  on  the  fourteenth 
day  of  too  much  surgery  for  a man  with  a 
three-year  history  of  luetic  aortitis,  aortic 
aneurysm  and  bouts  of  cardiac  decompensa- 
tion. He  also  developed  an  internal  carotid 
artery  thrombosis.  Our  single  mortality  in  17 
simple  neck  dissections  amounts  to  six  per 
cent;  Kremen  reports  three  per  cent.^  Martin 
reports  no  mortality  in  100  consecutive  neck 
dissections  in  recent  years,  although  a rate  of 
3.4  per  cent  is  noted  going  back  to  pre-anti- 
biotic days.^'*  Harrold  at  Memorial  Hospital 
reports  a mortality  of  2.7  per  cent  in  over  300 
combined  procedures.^-  These  figures  are 
lower  than  ours. 

Morbidity 

There  were  some  troublesome,  but  no  major 
complications  attributable  to  neck  dissection. 
Pulmonary  complications  were  not  a problem. 
One  patient  developed  a sucking  effect  in  the 
superior  mediastinum  with  subsequent  rupture 
of  air  into  one  pleural  space.  This  was  sus- 
pected at  th^  close  of  the  operation  and  an  im- 
mediate X-ray  film  showed  minimal  pneumo- 
thorax, but  it  was  so  slight  as  to  require  no 
treatment  in  this  instance.  No  post-operative 
shock  of  serious  proportions  developed  be- 
cause of  the  availability  and  adequate  use  of 
blood  transfusions. 

Inadvertent  interruption  of  branches  of  the 
seventh,  tenth  and  twelfth  cranial  nerves  was 
done  in  six  patients,  but  there  were  no  effects 
of  clinical  consequence. 

Three  wound  infections  and  two  post-oper- 
ative hematomas  occurred. 

One  cardiac  patient  suffered  an  episode  of 
myocardial  ischemia  on  the  fifth  day,  but  re- 
covered. 

Most  simple  neck  dissections  went  home  on 
the  seventh  or  eighth  post-operative  day. 
Those  who  had  combined  procedures  went 
home  on  the  twelfth  to  fourteenth  day. 

Long-term  complaints  following  neck  dis- 
section were  of  shoulder  aching  and  stiffness 
of  the  neck.  The  shoulder  drop  and  scarring 
are  temporarily  bothersome  but  every  patient 
who  remained  free  of  recurrence  has  returned 
to  his  former  job,  several  doing  heavy  labor, 
and  these  complaints  usually  cease  after  the 
first  year.  Patients  and  their  musculatures 


Fig.  4 Specimen  of  laryngectomy  and  neck  dissection  in  con- 
tinuity, showing  carcinoma  of  pyriform  sinus  with  single 
metastatic  neck  node.  Patient  living  and  well  three  years. 

gradually  adjust  very  well  to  the  shoulder  drop. 
One  patient  required  excision  of  a neuroma  in 
one  of  the  cut  stumps  of  the  cervical  plexus. 
Only  one  patient  has  regretted  the  surgery.  She 
is  an  older  woman  who  suffered  a lower  lip 
partial  paralysis  and  a Horner’s  syndrome  and 
developed  chest  metastases  within  the  first 
year.  Her  appearance  and  previous  intuition 
about  her  recurrence  justified  her  regret.  The 
cosmetic  result,  especially  in  men,  is  perfectly 
satisfactory  after  neck  dissection.  Edema  of 
the  face  is  usually  minimal  and  subsides  in 
about  10  days.  Maurice  Ewing^®  interviewed 
and  examined  a large  group  of  neck  dissection 
patients  at  long  intervals  post-operatively  and 
found  “nothing  to  make  one  hestitate  ever  to 
perform  the  operation.”  Complaints  are  mini- 
mal when  operation  is  properly  and  carefully 
performed  and  patients  closely  followed. 

Results 

Recent  follow-up  in  every  case  has  been  ob- 
tained, although  a few  were  by  letter.  Since 
Harrold  and  others  have  shown  that  most  re- 
currences in  mouth  cancer  take  place  within 
the  first  year,  and  since  15  of  16  failures  in 
our  group  were  recurrent  during  the  first  year, 
we  feel  that  a brief  look  at  one-year  results  is 
justified  and  may  help  us  detect  trends. 

Of  30  patients  operated  on  one  year  ago  or 
more,  16  are  dead  or  living  with  disease  and 
14  are  living  and  well.  This  is  47  per  cent  suc- 
cess, so  far.  Two-year  results  in  a smaller 
group  are  practically  the  same.  Five  of  the 
failures  had  local  neck  recurrences,  all 
at  the  periphery  of  the  dissection;  eight  devel- 
oped local  recurrences  of  the  primary  tumor 
and  five  developed  distant  metastases. 
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Table  1 

NECK  DISSECTION  FOR  SQUAMOUS  CANCER 


j No.  Pts.  Seen  in  iVi  Yrs 201 

I No.  Pts.  Operated  -tl  (20%) 

! Simple  Neck  Dissections  17 

I Combined  Operations ^6 

1 TOTAL  NECK  DISSECTIONS 4 5 

p Hospital  Mortality  3 (7%) 

Liv.  & Well  (of  30  Oper.  1 Yr.  + Ago)  14  (47%) 

Liv.  & Well  (of  20  Oper.  2 Yr.  + Ago)  9 (45%) 


Nearly  80  per  cent  of  the  neck  dissections 
showed  positively  involved  nodes  on  pathologi- 
cal examination.  In  the  one-year  group,  37  per 
cent  with  positive  nodes  are  living  and  well; 
83  per  cent  with  negative  nodes  are  living  and 
well. 

The  size  of  the  largest  nodes  involved  with 
cancer  does  not  seem  to  influence  the  survival 
rate,  per  se. 

However,  the  number  of  node  groups  con- 
taining cancer  does  definitely  have  an  effect  on 
the  outcome;  if  no  nodes  are  involved,  as 
stated  before,  83  per  cent  are  living  and  well; 
if  only  one  node  group  is  involved,  the  rate 
becomes  about  50  per  cent  living  and  well;  but 
with  two  or  more  node  groups  involved,  the 
rate  drops  to  about  10  per  cent  living  and  well. 
It  appears  to  be  of  the  utmost  importance  to 
dissect  the  nodes  before  disease  spreads  out  of 
one  node  group.  Harrold^^  has  also  found  a 
marked  drop  in  survivals  when  lower  neck 
nodes  are  involved. 


Fig.  5 Patient  two  and  one  half  years  after  combined  tongue, 
jaw  and  neck  procedure. 


Delay  of  node  dissection  after  treatment  for 
the  primary  lesion  also  apparently  exerts  a 
marked  influence  on  results  in  mouth  cancer. 
In  lip  cancer,  all  dissections  in  the  one-year 
group  were  long  delayed  and  the  results  are 
acceptable.  However,  in  mouth  cancer,  the 
rate  of  57  per  cent  living  and  well  without  de- 
lay drops  to  40  per  cent  with  three  months  de- 


lay and  to  zero  with  five  months  or  more  de- 
lay. Obviously,  this  last  figure  of  zero  per  cent 
is  false  due  to  the  small  series;  most  authors 
reporting  their  results  have  patients  cured  with 
delayed  node  dissections.  But  the  trend  in  these 
figures  seems  hard  to  ignore. 

In  a small  group  of  extrinsic  laryngeal  can- 
cers it  was  possible  initially  to  demonstrate 
metastatic  neck  disease  in  all  but  one.  Conse- 
quently, most  had  simultaneous  laryngectomies 
and  neck  dissections.  The  factor  of  delay  in 
neck  dissection  cannot  be  assessed  here. 

It  is  of  further  interest  to  note  the  effect  of 
the  primary  site  of  the  cancer  on  the  results.  In 
the  lip  and  skin  cancers,  about  two-thirds  are 
living  and  well  at  one  year;  this  seems  a com- 
paratively low  figure  for  these  relatively 
benign  locations,  but  several  had  advanced 
stages  of  disease  when  treated  by  us.  (One 
patient  had  had  known  skin  cancer  for  40 
years.)  In  mouth  cancer,  the  result  is  only  one- 
half  as  good,  about  one-third  of  patients  being 
well  at  one  year.  Early  results  in  extrinsic  lar- 
ynx cancer  are  surprisingly  high,  nearly  two- 
thirds  of  a small  group  being  well  at  one  year. 

The  effect  of  prior  X-ray  treatment  is  hard 
to  evaluate  because  of  many  factors  entering 
into  the  result,  such  as  location  of  ports,  type 
of  therapy,  degree  to  which  it  delayed  neck  dis- 
section if  at  all,  whether  given  for  palliation 


Fig.  6 Patient  two  weeks  after  neck  dissection  for  metastatic 
carcinoma  of  lip. 


or  for  cure,  etc.  Probably  the  lower  rate  with 
prior  X-ray  treatment  reflects  the  fact  that 
many  of  these  patients  were  treatment  failures 
undergoing  surgery  as  a last  resort. 

Discussion 

This  study  of  neck  dissection  related  to  early 
patient  survivals  obviously  ignores  the  effect 
of  the  treatment  of  the  primary  cancers  on  end 
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results.  We  cannot  discuss  this  topic  here. 
Since  the  treatment  of  the  primary  cancers  was 
so  varied  in  this  series,  it  seems  reasonable  to 
assume  that  it  reflects  well  the  practices  in 
most  parts  of  the  country.  The  results  as  ana- 
lyzed are  intended  only  to  reflect  what  neck 
dissection  accomplishes  when  used  for  squam- 
ous cancer  at  a time  when  most  patients  have 
obvious  metastatic  cancer  and  when  80  per 
cent  have  histologic  metastasis. 

In  the  small  lip  and  skin  cancer  group,  con- 
sidering the  proportion  of  advanced  cases,  the 
early  results  are  adequate.  Delay  of  neck  dis- 
section until  nodes  are  positive  for  cancer  in 
these  patients  achieves  a high  percentage  of 
satisfactory  results. 

In  the  case  of  extrinsic  larynx  cancer,  neck 
dissection  has  usually  been  done  immediately 
and  the  results  are  satisfactory,  so  far.  We  be- 
lieve it  is  important  to  do  immediate  neck  dis- 
section in  this  type  of  case.  True  extraglottic 
(as  opposed  to  endolaryngeal)  cancer  is  usu- 
ally diagnosed  relatively  late,  has  usually 
metastasized  when  diagnosed  and  demands 
simultaneous,  in-continuity  laryngectomy  and 
neck  dissection.  This  approach  is  not  new. 
Bocca"’  studied  500  patients  with  cancer  of  the 
larynx  and  reports  an  incidence  of  46  per  cent 
to  76  per  cent  of  neck  metastases  in  variously 
located  extraglottic  lesions.  His  five-year  re- 
sults using  laryngectomy  in  continuity  with 
neck  dissection  when  nodes  are  clinically  nega- 
tive show  65  per  cent  living  and  well.  Clerf 
employs  the  same  treatment  plan  and  reports 
65  per  cent  living  and  well  in  epiglottic  cancer, 
50  per  cent  living  and  well  in  other  extrinsic 
lesions.  Even  del  Regato®  favors  surgery  in 
pyriform  sinus  cancers.  There  may  be  room 
for  disagreement  as  to  the  necessity  for  im- 
mediate neck  dissection  in  seemingly  small 
extrinsic  lesions,  but  the  experience  of  many 
shows  that  the  cancer  is  usually  twice  as  large 
in  the  pathology  laboratory  as  it  appears 
through  the  laryngoscope. 

In  mouth  cancer  the  results  are  not  very 
good,  comparatively.  Results  may  improve 
with  earlier  diagnosis  but  education  is  pain- 
fully slow.  What  could  be  changed  in  the  treat- 
ment plan?  It  seems  reasonable  to  try  the 
principle  of  immediate  neck  dissection  in  mouth 
cancer;  it  has  the  support  of  many  authorities, 
namely.  Brown,®  Grant  Ward,^^-^®  Kremen,^* 
Willy-Meyer,^^  MacFee,^®  and  seems  to  have 
worked  well  in  extrinsic  laryngeal  cancer.  Re- 

952 


ports  by  Lyall  and  Schetlin^®  and  by  Kremen^^ 
of  small  series  of  patients  treated  by  this  princi- 
ple show  60  per  cent  to  70  per  cent  five-year 
survivals  in  tongue  cancer.  Their  patients  have 
been  selected,  it  is  true,  by  circumstances 
largely  out  of  their  control,  yet  the  results  are 
so  good  that  all  patients’  welfare  would  seem 
best  served  by  adhering  to  immediate  neck  dis- 
section in  mouth  cancer.  We  propose  that  neck 
dissection  be  part  of  the  treatment  in  mouth 
cancer  when  first  diagnosed  and  that  any  ex- 
ceptions be  made  away  from  this  rule,  such  as 
for  those  patients  who  will  not  tolerate,  or  who 
refuse,  operation. 

The  argument  for  delayed  neck  dissection 
in  mouth  cancer,  as  advocated  by  Martin,^® 
Slaughter-^  and  Beahrs^  is  that  only  one 
patient  in  five  would  receive  possible  benefit 
from  immediate  neck  dissection,  while  four 
would  have  useless  operations,  based  upon 
Martin’s  tongue  figures.  It  implies  that  a sig- 
nificant number  of  patients  can  be  adequately 
treated  and  cured  before  metastases  occur, 
escaping  neck  treatment  entirely,  and  that  as 
great  a number  can  be  cured  by  delayed  as 
by  immediate  neck  dissection.  Also,  few  bi- 
lateral neck  dissections  would  have  to  be  done. 

This  argument  is  a good  one;  it  does,  in  fact, 
show  that  30  per  cent  of  tongue  cancer  patients 
without  clinical  metastases  can  be  cured 
without  any  neck  treatment.  What  it  cannot  ! 
show  is  that  the  statistics  can  be  applied  to 
other  areas  of  the  country,  and  it  does  not 
show  what  immediate  neck  dissection  for  mouth 
cancer  in  a large  series  can  accomplish  in 
comparison.  There  is  no  such  comparable  large 
series  yet.  As  stated  before,  two  small  series 
suggest  that  results  can  be  improved.  It  seems 
reasonable  that  if  clinics  employing  delayed 
neck  dissections  improve  their  results  in  the 
future,  it  will  be  because  of  dissecting  clinically 
negative  necks  in  continuity  with  the  primary 
cancer  under  the  indication  that  the  neck  can 
be  cleanly  done  only  at  that  time. 

The  argument  for  immediate  neck  dissection 
is  more  convincing  and  runs  as  follows: 

( 1 ) Most  clinics  see  mouth  cancer  at  a 
stage  when  metastasis  is  occurring  or  has  oc- 
curred. This  seems  a safe  guess.  Sixty  to  seven- 
ty per  cent  of  all  mouth  cancer  patients  are 
reported  to  have  metastases,  when  first  diag- 
nosed.'•  i’*'  “ In  our  mouth  cancer  patients, 
sixty-three  per  cent  had  neck  metastases.  But 
the  physician  does  not  know  which  patients  do 
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not  have  metastases.  The  incidence  of  clinically 
negative  nodes  proving  histologically  positive 
runs  from  30  per  cent  to  43  per  cent^®’^^;  there- 
fore, the  error  in  clinical  judgment  is  great. 

(2)  Node  dissection  specimens  reported 
free  of  metastasis  by  routine  pathology  study 
can  be  as  much  as  30  per  cent  in  error.  That 
is,  one  third  of  negative  necks  may  be  actually 
histologically  positive.  Saphir  and  Amromin^® 
demonstrated  this  in  serial  section  studies  of 
axillary  dissections.  Therefore,  a negative 
pathology  report  on  neck  dissection  does  not 
mean  the  patient  has  not  benefitted. 

(3)  Neck  dissection  done  when  nodes  are 
microscopically  positive  is  cleaner  than  when 
done  for  macroscopically  involved  nodes,  and 
probably  also  often  removes  nodes  at  a time 
when  fewer  nodes  are  involved.  Our  own  and 
Harrold’s  studies  show  the  great  drop  in 
success  when  more  than  one  node  group  is 
involved. 

(4)  It  would  be  reasonable  to  spare  the 
mandibular  branch  of  the  seventh  nerve  in  all, 
and  the  eleventh  nerve  in  some  immediate  neck 
dissections,  thus  markedly  reducing  real  or  sus- 
pected disability. 

(5)  The  performance  of  bilateral  neck  dis- 
section in  all  tongue  cancers  is  not  necessary. 
Only  five  per  cent  of  tongue  cancers  will  show 
contralateral  involved  nodes  first  clinically 

bilateral  dissection  would  be  needed  in 
these.  In  95  per  cent  of  cases,  if  the  homo- 
lateral side  is  dissected  and  proves  negative 
histologically,  it  is  a safe  guess  that  the  other 
side  of  the  neck  will  seldom  be  involved.  It 
would  seem  practical  to  wait  on  the  second 
neck  dissection  in  many  tongue  lesions.  How- 
ever, midline  floor  of  mouth  and  gum  lesions 
will  demand  bilateral  dissections. 

(6)  Results  in  small  series  of  patients 
treated  by  immediate  neck  dissection  for  mouth 
cancer  are  encouraging,  as  stated  above. 

Summary  and  Conclusions 

( 1 ) A preliminary  study  of  the  results  in 
a small  series  of  neck  dissections  performed 
for  squamous  cancer  is  presented. 

(2)  Early  results  seem  to  indicate  that 
(a)  the  prognosis  worsens  considerably  when 
more  than  one  node  group  is  involved  with 
cancer,  (b)  the  prognosis  in  mouth  cancer 


apparently  worsens  proportionately  with  the 
delay  in  performing  neck  dissection. 

(3)  Immediate  neck  dissection,  as  op- 
posed to  neck  dissection  delayed  until  nodes 
are  grossly  involved  with  cancer,  seems  the 
best  rule  to  follow  in  mouth  and  extrinsic 
larynx  cancer. 
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ESOPHAGEAL  HIATUS  HERNIA* 

W.  Burford  Davis,  M.D.,  John  S.  Harter,  M.D.,  J.  Ray  Bryant,  M.D., 

W.  Fielding  Rubel,  M.D. 
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An  hiatus  hernia  must  be  repaired  in 
the  most  physiologic  manner  possible  to 
prevent  recurrence  of  painful  reflux 
esophagitis.  It  seems  logical  that  this  can  best 
be  done  in  most  cases  by  re-establishing  nor- 
mal anatomic  relations. 

Hiatus  hernia  should  be  suspected  in  patients 
who  present  themselves  with  one  or  more  of 
the  following  complaints:  (1)  substernal  dis- 
comfort, that  may  vary  from  a feeling  of  full- 
ness to  a severe  pain  radiating  from  the  epigas- 
trium to  the  pharynx;  (2)  heartburn;  (3)  pos- 
tural regurgitation;  (4)  varying  degrees  of 
dysphagia;  (5)  upper  gastrointestinal  bleeding, 
generally  of  the  slow  type  and  6)  anginal  pain. 
Hiatus  hernia,  truly,  is  the  great  imitator  of 
upper  abdominal  complaints.  However,  it  does 
seem  surprising  that  an  average  of  three  pre- 
vious erroneous  clinical  diagnoses  had  been 
made  in  Harrington’s  320  cases  before  the 
correct  diagnosis  was  established.^ 

The  high  incidence  of  hiatus  hernia  has  been 
well  demonstrated  by  Brick  who  found  an  8.93 
per  cent  incidence  in  3,448  roentgenologic 
examinations  of  the  upper  gastrointestinal 
tract.-  Texter  and  associates  believe  the  inci- 
dence in  elderly  patients  may  be  as  high  as  33 
per  cent.'^ 

It  is  the  purpose  of  this  paper  to  comment 
on  the  several  types  of  operations  we  have  done 
for  hiatus  hernia  and  to  emphasize  the  impor- 
tance of  achieving  a competent  esophagogastric 
junction. 


Anatomy 

Recent  careful  work  has  demonstrated  the 
erroneousness  of  the  old  conception  that  the 
esophageal  hiatus  of  the  diaphragm  was  made 
up  of  fibers  from  the  right  and  left  crura  of  the 
diaphragm.^'  ^ Allison^  has  shown  that  the 
esophageal  hiatus  is  formed  from  fibers  of  the 
right  crus  alone.  This  structure  acts  as  a sling 
for  the  esophagogastric  junction  (Fig.  1 ),  much 
as  the  puborectalis  forms  a sling  around  the 
anorectal  junction.  In  15  fresh  cadaver  dis- 
sections Madden'’  found  no  incidence  in  which 


* Presented  at  the  May  19,  1956  meeting  of  the  Ken- 
tucky Surgial  Soc  iety  at  French  Lick. 


the  left  crus  participated  in  the  formation  of  the 
esophageal  hiatal  ring.  Characteristically,  the 


b 


I 


Fig.  1.  (a.)  Diagramatic  representation  of  the  right  crus  of  the 
diaphragm  split  to  form  the  esophageal  hiatus,  ( b. ) Represents 
the  further  splitting  of  the  crus  when  a hiatus  hernia  occurs,  (c. ) 
Restoration  of  the  hiatus  by  light  suturing  of  crural  fibers  behind 
the  esophagus.* 


right  crus  is  longer,  thicker  and  more  tendinous 
than  the  left,  and  arises  from  the  upper  three 
lumbar  vertebrae  (Fig.  2). 

There  is  no  sphincter  at  the  esophagogastric 
junction.  It  is  the  function  of  the  diaphragm 
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alone  to  provide  a sling  for  the  esophagus  that 
permits  food  to  pass  from  the  esophagus  into 
the  stomach  and  prevent  the  reflux  of  gastric 
contents  into  the  esophagus.  It  can  be  easily 
seen  how  an  hiatus  composed  only  of  fibers  of 
the  right  crus  can  produce  a more  competent 
extrinsic  sphincter  than  could  fibers  of  two 
groups. 
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Phrenicotripsy 

Phrenicotripsy,  as  the  only  form  of  surgical 
therapy  for  hiatus  hernia,  is  generally  limited 
to  those  patients  who  have  severe  symptoms 
but  present  a serious  risk  for  an  anatomic  re- 
pair of  their  hernias.  A left  phrenic  nerve 
crush  is  generally  regarded  as  a temporary 
palliative  form  of  surgical  treatment.  In  review- 
ing the  cases  of  hiatus  hernia  treated  by  sur- 
gery at  the  Massachusetts  General  Hospital, 
Soutter  found  five  cases  in  which  phrenicectomy 
was  the  only  surgical  therapeutic  measure  em- 
ployed.® Marked  immediate  symptomatic  im- 
provement was  noted  in  each  case.  In  the  three 
cases  followed  a year,  there  was  complete 
recurrence  of  symptoms. 

Although  phrenemphraxis  is  generally  em- 
ployed in  patients  when  the  risk  of  a major 
operation  is  great,  careful  consideration  of  the 
patient  is  essential  before  recommending  even 
this  minor  procedure.  In  patients  with  a low 
respiratory  reserve,  a phrenic  nerve  crush  may 
be  fatal.  Also,  strangulation  of  hiatal  hernias 
has  followed  phrenicotripsy. 

On  first  appraisal  a surgeon  may  be  tempted 
to  recommend  a phrenic  crush,  but  after  more 
careful  consideration  it  becomes  apparent  that 
anything  less  than  an  anatomic  repair  would  be 
ill  advised.  A recent  patient,  who  is  not  in- 
cluded in  this  series,  falls  into  this  group.  She 


Fig.  3.  A hiatus  too  large  for  more  than  slight  symptomatic 
improvement  from  temporary  phrenic  nerve  crush. 


is  a 72-year-old  woman  who  was  not  psycho- 
logically suited  to  undergo  a major  surgical 
procedure.  (Fig.  3)  After  careful  evaluation  of 
her  severe  symptoms  and  the  extremely  large 
size  of  her  esophageal  hiatus,  a repair  was  ad- 
vised and  has  been  successfully  carried  out. 

Ten  patients,  who  have  been  treated  by  left 
temporary  phrenic  crush,  are  presented.  The 


Table  I 


RESULTS  OF 

PHRENICOTRIPSY 

Excellent 

0 

Good 

6 

Eair 

3 

Poor 

1 

Total 

10 

results  are  evaluated  in  Table  I.  The  youngest 
of  these  patients  was  34  and  the  oldest  88.  The 
34-year-old  patient  was  a pregnant  woman  who 
was  having  severe  bleeding  from  peptic  esopha- 
gitis. The  result  in  her  case  is  classified  as  poor 
as  her  hernia  had  to  be  repaired  in  one  month 
because  of  severe  vomiting  with  incomplete 
obstruction.  The  88-year-old  patient  had  main- 
tained a good  result  when  last  heard  from  at 
age  92.  A 72-year-old  woman  received  40  to 
50  per  cent  relief  but  later  at  her  request  under- 
went surgical  repair  of  her  hernia.  These  re- 
sults indicate  phrenicotripsy  to  be  a useful  pro- 
cedure in  poor  risk  patients  with  moderately 
severe  symptoms. 

Surgical  Repair 

In  reviewing  the  cases  of  surgically  treated 
hiatus  hernia  at  the  Massachusetts  General 
Hospital,  Soutter  found  the  recurrence  rate  had 
been  14  per  cent  after  transthoracic  repair  and 
at  least  40  per  cent  following  abdominal  repair.® 
Harrington,  who  advocates  the  abdominal 
approach,  reports  only  nine  recurrences  and  a 
2.2  per  cent  mortality  in  a series  of  320  cases. ^ 
Although  he  prefers  the  abdominal  approach 
in  all  cases  he  states,  “the  technical  difficulties 
of  adequate  exposure  of  the  esophageal  hiatus 
are  often  considerable  because  of  the  fixation 
of  the  left  lobe  of  the  liver  to  the  leaf  of  the 
diaphragm.”  He  further  comments  on  the  fre- 
quency of  adherence  of  the  spleen  to  the  pos- 
terior portion  of  the  diaphragm  and  hernia 
opening.  Recently  Beardsley  has  advocated  re- 
pair of  hiatus  hernia  from  below.  He  feels  that 
the  poor-risk  patient  tolerates  the  abdominal 
approach  better  than  the  thoracic  approach. 
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Also  he  cites  28  concomitant  lesions  that  were 
operated  upon  in  51  patients  who  underwent 
transabdominal  repairs  of  hiatus  hernias.  He 
feels  the  28  concomitant  lesions  would  have 
required  separate  operations  if  the  transthoracic 
approach  had  been  employed  for  hernia  repair. 
Beardsley  feels  more  hiatus  hernias  should  be 
repaired  because  they  become  larger  and 
symptomatic  at  an  age  when  the  operative  risk 
is  increased.  Therefore,  one  feels  some  of  the 
concomitant  lesions  must  have  represented  the 
primary  cause  for  operation. 

Unless  a satisfactory  repair  is  obtained  the 
complications  of  stricture  or  recurrence  with 
esophagitis  may  present  a very  major  problem 
in  a very  unhappy  patient.  The  adequate  ex- 
posure and  the  technical  ease  of  a transthoracic 
repair  certainly  contribute  to  the  best  possible 
repair.  We  feel  the  frequently  mentioned  post- 
operative complications  of  thoracotomy  are 
greatly  exaggerated  and  agree  with  others  that 
the  advantages  of  a transthoracic  repair  defi- 
nitely outweigh  any  disadvantage  of  the  ap- 
proach.*'■ 

In  this  series  of  52  patients  (Table  II) 
treated  surgically  for  hiatal  hernia  6 patients 
have  had  a new  hiatus  established  in  an  antero- 
lateral position  in  the  diaphragm  as  described 
by  Merendino,  Varco  and  Wangensteen'**  and 


Table  II 


CASES  OF  HIATUS  HERNIA 

TREATED  SURGICALLY 

Phrenic  Crush 

10 

Establishing  A New  Hiatus 

6 

Allison  Repair 

36 

Total 

52 

previously  commented  upon  by  Wangensteen" 
in  1944  and  Singleton'-  in  1942.  These  6 
patients  have  been  followed  from  1 to  5 years 
(Table  III ).  One  patient  had  a recurrence  after 

Table  111 

RESULTS  OF  REPAIR  BY  ESTABLISHING  A 
NEW  HIATUS  IN  AN  ANTERIO-LATERAL 
POSITION 

Excellent  Good  Fair  Poor  Total 

2 3 10  6 

3V2  years.  Patients,  although  greatly  improved, 
continued  to  have  mild  symptoms.  While  results 
with  this  procedure  have  been  reasonably  satis- 
factory, the  operation  leaves  something  to  be 
desired  as  in  some  cases  there  is  a lack  of 
satisfactory  tissue  for  closing  the  old  hiatus.  It 
is  feared  a hiatus  hernia  might  be  traded  for  a 
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periesophageal  hernia  resulting  from  ineffective 
closure  of  the  old  hiatus. 

Of  the  52  cases  in  this  series  36  have  been 
treated  by  the  procedure  described  by  Allison.  \ 
The  esophageal  hiatus  is  exposed  and  the 
extended  phrenoesophageal  ligament  and  peri- 
toneal reflection  about  the  cardia  are  divided 
(Fig.  4).  After  cleaning  the  divided  right  crus 


Fig.  4.  Two  fingers  of  the  left  hand  passed  through  the  incision 
in  the  diaphragm  and  up  through  the  hiatus  to  act  as  a guide 
while  the  phrenoesophageal  ligament  and  peritoneal  reflection 
are  divided  in  front  and  on  each  side  of  the  hernia.* 

of  the  diaphragm,  the  hiatus  is  narrowed  to  the 
appropriate  size  by  approximating  the  crural 
fibers  of  the  right  crus  behind  the  esophagus 
(Fig.  5).  The  cuff  of  the  phrenoesophageal 


Fig.  5.  Muscle  sling  of  the  right  crus  exposed  and  cleaned.  The 
fibers  are  loosely  approximated  in  their  natural  position  behind 
the  esophagus  after  the  hernia  has  been  reduced.  * 


ligament  and  peritoneal  reflection  about  the 
cardia  is  then  sutured  to  the  under  surface  of  | 

the  diaphragm.  To  accomplish  this,  Allison  i 
advocates  the  use  of  an  incision  in  the  dia-  j 
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phragm  for  the  insertion  of  two  fingers  to  be 
used  within  the  abdomen  for  traction  on  the 
stomach  and  for  better  demonstration  of  the 
phrenoesophageal  ligament.  In  the  majority  of 
cases  the  incision  in  the  diaphragm  has  not 
been  required.  However,  the  use  of  traction 
from  the  abdominal  aspect  of  the  diaphragm  is 
of  definite  advantage  in  the  more  tedious  cases. 

Allison  has  emphasized  that  this  method  per- 
mits the  muscle  fibers  of  the  hiatal  sling  to  con- 
tinue to  function  physiologically  thus  re-estab- 
lishing the  competence  of  the  cardia.^  This  pro- 
cedure seems  simpler  as  well  as  being  more 
physiologic  than  the  older  method  of  placing 
sutures  both  to  the  right  and  left  of  the  esopha- 
gus. 

We  are  well  pleased  with  the  Allison  repair 
after  using  it  in  36  cases.  Technically  it  is  an 
easy  procedure  and  frequently  does  not  require 
more  than  IV2  hours.  In  general,  the  results 
have  been  satisfactory  (Table  IV).  One  of  the 


Table  IV 


RESULTS  OF 

ALLISON 

TYPE  REPAIR 

Excellent 

5 

Good 

21 

Fair 

4 

Poor 

2 

Died 

2 

Total  36 

two  deaths  was  due  to  pulmonary  embolus.  The 
other  was  in  an  obese  70-year-old  woman  who 
had  a recurrence  of  her  hernia  with  obstruction 
while  in  the  hospital.  Following  a second  repair 
she  died  of  a hepatorenal  syndrome.  This 
patient  had  a short  esophagus.  In  retrospect  the 
surgeon  (W.B.D.)  was  probably  too  enthusi- 
astic about  the  Allison  repair  and  should  have 
made  a new  anterolateral  hiatus  even  if  a small 
portion  of  the  stomach  had  to  be  left  above  the 
diaphragm.  In  talking  with  Allison  recently,  he 
said  that  the  great  problem  with  the  repair 
(Allison  type)  is  in  the  occasional  case  of  a 
definitely  short  esophagus. 

Three  patients  in  this  group  developed  hiatal 
hernias  following  other  surgical  procedures  on 
the  lower  esophagus.  Of  the  four  poor  results 
two  were  in  alcoholics  who  had  previously  had 
Heller  operations  for  achalasia,  then  developed 
hiatus  hernias  which  were  repaired  and  subse- 
quently recurred.  Both  underwent  a second 
repair;  one  with  a good  result,  while  the  other 
continued  to  have  severe  esophagitis.  The  two 


remaining  poor  results  had  partial  recurrences 
with  moderate  recurrence  of  symptoms. 

Discussion 

Too  frequently  hiatal  hernia  repairs  are  con- 
sidered successful  when  the  radiologist  reports 
that  the  stomach  remains  below  the  diaphragm 
in  the  Trendelenburg  position.  Unless  the  pa- 
tient is  free  of  substernal  discomfort,  heart- 
burn, postural  regurgitaiton  and  other  char- 
acteristic symptoms  he  probably  has  an  incom- 
petent cardia.  Where  these  symptoms  persist, 
although  the  stomach  remains  below  the  dia- 
phragm, the  result  of  the  operation  should  be 
considered  poor.  Such  a patient  probably  has 
esophagitis  and  may  become  increasingly  un- 
comfortable. 

To  insure  competence  of  the  cardia  every 
possible  effort  should  be  made  to  make  the 
repair  approach  normal  anatomy  as  closely  as 
possible,  thus  producing  a physiologic  cardia. 
We  feel  this  can  best  be  accomplished  by  an 
Allison  type  repair. 

The  need  for  repair  of  a hiatus  hernia  can- 
not be  determined  by  the  size  of  the  hernia 
alone.  Many  patients  may  have  more  severe 
symptoms  from  a small  hernia  than  others  ex- 
perience from  a much  larger  hernia.  The  follow- 
ing case  serves  to  illustrate  this  point: 

Case  I:  Mrs.  W.E.E.  was  a 50-year-old 
woman  who  helped  her  husband  some  in  his 
office  and  did  a moderate  amount  of  club  work. 


She  had  a small  hiatus  hernia  (Figs.  6 «&  7) 
that  caused  severe  heartburn,  intermittent 
severe  dysphagia  with  vomiting  and  occasional 
mild  bleeding.  She  had  an  Allison  repair  20 
months  ago  and  has  been  completely  relieved 
of  all  symptoms. 
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had  gradually  bled  down  to  less  than  2,000,000  | 

RBCs.  In  addition  to  weakness  she  complained  / 
of  postural  regurgitation,  substemal  discom-  ' 
fort,  heartburn  and  dysphagia.  Her  hernia  was 
a large  one  and  her  esophagus  slightly  short-  |j 

ened.  Following  an  Allison  repair  16  months  ’ 

ago  she  has  had  no  more  bleeding  and  at  least 
90  per  cent  regression  of  her  other  symptoms.  ’ 

Conclusion  i 

Vigilance  must  be  employed  in  selecting 
patients  for  hiatus  hernia  repair.  This  can  only 
be  done  by  a careful  work  up,  thus  ruling  out 
the  lesions  that  produce  symptoms  character- 
istic of  hiatus  hernia.  The  repair  should  be  as 
anatomical  and  physiologic  as  possible  to  insure  i 
competence  of  the  cardia.  We  feel  this  most 
essential  feature  of  a successful  repair,  com-  j 

petence  of  the  cardia,  can  best  be  achieved  in  ' 

most  patients  by  an  Allison  type  repair.  | 


Fig.  7.  Another  view  of  patient  in  Fig.  6. 


Fig.  8.  Obese  patient  with  marked  anemia  from  bleeding  pent 
rn'd’e^sffable  represented  t 


Good  results  may  be  obtained  under  extreme- 
ly adverse  conditions  as  in  the  following  case 
(Fig.  8). 

Case  II:  Mrs.  O.G.  was  a 64-year-old  woman 
whose  height  was  4T  T'  and  weight  170  lbs. 
When  first  seen,  her  RBC  was  1,700,000.  This 
was  the  second  time  in  three  months  that  she 
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WEDGE  AMPUTATION  FOR  GUNSHOT  WOUNDS 
OF  THE  METATARSUS  AND  METACARPUS 

Robert  W.  Augustine,  M.D.  and  Merle  Mahr,  M.D. 

Madisonville 


Gunshot  injuries  to  the  hand  or  to  the 
foot  are  frequent  hunting  accidents.  This 
article  deals  with  one  type  of  hand  and 
foot  gunshot  injury,  namely  that  involving  one 
or  several  rays*  of  the  metatarsus  or  the  meta- 
carpus. They  usually  result  from  a muzzle  blast 
of  a shotgun  or  the  effects  of  a rifle  ball.  Con- 
servative treatment  of  the  wound,  that  is  the 
retention  of  all  viable  parts,  when  the  useful- 
ness of  one  or  more  rays  has  actually  been  de- 
stroyed, results  in  unnecessary  permanent  crip- 
pling of  the  hand  or  the  foot.  Determination  of 
the  functional  destruction  of  one  or  more  rays 
followed  by  their  amputation  and  prompt 
mobilization  of  the  preserved  remaining  normal 
components  results  in  optimum  usefulness. 
(Figures  7 and  8). 


Indications  for  Resection 

The  essential  determination  regarding  the 
future  integrity  of  a ray  of  the  hand  or  foot  is 
made  at  the  time  of  primary  surgery.  Criteria 
indicating  primary  resection  of  the  entire  ray 


*The  metacarpal  and  its  phalanges,  and  the  pertinent 
contiguous  functional  soft  tissue  parts  in  the  hand, 
compose  a ray. 


are  as  follows:  the  irreparable  loss  of  both 
digital  sensory  nerves,  or  the  loss  of  both  digital 


Figure  8 


Figure  1 
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arteries,  or  the  loss  of  considerable  metatarsal 
or  metacarpal  bone  combined  with  tendon 
damage  and  the  destruction  of  the  metacarpo- 
or  metatarso-phalangeal  joint,  or  the  destruc- 
tion or  impairment  of  the  flexor  tendons. 

Shotgun  muzzle  blast  injuries  usually  result 
from  grasping  the  muzzle  of  the  gun  with  con- 
current detonation  of  a shell  in  the  chamber. 
This  creates  a wound  of  entrance  about  the 
size  of  the  gage  of  the  shell  but  a rather  larger 
wound  of  exit  on  the  opposite  side  of  the  hand 
(Figures  1 and  2).  Considerable  destruction 
in  the  path  of  the  missile  exists.  Occasionally 
this  occurs  when  the  individual  stumbles  while 
walking  or  the  muzzle  of  the  gun  is  placed  near 
the  foot  in  getting  in  or  out  of  an  automobile. 


Figure  2 

%(l 


A ball  from  a rifle  usually  creates  destruction 
by  the  bursting  effect  of  shattered  bone  frag- 
ments. 

These  injuries  are  characterized  by  apparent 
viability  of  the  fingers  or  toes  of  the  involved 
rays  when  actually  useful  function  has  been  de- 
stroyed. The  retention  of  the  impaired  fingers 
or  toes  with  the  distal  portion  of  their  ray,  may 
lead  to  healing  of  the  wound  and  their  survival. 
Disability  then  appears  in  the  foot  with  ham- 
mer-toes and  painful  callosities  on  the  plantar 
surface  of  the  forefoot  (Figure  3).  In  the  hand 
the  ultimate  damage  is  exemplified  by  inability 
to  flex  the  affected  finger  or  fingers  upon  the 
palm  and  compromise  of  joint  function  in  the 
remaining  digits  which  were  not  damaged  by 
the  initial  gunshot  wound.  The  retention  of 
damaged  parts,  and  their  immobilization  during 
the  period  of  the  healing,  leads  to  fibrosis  from 
the  effects  of  hemorrhage  and  anoxia,  resulting 
in  fibroplasia  and  adhesion  of  the  small  moving 
surfaces  in  the  hand  and  foot.  These  adverse 
changes  occur  also  in  contiguous  normal  struc- 
tures, ultimately  augmenting  the  terminal  dis- 
ability. This  ancillary  final  handicap  is  in- 
creased by  injudicious  immobilization;  the  re- 


sult burdening  the  hand  or  foot  with  useless  » 

digits  plus  the  additional  impairment  of  sound  ■ 

structures.  In  the  hand  fine  movements  are  1 

lost.  In  the  foot  toe  flexion  is  lost  with  resulting  i 

trauma  to  the  plantar  forefoot  in  walking.  The  | 

adhesion  of  these  small  moving  surfaces  in- 
volving the  tendons  and  the  joints  and  their 
capsules  is  frequently  a permanent  situation, 
and  is  always  so  in  the  digit  that  has  received 
moderate  damage  to  the  flexor  tendon  appa- 
ratus. In  the  hand  the  intrinsic  musculature  is 
necessary  for  proper  function  of  the  fingers  and 
loss  of  their  deep  ulnar  motor  branch  will  im- 
pose a permanent  handicap  upon  the  hand.  The 
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Figure  5 

to  be  amputated  are  removed  to  the  carpus  or 
the  tarsus,  with  preservation  of  all  viable  skin 
and  soft  tissue  (Figures  4 and  5).  Sacrificed 
tendons  should  be  pulled  down,  severed  cleanly, 
and  allowed  to  retract.  Care  should  be  taken 
not  to  damage  remaining  sensory  digital  nerves 
or  vessels  and  particularly  the  motor  ulnar 
nerve  which  lies  upon  the  palmar  aspect  of  the 
metacarpal  bones.  The  remaining  portions  of 
the  hand  or  foot  may  then  be  approximated 
and  held  with  several  sutures  (Figure  6).  The 
primary  closure  of  gunshot  wounds  is  not  ordi- 
narily recommended  but  is  applicable  under 
the  above  circumstances  because  apposition  of 
the  opposing  surfaces  is  necessary  for  primary 
healing  and  early  function  and  because  the 
closure  is  loose  and  allows  adequate  drainage. 
Should  the  amputation  involve  the  medial  or 
the  lateral  aspects  of  the  foot  the  ray  is  resected 
to  the  tarsus  and  soft  tissue  closure  is  aflfccted. 
The  retention  of  the  motor  flexor  function  of 

%l 


loss  of  the  deep  ulnar  motor  branch,  however, 
does  not  constitute  an  indication  for  ray  re- 
section. In  the  foot  the  intrinsic  musculature  is 
not  so  important  as  in  the  hand,  and  should  the 
motor  nerves  to  the  short  muscles  of  the  foot 
be  lost  effective  toe  flexion  may  be  achieved  by 
reparative  surgery  which  will  result  in  a useful 
forefoot,  providing  the  long  flexor  mechanism 
is  intact. 

In  the  foot  the  medial  and  lateral  plantar 
nerves  innervate  the  short  muscles  and  corre- 
spond in  the  hand  to  the  deep  ulnar  motor 
branch,  but  carry  in  addition  the  important 
volar  sensory  digital  nerve  supply.  The  medial 
and  lateral  plantar  arteries  accompany  the 
nerve  and  their  competence  should  be  deter- 
mined at  the  time  of  initial  surgery.  However 
the  loss  of  a medial  or  lateral  plantar  artery  is 
not  disastrous  due  to  the  rich  anastomotic  sup- 
ply from  the  surviving  plantar  branch  and  from 
the  dorsalis  pedis  artery.  In  the  hand  one  pal- 
mar arterial  arch  may  take  over  the  nutritive 
function  of  the  other,  but  the  loss  of  both  digi- 
tal arteries  suggests  ray  amputation. 

Operative  Procedure 

The  decision  regarding  amputation  having 
been  made,  the  operative  procedure  is  fairly 
simple  and  proceeds  as  follows:  the  ray  or  rays 


Figure  4 

X is  the  deep  motor  ulnar  branch 
Y is  the  superficial  palmar  arterial  arch 
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the  great  toe  is  desirable  but  this  ray  should  be 
resected  if  the  above  criteria  exist.  In  the  hand 
the  thumb  with  its  opposing  function  should  be 
retained  unless  gangrene  supervenes.  The  hy- 
pothenar  area  of  the  hand  in  a working  man 
may  be  retained  to  act  as  an  opposing  buttress 
in  relation  to  the  thumb  in  gripping.  In  the 
woman  the  greater  part  of  wisdom  may  be  the 
resection  of  the  entire  ray  on  the  ulnar  side  of 
the  hand  and  the  creation  of  a symmetrical 
countour  from  the  carpus  to  the  base  of  the 
remaining  fingers. 

An  essential  part  of  the  ray  amputation 
principle,  following  destructive  gunshot 
wounds,  consists  of  active  mobilization  of  the 
normal  remaining  structures  following  the 


surgical  procedure.  This  consists  of  immediate 
active  exercises  of  flexion  and  extension  of  the 
remaining  toes  or  fingers  following  the  opera- 
tion. Within  several  days  the  affected  part  is 
placed  in  a whirlpool  to  encourage  by  the  use 
of  heat  and  hydro-massage  the  essential  func- 
tions of  flexion  and  extension  of  the  digits. 
There  is  little  pain  associated  with  this  plan. 
This  requires  the  active  and  aggressive  partici- 
pation on  the  part  of  the  patient.  The  function 
of  the  toes  or  fingers  once  gained  is  never  lost, 
however  the  regaining  of  function  after  the  ap- 
pearance of  fibrosis  following  immobilization  is 
a matter  of  uncertainty.  Continuous  elevation 
of  the  part  to  avoid  congestive  edema  is  ad- 
vised. 

The  principles  herein  expressed  conform 
with  recent  attitudes  recorded  in  “The  Manual 
of  Therapy,  European  Theater  of  Operations,” 
by  Mather  Cleveland  et  al.,^  who  advised  early 
closure  of  hand  wounds,  placed  emphasis  on 
early  mobilization  of  the  injured  hand,  prompt 
action  if  amputation  is  indicated,  placed  early 
function  over  perfectly  reduced  fractures,  re- 
tention of  all  possible  parts  of  the  thumb,  and 
utilization  of  physical  therapy. 

Summary 

The  authors  have  recorded  their  suggested 
treatment  for  gunshot  wounds  involving  one  or 
several  rays  of  the  metatarsus  or  metacarpus  as 
follows;  determination  at  the  time  of  primary 
surgery  of  the  existence  of  damage  to  essential 
component  parts  of  the  affected  rays  that  would 
result  in  their  subsequent  lack  of  function,  and 
radical  resection  of  the  affected  rays  followed 
by  loose  primary  closure  of  the  wound  and 
prompt  mobilization.  This  decision  and  action 
at  the  time  of  primary  surgery  is  necessary  to 
avoid  future  compromise  of  the  hand  or  foot 
due  to  fibrosis  in  the  small  planes  and  dimen- 
sions of  the  fascial  and  tendon  compartments. 
Ray  amputation  is  indicated  when  there  is  ir- 
reparable loss  of  both  digital  sensory  nerves,  or 
both  digital  arteries,  or  loss  of  considerable 
metacarpal  or  metatarsal  bone  combined  with 
tendon  damage  and  the  destruction  of  the 
affected  metacarpal  or  metatarsal  phalangeal 
joint,  or  moderate  destruction  of  the  flexor 
tendon  apparatus.  With  the  loss  of  one  or  more 
of  the  above  elements  the  normal  remaining 
fingers  or  toes  suffer  by  interstitial  fibrosis  from 
inactivity  associated  with  the  healing  process  of 
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the  wound  and  the  damaged  tissues.  This  re- 
sults in  hammer-toes  and  plantar  callosities 
with  painful  weight  bearing  in  the  foot,  and  in 
loss  of  fine  motions  in  the  hand  and  the  pres- 
ence of  a protruding  useless  finger.  Reparative 
surgery  for  such  conditions  after  healing  has 
transpired  is  disappointing.  The  essential  place 
of  prompt  physical  therapy  in  this  suggested 
plan  has  been  pointed  out.  These  suggestions 


have  been  prompted  by  observing  disabled 
hands  and  feet  as  end  results  which  we  feel 
could  have  been  materially  improved  by  the 
above  suggested  ray  amputation  with  primary 
closure  and  mobilization. 
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ANXIETY* * 

H.  Burl  Mack,  M.D. 
Ppwcc  Valley 


NOW,  Mrs.  Jones,  when  we  opened  up  your 
husband’s  abdominal  confislan,  we  found 
the  gorkinfus  all  wound  around  the 
colonic  fishinloose,  and  it  was  necessary  to  re- 
move about  twenty-four  feet  of  flexionoffen. 
I think  he  will  be  all  right,  but,  of  course,  com- 
plications due  to  pneumokonikonkigus  may  set 
in,  and  in  that  case  I will  have  to  call  in  Dr. 
Horsesneck  and  we  will,  in  all  probability,  have 
to  dilate  the  capillissen  bed  and  free  up  the 
cornified  triumfexors.  We  plan  on  giving  him 
the  latest  anti-factual  ataraxikus,  which  is,  of 
course,  quite  expensive,  but  I think  your  insur- 
ance will  cover  it.  In  these  cases,  it  is  always 
important  to  stabilize  the  equilibrium  with 
Frenithoraquill,  because  otherwise  gangrenous 
endofecal  endarborization  may  set  in.  We  are 
trying  to  prevent  this  by  having  extroverted  the 
displacement  of  the  component  cephalocaudal- 
wise,  but  in  a case  like  this,  anything  can  hap- 
pen, and  usually  does.  Now,  don’t  you  worry 
one  little  bit,  but  be  sure  and  call  me  if  there 
is  anything  else  I can  explain  for  you! 

Gentlemen,  this  is  an  example  of  building  up 
a terrific  anxiety  in  a relative  of  a patient.  Let 
us  first  discuss  this  anxiety  which  we  all  know 
exists  in  a patient’s  husband,  wife,  or  others 
close  to  him. 

Approach  to  the  Family 

We  have  been  told  from  our  medical  school 
days  that  when  we  get  out  into  practice  we  will 
find  that  we  must  treat  the  relatives  as  well  as 
the  patient.  This  part  of  my  paper  will  deal  with 
an  approach  to  this  problem. 

* Presented  at  a meeting  of  the  KSMA’s  Seventh 
Councilor  District,  May  31,  1956. 

*Paper  prepared  by  H.  Burl  Mack,  M.D.,  and  pre- 
sented at  the  Seventh  Councilor  District  Meeting, 
Frankfort,  Kentucky,  May  31,  1956. 


If  any  of  us  have  ever  had  a member  of  our 
family  seriously  ill,  or  who  has  had  to  undergo 
major  surgery,  we  know  how  much  we  hang  on 
every  word  of  the  attending  physician  as  he 
talks  to  us  about  that  relative.  We  can  always 
imagine  that  the  worst  is  going  to  happen,  and, 
in  the  case  of  the  Doctor's  family,  it  usually 
does,  plus  complications.  However,  we  are  all 
prone  to  rate  undue  importance  to  every  word 
or  phrase  of  the  reports  given  us  by  the  man  in 
attendance,  and  wonder  if  he  is  hiding  anything, 
or  even  if  he  is  telling  us  the  truth. 

Of  course,  we  as  Doctors,  should  know  more 
than  the  average  layman  knows  about  medical 
terms,  but  we  probably  do  not  worry  any  more 
about  the  outcome  of  a surgical  procedure  or 
the  progress  of  an  acute  medical  condition  than 
the  loving  wife  or  husband  of  our  patient. 

We  are  all  too  prone  to  more  or  less  “put  up 
with’’  the  questions  of  the  worried  and  well- 
meaning  family,  and  do  not  sincerely  and  con- 
scientiously try  to  understand  their  concern  and 
to  allay  their  fears. 

When  a dear  one  has  been  operated  on,  and 
is  still  under  the  effects  of  the  anesthetic,  the 
family  members  present  are  in  a situation  that 
they  may  never  have  faced  before.  They  may 
ask  questions  that  to  us  seem  foolish,  childish, 
or  impossible  to  answer.  Of  course,  we  are  in  a 
hurry  to  get  to  the  next  case,  or  to  the  office 
being  already  late  for  the  beginning  of  hours. 
We  are  concerned  about  the  patient,  not  the 
relatives.  “The  patient  is  doing  fine,  stood  the 
procedure  wonderfully — Nothing  to  worry 
about.  See  you  tomorrow!’’ 

How  much  better  to  stop  for  just  four  or  five 
minutes,  and  in  an  unhurried  manner,  explain 
in  words  of  one  syllable  what  has  been  done, 
what  was  found,  and  a hopeful  outlook  for  the 


Medical  Association 


November  1956 


963 


future,  if  one  exists.  Surely  this  is  no  time  for 
levity,  or  attempting  to  cheer  up  the  apprehen- 
sive relative  by  joking  or  telling  a funny  story. 
Neither  is  it  a proper  time,  if  there  ever  is  a 
proper  time,  to  try  to  impress  the  relatives  with 
the  ability  of  the  surgeon  or  the  diagnostician 
in  an  attempt  to  get  over  the  idea  that,  “It’s  a 
good  thing  that  I operated  when  I did,  or  he 
would  have  been  a dead  pigeon,”  or,  “It’s  a 
good  thing  I made  the  right  diagnosis,  or  he 
never  would  have  made  it.”  “There’s  nothing  so 
becomes  a man,  as  modest  stillness  and  humili- 
ty.” (Wm.  Shakespeare).  If  the  future  course 
is  dark,  certainly  some  member  of  the  family 
must  be  told,  or  perhaps  the  entire  immediate 
family  may  be  told  at  one  sitting. 

Approach  to  the  Patient 

The  question  so  often  arises,  “How  much 
can,  or  should  I tell  this  patient  about  his  con- 
dition, especially  if  it  has  a precarious  or  hope- 
less prognosis?”  The  family  physician  can  be  of 
the  greatest  help  to  the  specialist  or  surgeon  at 
this  time.  Knowing  the  patient,  his  family,  his 
temperament,  outlook,  hopes  and  fears,  helps 
so  much  in  making  use  of  the  proper  method 
or  words  to  use  in  times  of  such  stress.  If  a 
patient  tells  us  soberly  and  straightforwardly, 
“Doctor,  whatever  you  find,  I want  to  know 
the  truth,”  then  surely  he  is  entitled  to  be  told 
the  truth.  If  he  does  not  make  such  a request, 
then  the  family  should  be  taken  into  complete 
confidence  and  the  problem  discussed  with  them 
before  telling  the  patient,  if  he  is  told  at  all. 
Anxiety  over  a questionable  outcome  can  play 
havoc  with  the  chances  of  a patient  who  is 
sorely  in  need  of  complete  confidence  in  his 
family  and  his  doctor. 

Consultants 

There  is  another  means  of  preventing  and  of 
treating  anxiety  in  the  relatives  as  well  as  the 
patient.  In  all  seriously  ill  patients,  where  a 
long  hard  pull  is  anticipated,  or  where  the  out- 
look is  in  question,  offering  to  call  in  a con- 
sultant may  relieve  considerable  anxiety.  Many 
times  the  family  and  the  patient  will  express 
complete  confidence  in  the  way  the  case  is 
being  handled.  But  a vote  of  confidence  helps 
not  only  the  doctor,  but  also  proves  to  the 
patient  and  the  family  that  you  are  humble  and 
not  all-powerful. 

In  these  days  of  rapid  medical  advances,  it 
<164 


is  impossible  for  one  mind  to  encompass  the 
entire  field  of  medical  diagnosis  and  therapy, 
and  be  entirely  right  every  time.  People  know 
this,  and  men  highly  trained  in  specialty  fields 
know  it.  All  of  us  have  limitations,  and  we 
should  recognize  these  limitations.  If  we  offer 
to  call  in  help,  we  have  gained  in  stature  in  the 
eyes  of  the  family,  but  if  they  make  the  sugges- 
tion, we  may  have  lost  just  a little  of  their  re- 
spect. If  our  diagnosis,  methods  and  schedule 
are  confirmed,  all  anxiety  in  this  regard  is  dis- 
pelled. If  something  new  is  offered  and  the 
patient  is  benefited,  you  will  be  complimented 
on  calling  in  help  of  the  right  sort,  and  every- 
one will  be  happy. 

Louisville  and  our  district  is  blessed  with  an 
abundance  of  excellently  trained  men  who  are 
well  qualified  and  happy  to  help  in  any  diffi- 
culty. We  can  all  use  them  to  advantage  and 
relieve  or  prevent  anxiety  on  the  part  of  the  ! 
relatives,  the  patient  and  ourselves.  | 

I 

Psychosomatic  Aspects  | 

Let  us  next  consider  the  anxiety,  or  anxie-  j 
ties,  of  the  patient  we  are  treating,  and  how  the  i 
soma  is  affected  by  the  psyche.  We  all  know 
that  every  patient  who  is  physically  ill  is,  to  j 
some  greater  or  lesser  extent,  also  mentally  ill.  j 
Not  psychotic,  mind  you,  but  his  psyche  (soul,  i 

spirit,  or  mind)  is  affected,  and  needs  treat-  ! 

ment.  This  is  just  as  great  a need  as  that  which  | 

exists  in  his  tonsils,  when  his  throat  is  sore;  or  ’ 

as  great  a need  as  exists  in  his  coronary  arteries  ^ 
when  he  has  had  a heart  attack;  or  as  exists  in 
his  bowel  when  his  constipation  needs  treat-  i 
ment.  | 

In  these  days  of  helter-skelter,  hurly-burly 
activity,  life  is  so  full  of  anxiety  and  frustration  ' 

that  many  patients  can  be  helped  more  by  a , 

quiet,  attentive  ear  listening  to  their  story  than  ^ 

by  all  the  tranquilizers  in  the  Commonwealth  of 
Kentucky!  Were  we  not  taught  by  our  illustri- 
ous professors,  “Take  time  to  listen  to  your 
patient  and  he  will  tell  you  what  is  the  matter  || 

with  him — the  diagnosis  will  then  be  easy.”  j 

Also,  “Take  a good  history;  it  will  often  make  |I 

the  examination  and  laboratory  work  merely  j 

confirmatory — the  patient  has  already  told  you  ' 
the  diagnosis!  Do  this,  and  the  end  result  will 
show  that  much  time  and  expense  wiU  have 
been  saved.”  j 

People,  these  days,  are  professional  worriers! 

They  are  not  content  to  worry,  as  our  fathers 
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did,  about  such  trivial  things  as  their  job,  their 
family,  their  crops  and  their  neighbors.  Now 
they,  and  we,  must  worry  about  not  only  local 
conditions,  but  about  County,  State,  National 
and  International  happenings,  and  we  must 
worry  about  them  every  day.  We  cannot  avoid 
it.  Our  eyes  are  blinded  by  world  conditions 
and  problems  by  newspaper,  magazine,  and  by 
television.  Our  ears  are  deafened  by  radio, 
public  address  systems  and  telephones  con- 
stantly hammering  at  us  lest  we  forget  our 
global  responsibilities.  Is  it  any  wonder  that  we 
are  fast  becoming  famous  for  the  speed  that 
we  can  attain  in  developing  ulcers,  and  how 
soon  we  can  grow  another  one  when  we  get  the 
old  one  healed  up? 

How  many  of  our  patients  are  hyper-acid, 
hyper-active,  hyper-bolic,  hyper-critical,  hyper- 
emic,  hyper-irritable,  hyper-piesic,  hyper-sensi- 
tive, hyper-tensive,  and  hyper-tonic?  Are  they 
filled  with  anxiety,  and  do  they  need  help?  Can 
we  help  them?  How? 

Medicine  and  science  have  made  great  prog- 
ress in  the  therapy  of,  and  the  prognosis  for, 
anxious  patients,  especially  those  who  are  so 
overwhelmed  by  their  frustrations  and  anxieties 
that  they  must  be  institutionalized  and  rehabili- 
tated. But  what  of  the  dozens  of  patients  that 
we  all  see  every  day  and  every  week  who  are 
trying  to  keep  going,  trying  to  support  and  keep 
house  for  their  families,  trying  to  be  happy,  and 
who  realize  more  and  more  every  day  that  they 
are  fighting  a losing  battle?  Finally  they  will 
come  to  their  doctor  and  say  that  they  are  sick; 
that  life  is  getting  too  complex  for  them,  and 
they  need  help.  What  are  you  going  to  do  for 
them?  What  am  I going  to  do  for  them?  Give 
them  a prescription  for  some  Equanil®,  or 
Serpasil®,  or  Thorazine®  to  tranquilize  them, 
and  then  some  dextroamphetamine  to  pep  them 
up  out  of  the  depression  that  they  go  into  from 
the  medication?  Perhaps,  give  them  some  bar- 
biturate to  sedate  them,  and  then  some  desoxy- 
ephedrine  or  Wyamine®  to  make  their  mind 
more  active?  Are  drugs  the  answer? 

Some  psychiatrists  are  very  enthusiastic 
about  those  new  members  of  our  treatment  list; 
others  are  more  skeptical.  The  more  conserva- 
tive admit  that  although  these  agents  are  very 
wonderful  in  many  cases,  even  as  Electro- 
Shock  therapy  treatments  are  wonderful  in 
many  cases,  we  cannot  yet  turn  our  State  and 
private  mental  institutions  over  to  the  Nursing 
Home  Association  for  use  as  Old  Folks’  Homes. 


These  afore-mentioned  modalities  do  tend  to 
shorten  hospital  stay,  allowing  for  treating 
more  patients  with  a given  number  of  beds, 
but  what  of  the  patients  we  see  who  cannot  be 
placed  in  institutions,  sanitoriums,  or  even  be 
put  to  bed  at  home? 

The  Dying  Patient 

There  is  another  group  of  patients  and  rela- 
tives who  fall  in  the  anxiety  group  who  also 
need  our  understanding  and  help.  We  are  too 
often  inclined  to  pass  over  lightly  our  responsi- 
bility, and  advise  them  to  consult  their  spiritual 
advisor.  I refer  now  to  the  relatives  of  the 
elderly  patient  who  is  nearing  the  end  of  the 
trail,  and  who  want  the  physician  to  do  any- 
thing, or  rather  everything,  to  keep  the  patient 
from  dying.  Fortunately,  we  do  not  have  this 
group  to  contend  with  so  very  often.  But  we  do 
frequently  see  the  patient  who  knows  he  does 
not  have  long  to  live,  and  who  is  afraid  to  die. 
Can  we,  as  his  physician,  help  this  fear  and 
anxiety?  I feel  that  we  can. 

No  one  should  be  required  to  sufl'er  if  it  is 
within  our  power  to  prevent  this  suffering.  But 
when  we  see  an  elderly  stroke  victim  nearing 
the  end,  should  we  put  him  in  an  oxygen  tent, 
give  him  blood  transfusions  and  cortisone  to 
keep  him  here  just  a few  days  longer?  True, 
our  antibiotics  and  other  medicines  may  al- 
ready have  prolonged  his  life  many  years,  but  if 
he  cannot  ever  be  a useful  citizen  again,  cannot 
enjoy  life  or  feel  comfortable  again,  should  we 
keep  him  on  earth  against  his  wishes,  just  be- 
cause a selfish  family  is  afraid  to  see  him  die? 
I feel  that  the  approach  to  the  family  can  be 
the  same  as  to  the  patient  who  is  fearful  of  dy- 
ing. 

We,  as  Christian  physicians,  should  believe 
that  the  life  hereafter  is  free  from  sickness,  sor- 
row, fear  and  pain.  If  we  really  do  believe  this, 
need  we  fear  death?  It  is  primarily  that  we  face 
an  unknown,  is  it  not,  and  are  leaving  some- 
thing of  which  we  have  grown  fond  over  the 
years?  Let’s  talk  up  our  faith,  live  our  faith, 
and  not  be  afraid  to  offer  our  faith  to  our  pa- 
tients and  their  relatives.  Along  with  talking 
up  our  faith,  having  prayer  with  the  patient 
who  is  seriously  ill,  or  one  who  is  about  to  have 
surgery  will  give  them  much  more  confidence 
in  us  and  relieve  their  anxiety  more  than  hav- 
ing their  pastor  pray  for  them. 

What  else  can  we  do  for  these  anxious  pa- 
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tients  who  come  to  us  for  help?  Do  we  have 
anything  else  besides  prescriptions  to  give 
them?  Yes,  we  do. 


FIRST: 


SECOND: 


THIRD: 


We  can  listen  sympathetically  to 
their  story — Offer  a good  right 
ear. 

We  can  offer  them  assurance 
that  there  is  nothing  physically 
wrong  with  them  by  doing  a 
careful,  thorough  examination 
with  appropriate  laboratory 
work. 

We  can  offer  them  correction  of 
any  conditions  that  need  treat- 
ment by  appropriate  measures. 


as  within  our  power  lies,  or  ad- 
vise them  where  they  can  secure 
this  treatment. 

FOURTH:  We  can  offer  them  confidence 

and  hope  for  the  future — that 
we  are  always  glad  to  listen  to 
them,  glad  to  help  them,  to  be 
available  to  them  in  their  hour  of 
need,  God  helping  us,  and 
them. 

TO  CLOSE:  We  can  offer  them  our  affirmed 
pledge  to  do  our  duty: 

TO  CURE  OCCASIONALLY 
TO  RELIEVE  FREQUENTLY 
TO  COMFORT  ALWAYS. 


THE  JOURNAL 


Factual — Informative — Meditative 


“Reading  furnishes  the  mind  only  with  the  mate- 
rials of  knowledge;  it  is  thinking  makes  what  we  read 
ours.” — Locke 


This  issue  of  The  Journal  includes  useful  material 
for  provocative  thinking  on  the  part  of  KSMA  mem- 
bership. 

In  addition  to  carefully  scheduled  scientific  articles, 
book  reviews,  case  discussions  and  editorials,  you  will 
find  timely  local  advice  from  your  State  president  and 
pertinent  happenings  in  Washington  that  may  affect 
your  practice. 

Read  into  the  Annual  Meeting  stories  more  than 

f 

names  and  dates  and  topics.  Important  issues  con- 
front Kentucky  physicians  between  the  lines.  There 
are  bylaw  changes  and  plans  to  improve  your  State 
organization,  the  significant  Medicare  program,  the 
labor  warnings,  the  Rural  Health  needs.  You  may 
consider  Kentucky’s  great  opportunity  for  medical 
progress  in  expanded  training  and  hospital  facilities. 


Yet,  trace  through  it  all  the  binding  ties  of  the  Com- 
monwealth’s medical  traditions. 

You  will  feel  a pride  in  your  new  officers  and  com- 
mittees, your  honor  recipients,  and  in  the  recognition 
of  local  doctors  beyond  the  borders  of  the  Blue  Grass 
State.  Garner  to  yourself  the  security  being  felt  in 
various  areas  through  the  introduction  of  new  practi- 
tioners. Grasp  something  of  the  loss  of  those  whose 
black  bags  are  forever  closed.  Take  hope  in  the 
promise  of  perpetual  Kentucky  practice  through  the 
column  of  the  Student  AMA. 

It  is  difficult  for  doctors  to  schedule  reading  time. 
Yet  every  Kentucky  physician  wants  to  keep  abreast 
of  the  changes  affecting  him  in  today’s  world.  This  is 
The  Journal’s  objective:  to  bring  you  the  latest  in 
State  medical  information  in  a manner  to  encourage 
reading  according  to  time  and  need — concise  news 
stories  for  rapid  digestion,  technical  articles  for  more 
serious  reflection. 


KEEP  UP-TO-DATE!  READ  THE  JOURNAL 
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CASE  DISCUSSION  FROM  THE  UNIVERSITY  OF 
LOUISVILLE  HOSPITALS 
AFIBRINOGENEMIA  FOLLOWING  DELAYED 
POSTPARTUM  HEMORRHAGE 


Patient  Protocol 

EP.,  a 21 -year-old  white  para  3,  was  first 
seen  on  July  10,  1956,  three  weeks  after 
an  apparently  uncomplicated  delivery 
at  home.  Postpartum  bleeding  was  moderate 
only,  and  had  stopped  completely  on  July  9. 
At  1:00  P.M.  on  July  10,  there  was  sudden 
profuse  vaginal  bleeding.  This  continued 
throughout  the  afternoon,  and  was  still  going 
on  when  she  was  brought  to  the  Emergency 
Room  at  6:15  P.M. 

Physical  Findings: 

The  physical  findings  at  the  time  the  patient 
was  first  seen  were  those  of  a woman  in  deep 
hemorrhagic  shock.  The  blood  pressure  could 
not  be  obtained.  The  pulse  rate  varied  be- 
tween 140  to  160  beats  per  minute.  The  skin 
was  cold  and  clammy,  and  there  was  slight 
circumoral  cyanosis.  The  vagina  contained  a 
large  amount  of  clotted  blood;  it  was  free  from 
laceration  or  other  lesion.  The  cervix  was  soft 
and  widely  dilated.  The  uterus  was  enlarged  to 
the  size  of  a two  to  three  months’  pregnancy, 
and  was  soft  and  boggy  in  consistency.  The 
uterine  cavity  was  filled  with  clotted  blood. 

Treatment  and  Course  in  the  Hospital 

Immediate  management  consisted  of  the 
intravenous  administration  of  dextran  and 
preparations  for  whole  blood  transfusion.  Pit- 
ocin  and  methergine  were  given  for  oxytocic 
stimulation,  but  without  success.  About  ten 
minutes  after  the  patient  reached  the  ward, 
circumoral  cyanosis  had  become  extremely 
marked,  and  there  were  signs  of  air  hunger. 
Oxygen  was  administered  by  mask,  and  whole 
blood  was  administered  under  pressure.  Fifteen 
minutes  later,  uterine  curettage  was  done,  and 
a very  small  amount  of  retained  placental  tissue 
was  removed  from  the  posterior  uterine  wall. 
After  the  curettage,  hemorrhage  continued  as 
before;  there  was  no  contraction  of  the  uterus, 
and  the  amount  of  bleeding  was  such  that 
blood  could  not  be  replaced  as  fast  as  it  was 
being  lost.  Uterine  massage,  exhibition  of 
oxytocics,  and  administration  of  a hot  saline 
intrauterine  douche  all  failed  to  improve  the 
situation. 

At  9:00  P.M.,  an  emergency  abdominal 


hysterectomy  was  performed.  By  10:02  P.M., 
when  the  operation  was  over,  the  patient  had 
received  a total  of  16  units  of  whole  blood. 
During  the  hysterectomy,  bleeding  occurred 
from  a small  laceration  in  the  friable  tissues 
around  the  vaginal  cuff,  and  it  was  noted  at 
this  point  that  the  blood  lost  did  not  clot. 
Hemostasis  by  ligature  was  apparently  success- 
ful for  a time,  but  after  the  abdomen  had  been 
closed,  vaginal  bleeding  persisted.  A vaginal 
speculum  was  inserted,  and  a small  laceration 
in  the  area  of  the  cuff  was  sutured;  bleeding 
then  was  seen  to  occur  from  the  points  of 
insertion  of  the  ligature.  A pack  placed  in  the 
vagina  was  soon  saturated  with  blood.  Rein- 
spection of  the  vagina  showed  only  multiple 
areas  of  bleeding  from  the  cuff  margins;  there 
was  no  specific  major  bleeding  point.  At  this 
time,  it  was  noted  that  similar  bleeding  was 
occurring  from  the  edges  of  the  abdominal 
incision.  The  bleeding  tendency  was  not  modi- 
fied in  any  way  by  the  administration  of  seven 
grams  of  fibrinogen.  The  blood  pressure  con- 
tinued unobtainable,  and  the  administration  of 
Vasoxyl  and  Levophed  failed  to  elevate  it. 

During  the  ensuing  six  hours,  the  patient 
lost  consciousness  and  her  breathing  became 
labored.  The  chest  was  clear  to  auscultation. 
Oozing  continued  from  all  traumatized  sur- 
faces, including  needle  puncture  marks.  The 
pulse  rate  remained  at  160  until  4:45  A.M., 
when  gallop  rhythm  developed  and  the  patient 
expired.  Permission  for  autopsy  was  refused. 

Discussion 

Thomas  D.  Stevenson,  M.D. 

Examination  of  the  blood  following  the  on- 
set of  the  hemorrhagic  diathesis  following  the 
hysterectomy  showed  that  the  blood  was  totally 
incoagulable.  The  addition  of  an  excess  of 
thrombin  to  the  blood  did  not  result  in  clot 
formation.  The  addition  of  fibrinogen,  however, 
resulted  in  prompt  clotting  of  the  patient’s 
blood  in  vitro.  These  studies  showed  that  the 
basic  defect  in  hemostasis  was  a deficiency  of 
fibrinogen.  The  mechanism  of  the  hypofibrino- 
genemia  in  this  particular  instance  is  not  entire- 
ly clear,  but  it  would  seem  unlikely  that  the 
(Continued  on  Page  971) 
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ACHIOMVCIN 

Tetracycline  Lederle 
for  prophylaxis  and  treatment  of 

obstetric  infections 


Posner  and  his  colleagues*  have  reported  on 
the  use  of  tetracycline  (Achromycin)  in  96 
cases  of  obstetric  complications,  including 
unsterile  delivery,  premature  rupture  of  the 
membranes,  endometritis,  parametritis,  and 
other  conditions.  They  conclude  that  this 
antibiotic  is  ideally  suited  for  these  uses. 

Other  investigators  have  shown  Achromycin 
to  be  equally  useful  in  surgery  and  gynecology 
and  virtually  every  other  field  of  medicine. 
This  outstanding  antibiotic  is  effective  against 
a wide  variety  of  infections.  It  difl'uses  and 
penetrates  rapidly  to  provide  prompt  control 
of  infection.  Side  effects,  if  any,  are  negligible. 

Every  gram  of  Achromycin  is  made*  in 
Lederle’s  own  laboratories  and  offered  only 
under  the  Lederle  label — your  assurance  of 
quality.  It  is  available  in  a complete  line  of 
dosage  forms,  including 

ACHROMYCIN  SF 

Achromycin  with  Stress  Formula  Vita- 
mins. Attacks  the  infection,  bolsters  the 
patient’s  natural  defenses,  thereby  speeds 
recovery.  Especially  useful  in  severe  or  pro- 
longed illness.  Stress  formula  as  suggested  by 
the  National  Research  Council. 

SF  Capsules,  250  mg. 

SF  Oral  Suspension,  125  mg.  per  tea- 
spoonful (5  cc.) 


For  more  rapid  and  complete  absorp- 
tion. Offered  only  by  Lederle! 


jniled  sealed  capsules 


^Posner,  A.  C.,  et  a!.;  Further  Observations  on  the  Use  of  Tetra- 
cycline Hydrochloride  in  Prophylaxis  and  Treatment  of  Obstetric 
Infections,  Antibiotics  Annual  1954-55,  pp,  594-598. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 

*ReO.  U.S.  PAT.  OFF. 


PHOTO  DATA:  SPEED  GRAPHIC  CAMERA, 
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AUTOMOBILE  SAFETY 


% Y 7HEN  CAN  WE  control  a foremost  killer 

YY  in  our  age?  We  have  major  and  ever 
increasing  drives  for  funds  to  abolish 
the  dread  ravages  of  disease  and  blightly  watch 
a foremost  reaper  take  an  ever  increasing  toll 
of  life  and  limb. 

The  rapidity  of  disaster  is  frightening,  a 
momentary  lack  of  attention  or  indecision  can 
and  frequently  does  turn  loose  a ton  and  a half 
monster  capable  of  great  destruction.  It  is  a 
known  fact  that  a pilot  on  an  airliner  requires 
at  least  a mile  to  avoid  a crash  with  an  ap- 
proaching plane,  and  it  seems  as  though  auto- 
mobiles are  rapidly  approaching  the  same  fate. 

It  seems  more  and  more  time  is  required  in 
repairing  minor  and  major  injury  produced  by 
automobile  crashes,  a type  of  injury  that  is 
both  time  consuming  and  tension  producing, 
and  proves  to  upset  any  attempt  at  order. 

With  the  advent  of  the  state  and  national 
subsidized  superhighway  system,  the  proba- 
bility of  excessive  speeds  apparently  attempting 
to  keep  up  with  the  speed  of  aircrafts,  there  is 
certainly  a pressing  and  urgent  need  for  newer 
and  better  safety  devices  if  humans  are  ex- 
pected to  survive  the  sudden  stops  associated 
with  crashes  of  the  car  to  car,  car  to  tree 
variety,  and  car  to  whatever  may  be  ahead  of 
an  uncontrolled  vehicle. 

Can  the  problem  be  controlled?  Some  im- 
provement has  already  been  effected  through 
efforts  largely  by  organized  medical  groups. 
There  are  studies  for  determining  the  type  and 


severity  of  injury  to  be  expected  and  for  safety 
features  to  decrease  the  injury.  However,  they 
are  too  slowly  received  by  the  great  number  of 
automobile  owners.  Eye  catching  lines,  style, 
and  tremendous  horsepower  are  much  more 
important  than  are  safety  features.  Drivers 
must  be  educated,  voluntarily  and  forcibly, 
when  necessary,  as  to  their  responsibility. 
Mandatory  schools  for  accident  prone  drivers, 
more  rigid  physical  qualifications  and  enforce- 
ment are  certainly  needed,  as  now  a person 
incapable  of  even  walking  may  drive  an  auto- 
mobile whenever  he  desires. 

Mechanical  features  are  secondary  to  the 
human  element  but  are  necessary  if  the  toll  of 
death  and  destruction  is  to  be  reduced.  Control 
of  airborne  craft  is  and  has  been  for  a number 
of  years  a reality.  Surely  the  need  for  added  and 
increasing  safety  features  in  automobiles  is 
clear. 

We,  as  physicians,  can  do  much  as  individu- 
als in  our  daily  contacts  to  further  the  use  of 
safety  devices,  as  seat  belts,  padded  crash 
panels,  safety  doors  for  automobiles.  Rarely  a 
day  passes  that  I am  not  requested  to  express 
an  opinion  on  these  “newer  life  savers.” 

Our  state  and  national  organizations  can  go 
even  further  in  advocating  the  use  of  safety 
factors  as  many  individuals  do  not  feel  that 
these  added  safety  devices  are  really  helpful  in 
reducing  the  severity  of  injury  in  cases  of 
collision. 

John  J.  Sonne 


EXCISION  OF  THE  RECTUM:  TWO  TEAM  TECHNIC 


ON  THE  SEVENTH  of  January  1907 
William  E.  Miles  of  London  performed 
the  first  planned  radical  operation  for 
excision  of  the  rectum  and  lower  colon.  This 
operation  consisted  of  removal  in  one  piece  of 
a segment  of  colon,  the  rectum,  and  a wide 
area  of  mesentery  harboring  the  lymphatic 
vessels  and  nodes  that  drained  the  rectum  and 


lower  colon.  This  necessitated  a permanent 
colostomy.  Before  performing  such  a radical 
operation  Miles  had  studied  thoroughly  the 
structure  of  the  lymphatic  vessels  and  nodes 
of  the  rectum  and  adjacent  areas  and  the 
metastatic  spread  of  rectal  diseases.  By  means 
of  his  studies  of  the  anatomy  and  pathology  of 
cancer  of  the  rectum.  Miles  placed  the  treat- 
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ment  upon  sound  basis  just  as  Halsted  had 
done  years  previously  for  cancer  of  the  breast. 
Since  then  many  others  have  confirmed  Miles’ 
studies  and  the  operation  of  abdominoperineal 
excision  of  the  rectum  and  lower  colon  often 
called  the  Miles  operation  is  the  best  treatment 
for  this  disease  which  without  operation  is 
lethal,  dreadfully  painful  and  offensive. 

Miles  performed  the  abdominal  and  perineal 
portions  of  the  operation  in  one  stage.  He  did 
the  abdominal  part  first,  pushed  the  liberated 
colon  into  the  pelvis,  sutured  the  pelvic  peri- 
toneum above  it,  closed  the  abdominal  wall 
and  turned  the  patient  upon  his  side  in  the 
lateral  Sims  position  and  removed  the  anus, 
rectum  and  colon  through  the  perineum.  Other 
surgeons  would  turn  the  patient  to  the  prone 
position  for  the  perineal  part  of  the  operation, 
as  this  afforded  a better  view  of  the  structures 
and  was  easier  technically.  The  turning  of  the 
patient  either  upon  the  side  or  to  the  prone 
position  nearly  always  resulted  in  a marked 
and  often  serious  drop  in  blood  pressure.  Be- 
cause of  the  drop  in  blood  pressure  some  sur- 
geons would  perform  the  perineal  portion  of 
the  operation  with  the  patient  in  the  lithotomy 
position  in  which  the  body  is  supine  with  the 
legs  elevated  and  the  buttocks  at  the  lower  edge 
of  the  table.  This  was  a definite  improvement 
though  it  still  necessitated  suturing  the  pelvic 
peritoneum  over  the  liberated  colon  during  the 
abdominal  part  of  the  operation  with  change 
of  position  and  draping  for  the  perineal  part. 
Though  there  was  no  appreciable  frequency  of 
lowering  of  the  blood  pressure  in  changing  to 
the  lithotomy  position  there  was  a tendency  to 
interference  with  respiration  when  the  thighs 
were  flexed  acutely  particularly  if  the  patient 
was  obese. 

To  obviate  the  difficulties  of  dividing  one 
operation  into  two  parts  with  the  undesirable 
features  just  enumerated  Lloyd-Davies  of  Eng- 
land in  1938  advocated  and  performed  the 
Miles  operation  employing  two  teams  of  sur- 
geons, the  abdominal  and  perineal  portions 
being  executed  simultaneously.  Only  one  drap- 
ing and  one  positioning  of  the  patient  was 
necessary  as  the  patient  was  placed  in  a modi- 
fied lithotomy  position  at  the  beginning  of  the 
operation  with  the  thighs  slightly  flexed  and 
abducted  with  the  knees  supported  in  crutches 
fastened  to  the  lower  end  of  the  table.  The 
perineal  portion  was  not  started  until  the  infer- 
ior mesenteric  artery  had  been  ligated  as  it 


was  soon  learned  by  experience  that  there  was 
less  tendency  to  shock  than  when  the  two  parts 
were  started  at  the  same  time.  With  two  teams 
operating  at  one  time,  less  time  was  consumed, 
the  structures  in  the  depths  of  the  pelvis  were 
more  readily  and  clearly  exposed,  the  closure 
of  the  pelvic  peritoneum  was  done  with  less 
tension  and  greater  ease,  and  there  was  defi- 
nitely less  tendency  to  elevation  of  the  pulse 
rate  and  depression  of  the  blood  pressure.  The 
execution  of  the  abdominal  part  was  not  ham- 
pered by  having  thighs  flexed  and  abducted. 
Laufman,  Bettman,  Flint,  Dragstedt  and  others 
in  this  country  have  used  this  method  and  con- 
firmed Lloyd-Davies’  findings  and  conclusions. 

We  have  now  performed  the  two-team  one- 
drape  and  one-position  operation  a sufficient 
number  of  times  to  endorse  it  and  recommend 
it  to  other  surgeons.  If  desired,  great  lengths 
of  colon  can  be  removed  even  to  the  mid-trans- 
verse  region  or  beyond  which  would  be  impos- 
sible by  the  older  method  without  two  divisions 
of  the  colon  as  the  segment  would  be  too  large 
to  push  in  the  pelvis  even  temporarily.  In  the 
past,  several  attempts  have  been  made  to  per- 
form the  perineal  part  first  and  though  it  can 
be  done,  it  was  proven  unsatisfactory  as  there 
is  less  bleeding  and  technical  difficulty  when 
the  rectum  is  mobilized  and  blood  supply  con- 
trolled from  above  before  beginning  proctec- 
tomy. The  thighs  should  not  be  flexed  acutely 
but  should  be  abducted  widely.  A self-retaining 
catheter  can  be  brought  over  the  right  thigh 
without  entering  the  field  prepared  for  the 
operation.  Special  care  should  be  taken  to  pad 
the  crutches  to  prevent  pressure  upon  the 
peroneal  nerve. 

Malcom  Thompson,  M.D. 

Blaine  Lewis,  M.D. 

Case  Discussion 

[Continued  from  Page  967) 

hypofibrinogenemia  is  related  in  any  more  than 
a casual  way  to  the  excessive  postpartum  bleed- 
ing. The  appearance  of  hypofibrinogenemia 
associated  with  abruptio  placentae  and  septic 
abortions,  has  recently  been  described.  Such  an 
episode,  however,  has  not  been  documented  as 
occurring  subsequent  to  delayed  postpartum 
hemorrhage.  It  is  most  likely  that  the  mechan- 
ism in  this  particular  situation  was  the  activa- 
tion of  a normal  fibrinolysin  by  the  prolonged 
severe  hemorrhagic  shock.  The  latter  must  be 
presumed  to  be  the  cause  of  death. 
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ORGANIZATION  SECTION 


Covington  Surgeon  Named 
KSMA  President-Elect 

Edward  B.  Mersch,  M.D.,  KSMA  councilor  since 
1948,  was  named  president-elect  of  the  Association  on 
Wednesday  evening.  September 
19,  by  the  House  of  Delegates 
during  the  1956  Annual  Meet- 
ing in  Louisville. 

Dr.  Mersch  is  a native  of 
Covington  and  a graduate  of 
the  University  of  Cincinnati 
Medical  School  in  the  class  of 
1935.  His  undergraduate  work 
was  completed  at  Xavier  Uni- 
versity, Cincinnati.  From  1936 
to  1939  he  served  a surgical 
residency  at  Louisville  General  Hospital. 

He  is  past  president  of  the  medical  staff  of  St. 
Elizabeth  Hospital,  Covington,  and  past  president  of 
the  Covington  Lion's  Club. 

Dr.  Mersch  has  performed  able  service  on  many 
KSMA  committees.  He  is  a fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Southern 
Medical  Association,  Southeastern  Surgical  Congress 
and  the  American  Medical  Association. 

Karl  Winter,  M.D.,  Louisville,  (Central),  Carl 
Norfleet.  M.D..  Somerset  (Eastern)  and  Charles 
Yancy,  M.D.,  Hopkinsville  (Western),  were  chosen 
vice-presidents  of  the  Association. 

Woodford  B.  Troutman,  M.D.,  Louisville,  who  has 
been  serving  as  secretary-pro  tern  since  Feb.  1,  1956, 
was  elected  secretary.  Dr.  Troutman  will  fill  out  the 
two-year  term  of  office. 

Ky.  Rural  Health  Council  Plans 
for  National  Conference 

"Real  Kentucky  hospitality”  is  planned  for  visitors 
to  the  1957  National  Conference  on  Rural  Health, 
according  to  Wyatt  Norvell,  M.D.,  New  Castle,  chair- 
man of  the  KSMA  Committee  on  Rural  Health  and 
of  the  Kentucky  Rural  Health  Council.  The  Confer- 
ence wHl  convene  at  the  Brown  Hotel  in  Louisville, 
March  7-9. 

Aubrey  Gates,  Little  Rock.  Ark.,  AM  A field  di- 
rector for  the  Rural  Health  Council,  in  speaking  to 
the  Kentucky  Council  at  a luncheon  meeting  at  the 
Brown  on  October  16,  evaluated  Conference  objec- 
tives and  outlined  a tentative  program  for  the  March 
meet.  Suggestions  on  arrangements,  attendance  and 
entertainment  were  offered  by  the  Council  members, 
who  have  committed  their  efforts  tow'ard  the  success 
of  the  national  convention. 


The  importance  of  every  Kentucky  doctor  of  medi- 
cine lending  his  support  to  the  Conference  was  empha- 
sized at  a meeting  of  the  KSMA  Rural  Health  Com- 
mittee preceding  the  Council  session.  “All  members 
are  asked  to  urge  laymen  to  attend  and  participate,” 
said  Dr.  Norvell. 

Dr.  Norvell  also  presided  at  the  Council’s  luncheon 
meeting,  which  was  attended  by  27  representatives  of 
organizations  interested  in  improving  rural  health. 

Dr.  Mahaffey  to  Head  Council 
Dr.  Toomey  is  Vice-Chairman 

Hugh  Mahaffey,  M.D.,  Richmond,  Eleventh  Dis- 
trict Councilor  since  1951,  was  elected  chairman  of 
the  KSMA  Council  at  the  an- 
nual reorganization  meeting 
held  during  the  recent  annual 
assembly.  He  succeeds  J.  Ver- 
non Pace,  M.D.,  Paducah. 

Dr.  Mahaffey  is  on  the  staff 
of  the  Pattie  A.  Clay  Infirmary, 
Richmond,  and  the  Berea  Col- 
lege Hospital,  Berea.  A gradu- 
ate of  the  U.  of  L.  School  of 

HUGH  MAHAFFEY  Medicine  in  1928,  Dr.  Mahaffey 
Richmond  holds  membership  in  the  Ken- 

tucky Surgical  Society  and  the  Kentucky  Chapter, 
American  College  of  Surgeons.  He  has  been  active  in 
KSMA  affairs,  including  service  on  the  executive 
committee. 

L.  O.  Toomey,  M.D.,  Bowling  Green,  Sixth  Dis- 
trict councilor,  was  elected  vice-chairman  to  succeed 
Delmas  M.  Clardy,  M.D.  Dr.  Toomey  was  graduated 
from  the  U.  of  L.  School  of  Medicine  in  1930  and  is 
a member  of  the  Kentucky  Chapter  of  the  American 
College  of  Chest  Physicians. 

Re-elected  to  the  Council  from  their  respective 
districts  for  three-year  terms  were  Dr.  Pace,  First  Dis- 
trict; W.  Keith  Crume,  M.D.,  Bardstown,  Fourth; 
Garnett  J.  Sweeney,  M.D.,  Liberty,  Twelfth.  Ralph 
Lynn,  M.D.,  Elkton,  was  elected  to  represent  the 
Third  District,  succeeding  Dr.  Clardy,  and  Charles 
Rutledge,  M.D.,  Hazard,  the  Fourteenth,  to  succeed 
John  Archer,  M.  D.,  Prestonsburg. 

Five  members  are  elected  each  year  for  a three- 
year  term  to  the  15  district  Council. 

Woman’s  Auxiliary  groups  are  being  urged  to  see 

that  copies  of  the  AMA  health  magazine  are  placed 
in  the  office  of  every  physician  and  dentist.  This  is  in 
keeping  with  the  1956-57  national  campaign  theme  of 
"Increased  Reception  Room  Readership.” 


EDW.  B.  MERSCH 
Covington 
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Honor  Awards  Presented  to 
Drs.  Molony  and  Coleman 

The  1956  honor  award,  presented  annually  for 
distinguished  service,  was  received  by  Joseph  T. 

Molony,  M.D.,  Coving- 
ton. Honored  as  Ken- 
tucky's outstanding  gen- 
eral practitioner  of  the 
year  was  J.  T.  Coleman. 
M.D.,  Frankfort.  Presen- 
tations were  made  Sept. 
20  in  Louisville  on  the 
final  day  of  the  Annual 
Meeting. 

Dr.  Molony,  twelfth 
recipient  of  the  Associa- 
tion's service  award,  was 
recognized  for  his  ad- 
vancement in  obstetrical 
practice  in  Northern  Kentucky  . He  organized  the 
obstetrics  department  at  St.  Elizabeth's  Hospital,  Cov- 
ington, where  he  was  .staff  president  in  1941.  He  has 
been  recognized  several  times  as  having  delivered 
more  babies  in  a year  than  any  other  doctor  in  the 
State. 


A graduate  of  the  University  of  Cincinnati  Medi- 
cal School,  Dr.  Molony  is  a founding  fellow  of  the 
American  College  of  Obstetrics  and  Surgery.  He 
formerly  served  as  a KSMA  vice-president.  His  home 
is  in  South  Hills,  a Covington  suburb,  where  he  is 
active  as  a City  trustee. 

It  was  not  possible  for  Dr.  Molony  to  be  present 
Thursday  morning.  Sept.  20,  during  the  Annual 
Meeting  at  the  time  the  awards  were  presented. 

Dr.  Coleman  was  cited  for  his  civic  and  welfare 
activity  as  well  as  his  medical  practice,  much  of 
which  has  been  of  a charitable  nature.  Coming  to 
Frankfort  in  1913,  he  has  delivered  more  than  4,500 
babies  during  his  half-century-plus  of  general  prac- 
tice. In  addition,  he  has  been  active  in  the  City's 
governmental  affairs,  having  served  as  mayor  for  16 
years. 

Under  his  leadership,  Frankfort  built  a large  hous- 
ing project;  bought  its  own  light-and-water  company, 
instituted  Civil  Service  for  City  employees,  and  set 
up  planning  and  zoning  laws.  Dr.  Coleman  has 
served  as  Franklin  County  coroner  and  as  president 
of  the  Kentucky  Municipal  League  which  he  helped 
to  organize  in  1929.  A native  of  Kenton  County,  he 
was  graduated  in  1907  from  the  University  of  Louis- 
ville Medical  School. 


JOSEPH  T.  MOLONY 


C.  T.  Coleman,  M.D.,  Frankfort  physician  and  civic  leader,  receives  the  KSMA  1956  Outstanding  General 
Practitioner  Award  and  congratulations  from  KSMA  President  R.  R.  Slucher,  M.D.,  and  Secretary  W.  B.  Trout- 
man, M.D.  Presentation  was  made  on  September  20  during  the  Annual  Meeting. 
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House  Acts  on  “Medicare” 

Fee  Schedule 

Perhaps  the  most  controversial  discussion  of  the 
1956  sessions  of  the  House  of  Delegates,  in  the  opin- 
ion of  many  KSMA  officials,  was  the  so-called  “Medi- 
care Program,"  providing  for  medical  care  for  de- 
pendents of  military  personnel. 

Late  in  May  Public  Law  569,  84th  Congress,  was 
enacted.  This  Act  called  for  a federally  financed  pro- 
gram to  provide  medical  care  for  “the  lawful  wife, 
children  under  21.  parents  and  parents-in-law  if  de- 
pendent for  over  half  of  their  support,  widows  and 
the  dependent  children  of  deceased  members’’  of 
service  personnel. 

Services  included  under  the  new  law  are  diagnoses, 
care  for  acute  medical  and  surgical  conditions,  con- 
tagious diseases,  immunizations,  maternity  and  infant 
care,  and  dental  care. 

A special  KSMA  committee  was  appointed  by  the 
Council  to  work  with  the  AMA  and  the  Defense  De- 
partment in  implementing  the  program  in  the  State 
of  Kentucky.  As  the  law  becomes  effective  on  Decem- 
ber 8,  1956,  the  Defense  Department  has  urgently 
requested  that  the  fee  schedule,  covering  some  200 
basic  procedures,  be  presented  on  or  before  October 
1. 

A special  committee  headed  by  Robertson  O.  Jop- 
lin, M.D.,  Louisville,  made  its  recommendation  for 
this  schedule  and  for  the  implementing  of  the  pro- 
gram at  the  September  17  meeting  of  the  Council, 
which  in  turn  passed  the  recommendation  on  to  the 
House  of  Delegates. 

With  some  slight  revisions,  the  House  accepted  the 


recommendations.  A complete  copy  of  the  recom- 
mendations and  the  fee  schedule  is  on  file  at  the 
Headquarters  office.  Any  member  wishing  to  review 
the  action  of  the  House  is  welcome  to  do  so. 

Other  members  of  the  Joplin  committee  include 
Delmas  M.  Clardy,  M.D.,  Hopkinsville,  Thomas  O. 
Meredith,  M.D.,  Harrodsburg,  W.  Vinson  Pierce, 
M.D.,  Covington,  and  Gaithel  L.  Simpson,  M.D., 
Greenville. 

Medicare  Directive  Signed 

Defense  Secretary  Wilson  has  signed  a directive  to 
permit  the  dependents  of  servicemen  to  receive  low- 
cost  medical  care  in  civilian  hospitals,  according  to 
published  reports  as  we  meet  our  deadline. 

The  new  law  limits  the  service  to  a payment  of 
either  $25  or  an  amount  equivalent  to  the  subsistence 
charge  of  $1.75  per  day,  whichever  is  greater. 

New  Commission  to  Study 
Needs  of  Indigents 

Russell  Teague,  M.D.,  Commissioner  of  Health, 
has  been  appointed  chairman  of  a newly-appointed 
Commission  on  Indigent  Care.  The  group  will  study 
medical  and  hospital  needs  of  indigent  Kentuckians 
and  report  on  their  findings  by  Sept.  1,  1957. 

The  KSMA  will  cooperate  with  the  program,  along 
with  representatives  of  the  Legislative  Research  Com- 
mission, the  Departments  of  Economic  Security,  Wel- 
fare, and  Health,  and  the  State  Hospital,  Pharma- 
ceutical, Dental  and  Nursing  Association. 

(Continued  on  Page  976) 


The  State  Board  of  Health  table  at  the  KSMA  President’s  Luncheon  on  September  19,  included  Russell  E. 
Teague,  M.D.,  State  Health  Commissioner  and  secretary  to  the  Board  (fourth  from  left  facing  camera),  who 
introduced  others  at  the  table  (from  Dr.  Teague’s  left,  reading  clockwise)  Carl  H.  Eortune,  M.D.,  Lexington, 
member;  Fred  S.  Townsend.  Ph.G.,  London,  member;  William  A.  Lamkin,  Jr.,  Louisville,  attorney  for  the 
board;  William  F.  Lamb,  M.D.,  Louisville,  deputy  commissioner;  R.  W.  Robertson,  M.D.,  Paducah,  member; 
A.  P.  Markendorf.  Louisville,  assistant  to  the  commissioner;  John  P.  Godfrey,  Jr.,  Louisville,  attorney  to  board; 
Mrs.  Ray  Wunderlich,  supervisor  for  medical  licensure;  Fred  Moberly,  M.D.,  Lexington,  member;  Carl  J. 
Johnson,  D.  O.,  Louisville,  member;  and  Thomas  P.  Leonard,  M.D.,  Frankfort,  vice  president  of  the  board. 
Not  shown  is  E.  M.  Howard,  M.D.,  Harlan,  president  of  the  board,  who  sat  at  the  speaker’s  table  with  KSMA 
past  presidents.  Dr.  Howard  introduced  Dr.  Teague. 
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A RESEARCH  MILESTONE 


Nilevar 


(BRAND  OF  NORETHANDROLONE) 


Searle’s  New  and  Practical  Steroid 
Specifically  for  Protein  Tissue  Building 


It  has  long  been  recognized  that  a substance 
which  would  promote  protein  anabolism  would 
be  of  inestimable  value  in  therapy.  The  andro- 
gens have  this  property,  but  unfortunately  they 
also  exert  actions  on  secondary  sex  characteris- 
tics. These  effects  are  commonly  undesirable  in 
therapeutic  programs. 

THE  FIRST  STEROID  WITH  ANABOLIC  SPECIFICITY  — 

Nilevar,  the  newest  Searle  Research  develop- 
ment, therefore,  meets  a long  desired  clinical 
need  because  Nilevar  presents  the  first  steroid 
primarily  anabolic  for  protein  synthesis.  More- 
over, Nilevar  is  without  prominent  androgenic 
effects  (only  about  one-sixteenth  of  that  exerted 
by  the  androgens). 

CH3 

I 
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OBJECTIVE  AND  SUBJECTIVE  RESPONSE  — Orally  ef- 
fective, Nilevar  therapy  is  characterized  by  re- 
tention of  nitrogen,  potassium,  phosphorus  and 
other  electrolytes  in  ratios  indicative  of  protein 
anabolism.  Moreover,  subjectively  the  patient 
observes  an  increase  in  appetite  and  sense  of 
well-being. 

WELL  TOLERATED  — Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic 
effects  after  six  months  of  continuous  adminis- 
tration of  high  dosages.  Nilevar  should  not  be  ad- 
ministered to  patients  with  prostatic  carcinoma. 
Nausea  or  edema  may  be  encountered  infre- 
quently. Slight  androgenicity  may  be  evidenced 
on  high  dosage  or  in  particularly  responsive 
individuals. 

MAJOR  INDICATIONS— Preparation  for  and  recov- 
ery from  surgery;  supportive  treatment  of  serious 
illnesses  (pneumonia,  poliomyelitis,  carcinomato- 
sis, tuberculosis);  recovery  from  severe  trauma 
and  burns;  decubitus  ulcers;  care  of  premature 
infants. 

DOSAGE— The  daily  adult  dose  is  three  to  five 
Nilevar  tablets  (30  to  50  mg.)  but  up  to  100  mg. 
may  be  administered.  For  children  the  average 
daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight;  individual  dosages  depend  on  need  and 
response  to  therapy. 

SUPPLY  — Nilevar  is  available  in  uncoated,  un- 
scored tablets  of  10  mg.  G.  D.  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 

♦Trademark  of  G.  D.  Searle  & Co. 
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William  L.  McGrath,  Cincinnati,  guest  speaker  at 
the  President's  Luncheon,  warns  that  “Communism 
has  invaded  the  ILO.”  The  U.S.  employer  delegate 
to  the  labor  conference  at  Geneva,  Switzerland,  is  an 
Ohio  heating  firm  executive. 

McGrath,  Past  Presidents 
Share  Luncheon  Program 

A warning  of  creeping  “socialism”  in  the  ILO 
held  the  rapt  attention  of  more  than  300  KSMA 
members  and  their  guests  at  the  annual  president’s 
luncheon,  September  19,  at  the  Brown  Hotel. 

William  L.  McGrath,  Cincinnati  heating  firm  presi- 
dent and  employer  delegate  to  the  ILO  at  Geneva, 
Switzerland,  spoke  to  the  Roof  Garden  assembly. 

Prior  to  the  speaker’s  introduction,  KSMA  Presi- 
dent Gant  Gaither,  M.D.,  Hopkinsville,  recognized 
guests  at  the  three  honor  tables,  including  Associa- 
tion officers,  the  assembly  of  past  presidents,  and 
members  of  the  State  Board  of  Health. 

Changing  the  pace  from  Kentucky  medical  affilia- 
tions to  international  labor  activities,  McGrath 
charged  that  this  year’s  amendments  to  the  Social 
Security  law — the  reduction  of  women’s  retirement 
age  from  65  to  62  and  the  provision  for  retirement 
benefits  to  disabled  workers  at  age  50 — sprang  di- 
rectly from  proposals  of  the  “socialistic”  International 
Labor  Organization.  He  called  the  amendments  the 
“biggest  giveaway  program  ever  devised.” 

Attending  the  annual  luncheon  for  the  first  time 
was  representation  from  the  new  University  of  Ken- 
tucky School  of  Medicine  at  Lexington.  William  R. 
Willard,  M.D.,  formerly  of  Syracuse,  New  York, 
who  was  recently  appointed  dean  of  the  new  school, 
expressed  his  pleasure  in  participating  in  this  KSMA 
function. 
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Dr.  Sparks  Succeeds  Dr.  Vance 
as  Speaker  of  the  House 

Clyde  C.  Sparks,  M.D.,  Ashland,  past  KSMA 
president  and  former  chairman  of  the  Council,  was 
elected  to  serve  a three-year  term  as  Speaker  of  the 
House  of  Delefates  at  the  gov- 
erning body’s  final  session  on 
September  19. 

Dr.  Sparks  succeeds  Charles 
A.  Vance,  M.D.,  Lexington, 
who  was  the  second  to  hold 
the  office  of  Speaker  since  the 
reorganization  of  procedure  in 
the  House  of  Delegates. 

A fellow  of  the  American 
College  of  Surgeons,  Dr.  Sparks  is  councilor  for 
Kentucky  for  the  Southeastern  Surgical  Congress 
and  a member  of  the  Kentucky  Surgical  Society. 

George  Pedigo,  M.D.,  Louisville,  succeeds  E.  W. 
Jackson,  M.D.,  Paducah,  as  vice  speaker.  Dr.  Pedigo, 
who  is  active  in  the  Jefferson  County  Medical  Society, 
has  served  on  the  KSMA  committee  on  public  in- 
formation and  service,  and  also  as  a member  of  the 
Board  of  Consultants  for  the  Journal  of  the  KSMA. 

Dr.  Aud  Named  Editor  in  New 
Organizational  Setup 

Guy  Aud,  M.D.,  Louisville,  was  elected  editor  of 
The  Journal  of  the  KSMA  by  the  Council  at  its  Sep- 
tember 20  reorganizational  meeting. 

Doctor  Aud,  who  was  KSMA  president  in  1947, 
has  served  the  past  several  years  as  chairman  of  the 
advisory  committee  to  the  editor  and  has  been  active 
in  policy  recommendations  that  have  been  made  con- 
cerning The  Journal. 

For  many  years  it  has  been  traditional  that  the 
editor  of  The  Journal  and  the  secretary  of  the  KSMA 
be  the  same  person.  However,  the  1956  sessions  of 
the  House  of  Delegates  acted  favorably  on  recom- 
mendations from  three  sources  calling  for  separation 
of  these  two  offices.  The  bylaws  were  thus  changed  to 
provide  that  the  editor  of  The  Journal  of  KSMA  be 
appointed  by  the  Council. 

Doctor  Aud  succeeds  W.  B.  Troutman,  M.D., 
Louisville,  who  served  as  secretary-editor  pro  tern 
from  February  1 to  the  Annual  Meeting.  Doctor 
Troutman  was  elected  following  the  resignation  of 
Bruce  Underwood,  M.D.,  who  was  secretary  and 
treasurer  of  the  Association  until  February  1956.  Dr. 
Troutman  was  elected  to  the  new  office  of  secretary. 


New  Commission  to  Study 
Needs  of  Indigents 

(Continued  from  Page  974) 

Included  in  Dr.  Teague’s  14-man  commission  are 
Keith  Smith,  M.D.,  Corbin,  G.  L.  Simpson,  M.D., 
Greenville,  and  Thomas  P.  Leonard,  M.D.,  Frankfort. 

Dr.  Simpson  was  chairman  of  a KSMA  committee 
that  published  a study  of  indigent  medical  care  in 
Kentucky  in  1955. 
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Dr.  Bell  Succeeds  Dr.  Goldstein 
as  Psychiatric  Head 

John  Bell,  M.D.,  Louisville,  was  elected  president 
of  the  Kentucky  Psychiatric  Association  at  a meeting 
held  September  19  in  Louisville.  He  succeeds  Joseph 
Goldstein,  M.D.,  Louisville. 

James  Lowry,  M.D.,  medical  director  of  the  U.  S. 
Public  Health  Service  Hospital  at  Lexington,  was 
named  vice-president  and  Logan  Gragg,  M.D.,  super- 
intendent of  Eastern  State  Hospital,  Lexington,  secre- 
tary-treasurer. E.  E.  Landis,  M.D.,  Louisville,  was 
elected  as  delegate  to  the  American  Psychiatric  As- 
sociation assembly.  The  KSA  was  organized  in  1938. 


Richard  R.  Slucher,  M.D.,  Louisville  (left),  in 
keeping  with  KSMA  tradition,  presents  retiring  presi- 
dent Gant  Gaither,  M.D.,  Hopkinsville,  with  the  past 
president's  key  and  congratulations  following  the 
former’s  installation  as  KSMA  president. 


Good  Attendance  Recorded 
at  Annual  Meeting 

Fair  skies  and  promising  program  attractions  drew 
a near-record  attendance  to  the  1956  Annual  Meeting 
in  Louisville,  September  18-20.  A total  of  1,885  per- 
sons registered  during  the  three-day  session,  including: 


Members 

923 

Guest  Physicians 

157 

Guests 

108 

Exhibitors 

218 

Interns-Residents 

105 

Registered  Nurses 

15 

Medical  Students 

305 

Technicians,  office 
assistants,  etc. 

54 

The  registered  KSMA  membership  of  923  was  near 
last  year's  record  high  of  938.  From  a total  possible 
attendance  of  1977  KSMA  members,  the  current 
registration  reveals  that  46.7  per  cent  was  present 
during  the  three-day  gathering.  This  percentage  is 
well  above  the  national  average  for  similar  meetings. 


In  addition  to  the  KSMA  members  meeting  at  the 
Columbia  auditorium,  a total  of  225  registered  for  the 
Women’s  Auxiliary  Meeting  convening  at  the  same 
time  at  the  Brown  Hotel.  This  marked  an  increase 
over  last  year’s  WA  registration  of  216. 

Retiring  President  Gant  Gaither  expressed  his 
pleasure  at  the  large  attendance  and  interest  shown 
in  program  offerings. 


Auxiliary  Elects  Officers 

Mrs.  Charles  Stacy,  Pineville,  was  installed  as  presi- 
dent of  the  Women’s  Auxiliary  to  KSMA  at  a post- 
convention board  breakfast  held  September  20  in 
Louisville. 

Officers  elected  at  this  meeting  were:  Mrs.  J.  An- 
drew Bowen,  Louisville,  president-elect;  Mrs.  William 
Cloyd,  Richmond,  Mrs.  William  Cartmell,  Maysville, 
Mrs.  G.  B.  Froage,  Paducah,  and  Mrs.  C.  B.  Johnson, 
Russell,  vice  presidents;  Mrs.  B.  T.  Harris,  Lexington, 
treasurer;  Mrs.  J.  O.  Mattocks,  Carrollton,  recording 
secretary,  and  Mrs.  Clarence  Hicks,  Middlesboro, 
corresponding  secretary. 


Student  AMA 


As  a student  works  through  his  four  years  of  medi- 
cal school,  he  becomes  the  environmental  product  of 
constant  contact  with  his  faculty.  He  works  with  men 
after  whom  he  must  mould  himself  at  least  at  first. 

After  the  academic  courses  have  been  mostly  com- 
pleted, that  part  of  our  training  which  makes  us 
polished  physicians  begins.  We  are  truly  indebted  to 
the  men  in  practice  who  donate  hours  of  their  time 
demonstrating  how  they  establish  friendly  interest  in 
the  patient,  inquire  sincerely  into  the  social  aspects 
of  the  patient’s  life,  and  modify  the  academic  regi- 
men of  therapy  to  comfortably  comply  with  the  pa- 
tient’s daily  schedule. 

Most  of  all,  we  must  thank  these  men  for  demon- 
strating the  importance  of  our  education  by  taking 
added  time  to  correct  our  procedures,  explain  our 
mistakes,  and  consider  our  opinions  individually. 
These  refinements  in  our  education  we  accept  with 
humility  and  appreciation.  May  we  endeavor  to  ac- 
commodate our  students  as  you  have  us. 

The  freshman  membership  drive  is  now  nearing 
completion. 

In  addition,  a general  survey  of  the  first  three 
classes  was  taken  to  establish  the  need  at  the  U.  of  L. 
Medical  School  for  a S.A.M.A.  Foundation.  The  sur- 
vey was  quite  indicative  of  the  need  and  there  is  every 
reason  to  believe  that  the  Foundation  will  be  estab- 
lished sometime  this  school  year. 

Robert  G.  Overstreet,  President 
U.  of  L.  Chapter,  Student  AMA 
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Kentucky  Surgeons  Honored  at 
ACS  Clinical  Congress 

Daniel  C.  Elkin,  M.D.,  Lancaster,  was  installed  as 
president  of  the  American  College  of  Surgeons  at  the 
42nd  annual  Clinical  Congress  of  ACS  in  San  Fran- 
cisco, October  8-12.  Dr.  Elkin  was  formerly  pro- 
fessor of  surgery  at  Emory  University  College  of 
Medicine,  Atlanta. 

R.  Arnold  Griswold,  M.D.,  Louisville,  was  named 
second  vice-president  of  the  College.  Dr.  Griswold 
is  also  chairman  of  the  Committee  on  Trauma  and 
presided  at  a symposium  on  “The  Patient  With  Multi- 
ple Injuries,”  during  a Congress  session  on  traumatic 
surgery. 

Rudolf  J.  Noer,  M.D.,  professor  of  surgery  at  the 
University  of  Louisville  was  featured  on  the  program, 
when  he  led  a movie  symposium  on  new  and  unique 
problems  in  surgery  which  included  demonstrations 
of  ten  unusual  operations. 

Approximately  10,000  surgeons  from  around  the 
world  attended  the  Congress. 

Chest  Disease  Program 
Held  at  Paris  October  24 

A Postgraduate  Symposium  on  Diseases  of  the 
Chest  was  held  at  Paris,  Ky.  on  October  24. 

This  program,  sponsored  by  District  Three  State 
Tuberculosis  Hospital  and  the  Kentucky  Academy  of 
General  Practice,  included  scientific  discussions  on 
“X-ray  Diagnosis  of  Chest  Diseases,”  and  phases  of 
tuberculosis  as  related  to  public  health  aspects,  child- 
hood and  medical  management. 

Two  hours  of  Category  I credit  was  given  for  at- 
tendance at  the  symposium. 

Folsom  Names  Group  to  Work 
with  HEW  on  Hospitals 

In  an  effort  to  reduce  hospital  costs  and  improve 
care,  a six-man  committee  has  been  appointed  by 
Secretary  Folsom  to  work  with  representatives  of  the 
Department  of  Health,  Education  and  Welfare  to 
study  and  recommend  procedure  in  hospital  manage- 
ment. 

The  study  will  include  the  organization  of  hospital 
units  according  to  severity  of  illness  and  disability, 
development  of  units  in  which  patients  could  provide 
more  services  for  themselves,  feasibility  of  using 
rooms  for  only  part  of  one  day,  and  ways  to  provide 
services  to  patients  in  their  homes. 

Russell  Nelson,  M.D.,  director  of  Johns  Hopkins 
Hospital,  chairman  of  the  six-man  committee,  will 
direct  the  study  in  cooperation  with  Lowell  T.  Cog- 
geshall,  special  assistant  to  the  Secretary  of  Health, 
Education  and  Welfare. 

15  Kentuckians  Go  To  SMA 
Birthday  Party 

Kentuckians  in  attendance  at  the  Golden  Anniver- 
sary Celebration,  the  fifty-year  birthday  party,  of  the 
Southern  Medical  Association  at  Chattanooga,  Octo- 
ber 2-3,  included: 

Mrs.  Luther  Bach,  Florence,  past  president  of 
Southern  Auxiliary;  M.  B.  Dillon,  M.D.,  and  Mrs. 
Dillon,  Paris;  Lyman  S.  Hall,  M.D.,  and  Mrs.  Hall, 


Campbellsville;  C.  N.  Heisel,  M.D.,  Covington, 
formerly  member  of  the  Council  representing  Ken- 
tucky; 

Robert  F.  Monroe,  M.D.,  Louisville,  secretary  of 
Section  on  Obstetrics;  A.  Clayton  McCarty,  M.D., 
member  of  the  Council  representing  Kentucky  and 
vice-chairman  of  the  Council,  and  Mrs.  McCarty, 
Louisville;  Mrs.  Arthur  T.  McCormack,  Louisville, 
past  president  of  Southern  Auxiliary;  John  W.  Scott, 
M.D.,  Lexington,  former  chairman  of  Section  on 
Medicine; 

Charles  A.  Vance,  M.D.,  former  chairman  of  Sec- 
tion on  Surgery,  and  Mrs.  Vance,  Lexington;  Roy  G. 
Wilson,  M.D.,  and  Mrs.  Wilson,  Campbellsville. 


Edward  B.  Mersch,  M.D.,  Covington  surgeon  and 
KSMA  president-elect,  receives  the  Honor  Award  for 
Distinguished  Service  for  Joseph  T.  Molony,  M.D., 
Covington,  in  the  latter’s  absence.  Drs.  Mersch  and 
Molony  are  fellow  members  of  the  Campbell-Kenton 
County  Medical  Society.  W.  B.  Troutman,  M.D., 
Louisville,  makes  the  presentation. 

Big  Sandy  Seminar  Held  at 
Paintsville  October  25 

More  than  100  physicians  were  expected  to  attend 
the  Big  Sandy  Seminar  at  Paintsville  on  October  25. 
The  Seminar  was  sponsored  by  the  Kentucky  Academy 
of  General  Practice. 

The  scheduled  program  included  the  following 
scientific  presentations  by  University  of  Louisville 
medical  professors;  “Steroids  in  Treatment,”  Robert 

L.  McClendon,  M.D.,  Instructor  in  Medicine;  “Digi- 
talis and  Quinidine  Therapy,”  Ralph  M.  Denham, 

M. D.,  Instructor  in  Medicine,  “Hormones — Uses  and 
Abuses,”  J.  B.  Marshall,  M.D.,  Assistant  Professor  in 
Obstetrics  and  Gynecology. 

Following  a banquet  at  6; 00  p.m.,  Carroll  Witten, 
M.D.,  also  a University  of  Louisville  medical  in- 
structor, moderated  a round-table  discussion  on 
“Therapeutic  Problems  in  Practice,”  participated  in 
by  the  afternoon  essayists. 
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Eleven  Specialty  Groups 
Convene  at  Annual  Meet 

Late  developments  in  research  and  practice  were 
discussed  by  nationally-known  guest  speakers  at  eleven 
specialty  group  meetings  held  simultaneously  Wednes- 
day afternoon.  Sept.  19,  during  the  Annual  Meeting. 

Many  of  the  presentations,  directed  to  physicians 
who  limit  their  practice  to  special  fields,  were  em- 
phasized by  the  use  of  visual  aids. 

Meeting  at  the  Columbia  Auditorium  were  the 
Kentucky  Academy  of  General  Practice,  the  Ky. 
Chapter  American  College  of  Physicians,  the  Ky. 
Chapter  of  the  American  College  of  Surgeons,  and 
the  Ky.  Eye,  Ear,  Nose  and  Throat  Society.  The  Ken- 
tucky Association  of  Public  Health  Physicians  met  at 
the  same  time  at  the  Columbia  building  for  business. 

Next  door  at  the  First  Christian  Church  convened 
Kentucky  groups  of  the  Society  of  Anesthesiology, 
the  College  of  Chest  Physicians,  the  American  Acad- 
emy of  Pediatrics,  the  Psychiatric  Association  and 
the  Radiological  Society. 

The  Kentucky  Obstetrical  and  Gynecologic  Society 
and  the  Kentucky  Orthopedic  Society  held  their  ses- 
sions across  the  street  at  the  Calvary  Episcopal 
Church. 

House  Revamps  Committees, 
Considers  Resolutions 

A revamping  of  committee  structure  was  one  of  the 
more  important  actions  voted  by  the  KSMA  House 
of  Delegates  in  the  two  well-attended  sessions  during 
the  1956  Annual  Meeting. 

Special  recommendations  of  an  authorized  com- 
mittee of  the  1955  House  were  accepted,  providing  for 
fewer  primary  committees  and  more  associate  com- 
mittees. Only  primary  committees  would  report  di- 
rectly to  the  House. 

A resolution  of  the  Perry  County  Medical  Society, 
condemning  an  article,  “The  Miners’  Fund,  A Tribute 
to  Good  Management,”  appearing  in  the  current  is- 
sue of  Readers  Digest,  was  unanimously  approved. 
The  resolution  stated  that  the  article  was  either  writ- 
ten without  proper  information  or  with  actual  intent 
to  discredit  medical  care  in  Eastern  Kentucky  prior 
to  development  of  the  U.M.W.A.  program.  The  reso- 
lution called  for  a retraction. 

The  House  adopted  a Warren  County  resolution 
changing  the  bylaws  covering  apportionment  of  dele- 
gates. Section  12  (Chapter  XII)  of  the  KSMA  con- 
stitution formerly  provided  for  “one  delegate  for  each 
25  members  in  good  standing  or  major  fraction 
thereof.”  It  will  now  read,  “one  delegate  for  each 
25  members  in  good  standing,  plus  one  delegate  for 
one  or  more  members  in  excess  of  multiples  of  25.” 

A number  of  recommendations  made  by  a study 
committee  on  the  constitution  and  bylaws  were  ap- 
proved, including  a clarification  of  certain  existing 
sections  and  provision  for  minor  organizational 
changes. 

The  House  adopted  a resolution  of  the  Jefferson 
County  Medical  Society  in  which  the  KSMA  Council 
was  requested  to  consider  a requirement  that  AMA 
dues  from  KSMA  members  be  made  mandatory,  and 


that  action  on  the  resolution  be  reported  to  the  1957 
session  of  the  House. 

Resolutions  of  the  Jefferson  and  Daviess  County 
Medical  Societies,  commending  the  new  look  of  The 
Journal  of  the  KSMA,  were  accepted. 

Seven  reference  committees,  instead  of  the  usual 
five,  were  employed  in  handling  House  referrals. 
Officials  felt  the  innovation  contributed  to  the  effec- 
tive handling  of  business. 

Retiring  Speaker  Charles  A.  Vance,  M.D.,  Lexing- 
ton, expressed  pleasure  at  the  deliberations  of  the 
House. 

A complete  digest  of  action  at  both  sessions  is 
scheduled  to  appear  in  the  December  Journal,  along 
with  the  revised  bylaws  embodying  changes  made  at 
the  1956  meeting. 


KSMA  President  Gant  Gaither,  M.D.,  Hopkinsville, 
presided  at  the  luncheon  which  honored  officers,  past 
presidents  and  distinguished  guests,  among  whom  was 
William  L.  McGrath  (left),  Cincinnati. 

Military  Obligations  Studied 
as  Doctor  Draft  Ends 

The  military  obligation  of  numerous  Kentucky 
physicians  and  other  professionally  qualified  Selective 
Service  registrants  will  not  end  with  the  expiration  of 
the  doctor  draft  next  July  1,  according  to  A.  Clayton 
McCarty,  M.D.,  Louisville,  chairman.  Advisory  Com- 
mittee to  Selective  Service. 

Under  Selective  Service  regulations  physicians,  as 
regular  registrants,  are  liable  for  induction  to  age  35, 
but  few  are  expected  to  be  called.  The  Defense  De- 
partment, anticipating  that  needs  will  be  filled  with 
medical  school  graduates,  is  studying  basic  laws  to 
determine  the  deferment  status  of  registrants  for  edu- 
cational and  occupational  reasons. 

Conferring  with  the  Defense  Department  on  pro- 
cedures to  meet  future  military  needs  are  representa- 
tives of  the  American  Medical  Association,  American 
Dental  Association,  the  Association  of  American 
Medical  Colleges  and  the  four  surgeons  general — 
Army,  Navy,  Air  Force  and  U.  S.  Public  Health 
Service. 
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KSMA  Represented  on  SMA 
Med.  Student  Program 

Two  KSMA  representatives  will  participate  in  a 
special  dinner  meeting  program  sponsored  by  the 
Southern  Medical  Association  for  the  representatives 
of  senior  classes  from  nine  medical  schools  in  and 
near  Washington,  D.  C.,  the  evening  of  November  12, 
at  the  Sheraton-Park  Hotel. 

“Where  Does  the  Southern  Medical  Association 
Come  In,”  will  be  discussed  by  A.  Clayton  McCarty, 
M.D.,  Louisville,  Councilor  for  Kentucky  and  chair- 
man of  the  SMA  Council.  “The  Physician  and  His 
State  Medical  Society”  is  the  subject  of  a brief  talk 
by  KSMA  Executive  Secretary  J.  P.  Sanford,  Louis- 
ville. 

George  F.  Lull,  M.D.,  secretary  and  general  man- 
ager of  the  American  Medical  Association,  Chicago, 
will  also  take  part  in  the  above  meeting.  The  senior 
medical  students  will  be  guests  of  the  SMA  from 
November  10  through  15,  according  to  V.  O.  Foster, 
SMA  executive  secretary.  Guided  tours,  special  pro- 
grams and  attendances  at  SMA  functions  will  high- 
light the  students’  visit,  Mr.  Foster  said. 

Sister  Agnes  Miriam  Elected 
President  of  KSARN 

The  newly  elected  president  of  the  Kentucky  State 
Association  of  Registered  Nurses  is  Sister  Agnes 
Miriam,  director  of  the  department  of  nursing  of 


Nazareth  College,  Louisville.  She  succeeds  Joy  Mc- 
Cuddy,  Lexington. 

Lola  Bell  Akin,  Paintsville  public  health  nurse,  was 
elected  second  vice-president.  Sister  Mary  Evarista, 
Covington,  has  a year  remaining  to  serve  of  her  two- 
year  term  as  first  vice-president.  Elsie  Pearson,  direc- 
tor of  home-nursing  service  for  the  Red  Cross  at 
Louisville  was  re-elected  treasurer.  Elections  took 
place  on  October  12  at  Paducah. 


“I  shall  champion  the  cause  of  freedom  in  medical 
practice  ...”  repeats  Richard  R.  Slucher,  M.D. 
(right)  in  taking  the  KSMA  presidential  oath  of 
office  from  J.  Vernon  Pace.  M.D.,  Paducah,  chairman 
of  the  KSMA  Council.  Dr.  Slucher’s  inaugural  cere- 
mony took  place  Thursday  morning.  Sept.  20,  during 
the  closing  general  session. 


President  Appoints  37 
Committees  for  1956-57 

The  1956-57  committees  appointed  by  the  KSMA  president  have  been  announced  by  Richard  R.  Slucher, 
M.D.,  Louisville. 

As  indicated  in  another  part  of  this  issue,  the  committee  structure  of  KSMA  was  revised  by  action  of  the 
1956  House  of  Delegates. 

Dr.  Slucher  expressed  himself  as  being  in  favor  of  the  changes,  believing  they  would  contribute  to  more 
effective  operation  of  the  Association. 

Committees  appointed  by  the  Council  and  the  House  of  Delegates  will  be  carried  in  another  issue  of  The 
Journal. 


Presidential  appointments  are: 

Committee  on  Scientific  Assembly  and  Arranagements 

Richard  R.  Slucher,  M.D.,  Louisville,  Chairman 
Edward  B.  Mersch,  M.D.,  Covington,  Vice  Chairman 
Rudolf  J.  Noer,  M.D.,  Louisville 

(term  expires  1957) 
Charles  C.  Rutledge,  M.D.,  Hazard 

(term  expires  1958 ) 
Frank  L.  Duncan,  M.D.,  Monticello 

(term  expires  1959) 

Associa'e  Committee  on  KSMA  Golf  Association 

Robert  C.  Long,  M.D.,  Louisville,  Chairman 
Clifton  G.  Follis,  M.D.,  Glasgow 
Kenton  D.  Leatherman,  M.D.,  Louisville 
Robert  E.  Reichert,  M.D.,  Covington 
William  C.  Wolfe,  M.D.,  Louisville 
Associate  Committee  on  Post-Graduate 
Medical  Education 

Garnett  J.  Sweeney,  M.D.,  Liberty,  Chairman 
Harry  S.  Andrews,  M.D.,  Louisville 
Walter  S.  Coe,  M.D.,  Louisville 


Allen  L.  Cornish,  M.D..  Lexington 
Joseph  E.  Hamilton.  M.D.,  I.ouisville 
Robert  Lich,  Jr.,  M.D.,  Louisville 
Rogers  L.  Queen,  Jr.,  M.D.,  Okolona 
John  C.  Quertermous,  M.D.,  Murray 
Associate  Committee  on  Scientific  Exhibits 

Everett  L.  Pirkey.  M.D.,  Louisville,  Chairman 
William  P.  Humphrey,  M.D.,  Sturgis 
Arthur  F.  Schultz,  M.D.,  Newport 
Melvin  Shein,  M.D.,  I.ouisville 
Paul  J.  Sides,  M.D.,  Lancaster 
Associate  Committee  on  Technical  Exhibits 
W.  O.  Johnson,  M.D.,  Louisville,  Chairman 
A.  B.  Colley,  M.D.,  Owensboro 
Glenn  U.  Dorroh,  M.D.  Lexington 
Jesse  T.  Funk,  M.D.,  Bowling  Green 
Willard  A.  Litzenberger,  M.D.,  Elizabethtown 
Committee  on  Emergency  Medical  Service 

Theodore  L.  Adams.  M.D.,  Lexington,  Chairman 

L.  L.  Cull,  M.D.,  Frankfort 

Francis  J.  Halcomb,  M.D..  Scottsville 
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W.  D.  Haley,  M.D.,  Paducah 
Stuart  M.  Hunter,  M.D.,  Louisville 
Otto  H.  Salsbery,  M.D.,  Covington 
P.  J.  Winn,  M.D.,  Ashland 
Charles  F.  Wood,  M.D.,  Louisville 
Committee  to  Study  Relations  with 
Voluntary  Health  Groups 

Carlisle  Morse,  M.D.,  Louisville,  Chairman 
O.  Leon  Higdon,  M.D.,  Paducah 
David  M.  Cox,  M.D.,  Louisville 
Carl  H.  Fortune,  M.D.,  Lexington 
Hugh  L.  Houston,  M.D.,  Murray 
Richard  R.  Slucher,  M.D.,  Louisville 
C.  C.  Sparks,  M.D.,  Ashland 
Charles  F.  Wood,  M.D.,  Louisville 
McDowell  Home  Committee 

Charles  A.  Vance,  M.D.,  Lexington,  Chairman 
Laman  A.  Gray,  M.D.,  Louisville 
O.  Leon  Higdon,  M.D.,  Paducah 
E.  M.  Howard,  M.D.,  Harlan 
Richard  G.  Jackson,  M.D.,  Danville 
Norman  T.  E.  Shepherd,  M.D.,  Hopkinsville 
Robert  Russell  Starr,  M.D.,  Glasgow 


Committee  on  Rural  Health 

Wyatt  Norvell,  M.D.  N 

Joseph  R.  Miller,  M.D., 
Walter  L.  O’Nan,  M.D. 
Ralph  D.  Lynn,  M.D.. 
Dixie  E.  Snider,  M.D. 
Everett  N.  Rush,  M.D., 
Daryl  P.  Harvey,  M.D. 
Wilbur  R.  Houston,  M 
Mitchell  B.  Denham,  ? 


:w  Castle,  Chairman 

7th  District 

Benton 

1st  District 

Henderson 

2nd  District 

Elkton 

3rd  District 

Springfield 

4th  District 

Eern  Creek 

5th  District 

, Glasgow 

6th  District 

D.,  Erlanger 

8th  District 
4.D.,  Maysville 

9th  District 


James  S.  Williams,  M.D.,  Nicholasville 

10th  District 


Donald  L.  Graves,  M.D.,  Frenchburg 

1 1th  District 


Frank  L.  Duncan,  M.D.,  Monticello 

12th  District 

George  P.  Carter,  M.D.,  Louisa 

13th  District 


Carl  Pigman,  M.D.,  Whitesburg 
Cecil  W.  Ely,  M.D.,  Manchester 


14th  District 
15th  District 


Committee  on  Labor-Management  Health  Plans 

Clyde  C.  Sparks  M.D.,  Ashland,  Chairman 
J.  Duffy  Hancock,  M.D.,  Louisville,  Vice-Chaii 
Howell  J.  Davis,  M.D.,  Owensboro 
Carl  H.  Eortune,  M.D.,  Lexington 
G.  Y.  Graves,  M.D.,  Bowling  Green 
Eugene  H.  Kremer,  M.D.,  Louisville 
W.  Vinson  Pierce,  M.D.,  Covington 
Associate  Advisory  Committee  to  UMWA 

Carl  H.  Fortune,  M.D.,  Lexington,  Chairman 
George  P.  Archer,  M.D.,  Prestonsburg 


W.  Clark  Bailey,  M.D.,  Harlan 
George  F.  Brockman,  M.D.,  Greenville 
Walter  Coe,  M.D.,  Louisville 
W.  C.  Hambley,  M.D.,  Pikeville 
C.  D.  Snyder,  M.D.,  Hazard 
Loman  C.  Trover,  M.D.,  Madisonville 

Advisory  Committee  to  Woman's  Auxiliary 

Keith  P.  Smith,  M.D.,  Corbin,  Chairman 
Rankin  C.  Blount,  M.D.,  Lexington 
R.  Ward  Bushart,  M.D.,  Fulton 

Committee  on  Medical  Services 

W.  Irvin  Abell,  Jr.,  M.D.,  Louisville,  Chairman 

Everett  H.  Sanneman,  Jr.  M.D.,  Louisville 

C.  Melvin  Bernhard,  M.D.,  Louisville 

Orville  R.  Miller,  M.D.,  Louisville 

K.  Armand  Eischer,  M.D.,  Louisville 

Carlisle  Morse,  M.D.,  Louisville 

Maurice  Kaufman,  M.D.,  Lexington 

Edgar  B.  Morgan  M.D.,  Louisville 

W.  Reeve  Hansen,  M.D.,  Louisville 

Ernest  A.  Terry,  Jr.,  M.D.,  Louisville 

Edwin  P.  Solomon,  Jr.,  M.D.,  Louisville 

Louis  M.  Eoltz,  M.D.,  Louisville 

Owen  S.  Ogden,  M.D.,  Louisville 

Rex  O.  McMorris,  M.D.,  Louisville 

Joseph  H.  Humpert,  M.D.,  Covington 

Associate  Committee  on  Blood  Banks 

Everett  H.  Sanneman,  Jr.,  M.D.  Louisville,  Chaii 

Samuel  M.  Adams,  M.D.,  London 

H.  C.  Burkhart,  M.D.,  Harlan 

Hubert  C.  Jones,  M.D.,  Berea 

David  Y.  Keith,  M.D.,  Paducah 

Elmer  S.  Maxwell,  M.D.,  Lexington 

William  T.  McElhinney,  M.D.,  Covington 

Harold  N.  Parker,  M.D.,  Maysville 

Associate  Committee  on  Cancer 

C.  Melvin  Bernhard,  M.D.,  Louisville,  Chairman 

Russell  H.  Davis,  M.D.,  Pikeville 

John  L.  Dixon,  M.D.,  Owensboro 

John  B.  Floyd,  M.D.,  Lexington 

Jesshill  Love,  M.D.,  Louisville 

J.  Albert  Vesper,  Jr.,  M.D.,  Covington 

Associate  Committee  on  Cerebral  Palsy 

Orville  R.  Miller,  Sr.,  M.D.,  Louisville,  Chain 
Irving  A.  Gail,  M.D.,  Lexington 
Richard  F.  Grise,  M.D.,  Bowling  Green 
Julian  R.  Hardaway,  M.D.,  Danville 
V.  F.  Voss,  M.D.,  Louisville 
Associate  Committee  on  Crippled  Children 

K.  Armand  Fischer,  M.D.,  Louisville,  Chairman 
James  M.  Riley,  M.D.,  Louisville 

Ruel  T.  Routt,  M.D.,  Sonora 
Horace  E.  Titsworth,  M.D.,  Clinton 
Thomas  D.  Yocum,  M.D.,  Lexington 
Associate  Committee  on  Diabetes 

Carlisle  Morse,  M.D.,  Louisville,  Chairman 
Herald  K.  Bailey,  M.D.,  Ashland 
George  Philip  Carter,  M.D.,  Louisa 
Marcus  A.  Coyle,  M.D.,  Springfield 
Thomas  J.  Crume,  M.D.,  Owensboro 
Robert  J.  Hoffman,  M.D.,  Fort  Mitchell 
Elmo  K.  Hughes,  M.D.,  Pleasure  Ridge 
Albert  H.  Joslin,  M.D.,  Beaver  Dam 
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Franklin  B.  Moosnick,  M.D.,  Lexington 
Stanley  T.  Simmons,  M.D.,  Louisville 
Associate  Committee  on  Dietetics 

Maurice  Kaufmann,  M.D.,  Lexington,  Chairman 
William  E.  Becknell,  M.D.,  Manchester 
John  E.  Bickel,  M.D.,  Owensboro 
Eugene  M.  Holmes,  M.D.,  Louisville 
W.  E.  Hoy,  M.D.,  Ashland 
Associate  Committee  on  General  Practice 

Edgar  B.  Morgan,  M.D.,  Louisville,  Chairman 
C.  Walker  Air,  M.D.,  Ludlow. 

R.  E.  Davis,  M.D.,  Central  City 
Wilbur  R.  Houston,  M.D.,  Erlanger 
Homer  B.  Martin,  M.D.,  Louisville 
Willett  H.  Rush,  M.D.,  Frankfort 
Robert  L.  Sumner,  M.D.,  Henderson 
Associate  Committee  on  Geriatrics  and 
Long  Term  Illness 

W.  Reeve  Hansen,  M.D.,  Louisville,  Chairman 
Thomas  T.  Brackin,  Jr.,  M.D.,  Bardwell 
Burl  Mack,  M.D.,  Pewee  Valley 
David  G.  Miller,  Jr.,  M.D.,  Morgantown 
Earl  P.  Oliver,  M.D.,  Scottsville 
Barton  L.  Ramsey,  M.D.,  Somerset 
Sam  D.  Taylor,  M.D.,  Henderson 
Associate  Committee  on  Industrial  Medicine 
and  Surgery 

Ernest  A.  Terry  Jr.,  M.D.,  Louisville,  Chairman 
W.  Vernon  Lee,  M.D.,  Covington 
J.  E.  Moore,  M.D.,  Ashland 
George  B.  Sanders,  M.D.,  Louisville 
Burton  A.  Washburn,  M.D.,  Paducah 


Grady  Rountree,  M.D.,  Louisville 
Charles  Stacy,  M.D.,  Pineville 

Associate  Committee  on  Infant  and 
Maternal  Mortality 

Edwin  P.  Solomon,  Jr.,  M.D.,  Louisville,  Chain 
Robert  C.  Bateman,  M.D.,  Danville 
O.  H.  Fearing,  M.D.,  Ashland 
Robert  J.  Griffin,  M.D.,  Lexington 
Margaret  A.  Limper,  M.D.,  Louisville 
Robert  N.  McLeod,  Jr.,  M.D.,  Somerset 
Robert  F.  Monroe,  M.D.,  Louisville 
W.  H.  Parker,  M.D.,  Owensboro 
James  A.  Ward,  M.D.,  Paducah 
Associate  Committee  on  Mental  Hygiene  and 
Mental  Institutions 

Louis  M.  Foltz,  M.D.,  Louisville,  Chairman 
Irving  A.  Gail,  M.D.,  Lexington 
Hollis  Johnson,  Jr.,  M.D.,  Louisville 
A.  M.  Lyon,  M.D.,  Ashland 
Robert  C.  Smith,  M.D.,  Newport 
Associate  Committee  on  Pediatrics 

Owen  S.  Ogden,  M.D.,  Louisville,  Chairman 
Lenore  P.  Chipman,  M.D.,  Williamstown 
Guy  C.  Cunningham,  M.D.,  Ashland 
J.  G.  VanDermark,  M.D.,  Covington 
J.  E.  Dunn,  M.D.,  Paducah 
Daniel  B.  Mcllvoy,  Jr.,  M.D.,  Bowling  Green 
F.  Hays  Threlkel,  M.D.,  Owensboro 
Associate  Committee  on  Physical  Therapy 

Rex  O.  McMorris,  M.D.,  Louisville,  Chairman 
Richard  T.  Hudson,  M.D.,  Louisville 
Kenton  D.  Leatherman,  M.D.,  Louisville 


MONODRAL<""  MEBARAi: 


ANTICHOLINERGIC  • SEDATIVE 

in  peptic  nicer  management 

• relieves  pain  promptly  • promotes  healing 

• reduces  tension  safely  • maintains  anacidity  for  hours 

• tranquilizes  without  dulling  • controls  hyperactivity  of 

• well  tolerated  ‘'PP*''  gastro-intestinal  tract 

Monodral  with  Mebaral — the  “psycho vis- 
ceral stabilizer” — provides  for  patients  with  ulcer 
and  gastro-intestinal  spasm  an  effective  barrier 
against  the  impact  of  environmental  stimuli  . . . 
controls  gastric  hypersecretion  and  hypermotility 
for  three  and  one  half  to  five  hours.* 

EACH  TABLET  CONTAINS;  DOSAGE:  1 OF  2 tablets  three  or 

Monodral  bromide 5 mg.  four  times  daily. 

Mebaral 32  mg.  Available  on  prescription  only. 

Bottles  of  100  tablets. 

Laboratories  New  York  18,  N.  Y. 

Monodral  (brand  of  penthienate)  and  Mebaral  (brand  of  mepbobarbital),  trade* 
marks  reg.  U.  S.  Pat.  Off. 

*ReJerenct»  and  clinical  trial  tuppliet  available  on  requett. 
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Newest  Knox  Brochure 
Aids  Dietary  Management  of  Diabetics 


KNOX 


Exchange  Li: 

Knox  recipes 


Although  more  than  50%  of  diabetics  can  be  man- 
aged with  proper  diet,  continued  success  is  de- 
pendent upon  proper  motivation  of  patients. 
Determination  to  abide  by  dietary  restrictions  is 
also  important  for  tbe  diabetic  being  managed 
with  insulin. 

The  new  Knox  booklet  “New  Variety  in  Meal 
Planning”  has  been  prepared  to  help  the  physician 
enlist  the  patient’s  enthusiasm  for  dietary  meas- 
ures and  to  help  maintain  this  enthusiasm.  It 
explains  the  importance  of  diet  to  the  diabetic, 
shows  him  how  to  use  the  newest  dietary  advance 
— Food  Exchange  Lists' — and  then  describes  how 
to  provide  tasty  variety  with  14  pages  of  tested, 
diabetic  recipes. 

“New  Variety  in  Meal  Planning”  makes  no 
attempt  to  prescribe  a system  of  treatment.  It  shows 
how  the  recipes  described  may  be  used  to  good 


advantage  in  practically  any  system  of  diabetic 
management.  If  you  would  like  a supply  for  your 
practice,  use  coupon  below. 

1.  Developed  by  the  U.  S.  Public  Health  Service  assisted  by  comniitteea  of  The 
American  Diabetic  Association,  Inc.  and  The  American  Dietetic  Association. 
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■ Please  send  me copies  of  the  new  Knox  • 

■ diabetic  brochure  describing  the  use  of  Food  J 
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PEACE  OF  MIND  FROM  OFFICE  AND  BUSINESS  WORRIES 

OUR  SERVICES  COVER; 

/UtcUla^le 

Tax  Returns 

Fees 

Partnerships 

Hospitals 

Clinics 

Counselling  - Investments 
Insurance 

Bookkeeping 
Delinquent  Accounts 
(No  Commission) 
Office  Routines 
Office  Planning 
Instructing  Personnel 

PROFESSIONAL 

BUSINESS 

MANAGEMENT 

ASSOCIATES: 

Clayton  L,  Scroggins 
John  R.  Lesick 
Richard  D.  Shelley 

Hubert  G.  Stiffler 
Daniel  L.  Zeiser 
Richard  J.  Conklin 

FOR  DOCTORS 
ONLY 

CLAYTON  L.  SCROGGINS  ASSOCIATES 

ESTABLISHED:  1945 

141  West  McMillan  Street 

WOodburn  l-IOlO 

Cincinnati  19,  Ohio 

1 would  like  to  talk  with  one 

of  your  Kentucky  representatives. 

m 

All  Services 

Address 

Telephone 

Completely 

Confidential 

Henry  H.  Moody,  M.D.,  Cynthiana 
William  C.  Roland,  M.D.,  Pikeville 
Associate  Committee  on  Tubercuiosis 

Joseph  H.  Humpert,  M.D.,  Covington,  Chairman 
J.  Ray  Bryant,  M.D.,  Louisville 
Raymond  C.  Comstock,  M.D.,  Louisville 
Hugh  L.  Houston,  M.D.,  Murray 
Max  D.  Klein,  M.D.,  Shelbyville 
Richard  E.  Mardis,  M.D.,  Louisville 
John  G.  Samuels,  M.D.,  Hickman 
Committee  on  Allied  Professions 

John  S.  Llewellyn,  M.D.,  Louisville,  Chairman 
Sam  A.  Overstreet,  M.D.,  Louisville 
Charles  G.  Bryant,  M.D.,  Louisville 
Samuel  H.  Flowers,  M.D.,  Middlesboro 
Robert  E.  Pennington,  M.D.,  London 
Michael  R.  Cronen,  M.D.,  Louisville 
C.  C.  Howard,  M.D.,  Glasgow 
John  D.  Handley,  M.D.,  Hodgenville 
Associate  Advisory  Committee  to  Blue  Cross 
Sam  A.  Overstreet,  M.D.,  Louisville,  Chairman 
John  C.  Baker,  M.D.,  Berea 
Rankin  C.  Blount,  M.D.,  Lexington 
William  H.  Cartmell,  M.D.,  Maysville 
Willard  M.  Buttermore,  M.D.,  Harlan 
Lloyd  M.  Hall,  M.D.,  Salyersville 
O.  Leon  Higdon,  M.D.,  Paducah 
James  E.  Hix,  M.D.,  Owensboro 
Wilbur  R.  Houston,  M.D.,  Erlanger 
Arthur  M.  Jester,  M.D.,  Danville 
Max  P.  Jones,  M.D.,  Louisville 


Thomas  P.  Leonard,  M.D.,  Frankfort 
W.  R.  McCormack,  M.D.,  Bowling  Green 
Gabe  A.  Payne,  Jr.,  M.D.,  Hopkinsville 
John  J.  Sonne,  M.D.,  Bardstown 
Leslie  H.  Winans,  M.D.,  Ashland 
Associate  KSMA  Dentai  Committee 

Charles  G.  Bryant,  M.D.,  Louisville,  Chairman 
William  J.  Martin,  Jr„  M.D.,  Louisville 
James  S.  Rich,  M.D.,  Lexington 
Paul  J.  Sides,  M.D.,  Lancaster 
Roy  G.  Wilson,  M.D.,  Campbellsville 
Associate  Committee  on  Hospitals 

Samuel  H.  Flowers,  M.D.,  Middlesboro,  Chairm 
W.  B.  Atkinson,  M.D.,  Campbellsville 
Robert  R.  Burnam,  M.D.,  Louisville 
Preston  T.  Higgins,  M.D.,  Hopkinsville 
H.  E.  Martin,  M.D.,  Ashland 
Augustus  J.  Pauli,  M.D.,  Louisville 
Associate  Committee  on  Nurse  Training 

Robert  E.  Pennington,  M.D.,  London,  Chairman 
Henry  B.  Asman,  M.D.,  Louisville 
Byron  Bizot.  M.D.,  Louisville 
Melvin  E.  Dean,  M.D.,  Lexington 
Chrisman  S.  Jackson,  M.D.,  Danville 
J.  E.  McKinney,  M.D.,  Maysville 
Associate  KSMA  Pharmacy  Committee 

Michael  R.  Cronen,  M.D.,  Louisville,  Chairman 
George  O.  Nell,  M.D.,  Columbia 
Frank  K.  Sewell,  M.D.,  Mt.  Sterling 
Stanley  E.  Smith,  M.D.,  Louisville 
H.  G.  Wells,  M.D.,  Georgetown 
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Associate  Advisory  Committee  on  Public  Health 

C.  C.  Howard,  M.D.,  Glasgow,  Chairman 
J.  M.  Dishman,  M.D.,  Greensburg 
C.  Howe  Eller,  M.D.,  Louisville 
Shelby  L.  Hicks,  M.D.,  New  Castle 
L.  A.  Wahle,  M.D.,  Shelbyville 
J.  C.  Woodall,  M.D.,  Trenton 


Associate  Committee  on  School  Health 

John  D.  Handley,  M.D.,  Hodgenville,  Chairman 

4th  District 

Conrad  H.  Jones,  M.D.,  Murray 

1st  District 

Walter  L.  O’Nan,  M.D.,  Henderson 

2nd  District 

Hylan  H.  Woodson,  M.D.,  Greenville 

3rd  District 

Carroll  L.  Witten,  M.D.,  Louisville 

5th  District 

Daryl  F.  Harvey,  M.D.,  Glasgow 

6th  District 

Wyatt  Norvell,  M.D.,  New  Castle 

7th  District 

Wilbur  R.  Houston,  M.D.,  Erlanger 

8th  District 

Benjamin  F.  Allen,  M.D.,  Flemingsburg 

9th  District 

James  S.  Williams,  M.D.,  Nicholasville 

10th  District 

Vernon  O.  Kash,  M.D.,  Winchester 

llth  District 


McLeod  Patterson,  M.D.,  Somerset 


12th  District 


John  F.  Green,  M.D.,  Sandy  Hook 


Carl  Pigman,  M.D.,  Whitesburg 


Boyce  E.  Jones,  M.D.,  London 


Henry  Wilbur,  D.D.S.,  Louisville 


13th  District 


14th  District 


15th  District 


Dentist 


KSMA  Representative  to  Conference  of  Presidents  and 
Other  Officers  of  State  Medical  Association 

G.  Y.  Graves,  M.D.,  Bowling  Green 

KSMA  Representatives  on  Joint  Commission  for 
Improvement  of  Patient  Care 

Arthur  T.  Hurst,  M.D.,  Louisville,  Chairman 
Winfrey  P.  Blackburn,  M.D.,  Frankfort 
Daniel  G.  Costigan,  M.D.,  Louisville 
Samuel  H.  Flowers,  M.D.,  Middlesboro 
George  H.  Rodman,  M.D.,  Greenville 

KSMA  Adviser  to  University  of  Louisville 
Student  AMA  Chapter 

Lawrence  T.  Minish,  Jr.,  M.D.,  Louisville 

Senior  Day  Committee 

Richard  G.  Elliott,  M.D.,  Lexington,  Chairman 
John  S.  Harter,  M.D.,  Louisville 
Robertson  O.  Joplin,  M.D.,  Louisville 
J.  Murray  Kinsman,  M.D.,  Louisville 
Lawrence  T.  Minish,  Jr.,  M.D.,  Louisville 


TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES.  AND  ALCOHOLISM 


Member  of  the  American  Hospital  Association  and  National  Association 
of  Private  Psychiatric  Hospitals 


Four  modern  buildings,  separate  for  men  and  women 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELD, 

Hospital  Administrator 


Registered  nurses  and  trained  personnel.  Constant 
medical  supervision.  Open  to  members  of  the  Medical 
Association. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louis- 
ville, on  the  LouisviUe-LaGrange  bus  line. 

T.  N.  KENDE,  M.D.,  Neuropsychiatrist 
Medical  Director 

T.  J.  SMITH,  M.D.,  Associate 
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Ford  Foundation  Grants  U.  L. 
Med.  School  $500,000 

The  University  of  Louisville  School  of  Medicine 
has  been  selected  by  the  Ford  Foundation  to  receive 
a grant  of  $500,000. 

This  was  one  of  43  equal  grants  made  by  the 
Foundation  to  privately  supported  four-year  medical 
schools.  The  sum  is  to  be  invested  for  at  least  ten 
years  during  which  time  the  interest  may  be  used  for 
other  than  construction  purposes.  After  ten  years 
both  the  principal  and  the  interest  may  be  used  for 
any  purpose  as  needed. 

Other  annual  income  now  being  received  by  the 
University  of  Louisville  School  of  Medicine  includes 
$500,000  from  the  State  and  $125,000  from  the  City 
of  Louisville. 

Chest  Ills  Program  Nov.  29 
at  Ashland 

The  Sixth  Monthly  Symposium  on  “Diseases  of  the 
Chest”  will  be  held  at  the  District  Four  TB  Hospital, 
Ashland,  on  November  29.  The  scientific  program 
follows: 

7:00 7:30  P.M.  “Epidemiology  of  Tubercu- 
losis,” Donald  P.  Conwell,  M.D.,  director, 
bureau  of  preventive  medicine.  State  De- 
partment of  Health 

7:30 8:00  P.M.  “Childhood  Tuberculosis,” 

Leonard  T.  Davidson,  M.D.,  former  chief. 
Children’s  Hospital,  Louisville 

8:00 — 8:30  P.M.  “Major  Pathogenic  Fungi  Diag- 
nosis and  Therapy,”  Daniel  N.  Pickar, 
M.D.,  asst,  chief  of  medicine  and  chief  of 
section  on  chest  diseases,  VA  Hospital, 
asst,  professor  of  medicine,  U.  of  L., 
Louisville 

8:30 9:00  P.M.  “Diagnosis  of  Carcinoma  of 

the  Lung,”  William  C.  Hambley,  M.D., 
thoracic  surgeon,  Pikeville 

UK  Dean  Visits  1 st  District 

William  R.  Willard,  M.D.,  dean  of  the  University 
of  Kentucky  School  of  Medicine,  Lexington,  was  guest 
speaker  at  a dinner  meeting  of  the  First  Councilor 
District  on  October  24,  according  to  J.  Vernon  Pace, 
M.D.,  Paducah. 

Dr.  Willard  spoke  on  “Kentucky’s  New  Medical 
Center  and  the  Medical  Profession.”  The  McCracken 
County  Medical  Society  was  host  to  the  meeting  which 
was  held  at  the  Ritz  Hotel,  Paducah. 


Unit  on  Alcoholism  Formed 

L.  M.  Foltz,  M.D.,  Louisville  psychiatrist,  has  been 
named  chairman  of  the  newly-formed  Commission 
for  Study  and  Treatment  of  Alcoholism  in  Kentucky. 
Gradie  R.  Rowntree,  M.D.,  Louisville,  vice-chairman, 
is  another  member  of  the  seven-man  Commission. 

According  to  Dr.  Foltz,  the  Commission  has  held 


two  planning  meetings  for  future  operations.  The 
Legislature  did  not  appropriate  funds  for  the  pro- 
gram,” he  said,  “and  we  will  try  to  find  private 
sources  to  implement  it  temporarily.  One  of  our 
goals  is  to  find  more  hospital  beds  for  the  treatment 
of  alcoholics.  Also,  we  plan  to  study  the  programs  of 
other  states  and  to  work  with  Alcoholics  Anonymous 
and  other  groups  interested  in  the  problem.” 

Meet  Honors  Dr.  Henderson 

Mrs.  Elmer  Lee  Henderson,  A.  Clayton  McCarty, 
M.D.,  and  Mrs.  McCarty  all  of  Louisville,  were  in 
Havana,  Cuba,  October  9 for  the  SMA  official 
luncheon  honoring  the  late  Elmer  Lee  Henderson, 
M.D.  Dr.  Henderson  was  president  of  the  Southern 
Medical  Association  in  1947,  the  American  Medical 
Association  in  1950  and  the  World  Medical  Associa- 
tion in  1950. 

Dr.  McCarty  spoke  on  “Dr.  Elmer  Lee  Henderson 
and  the  Southern  Medical  Association.”  The  meeting 
was  held  in  connection  with  the  World  Medical  As- 
sociation at  the  Hotel  Nacional  de  Cuba. 

Ky.  Foundation  Directors 

Clyde  C.  Sparks,  M.D.,  Ashland,  and  Branham  B. 
Baughman,  M.D.,  Frankfort,  have  been  named  among 
nine  new  directors  to  the  Kentucky  Medical  Founda- 
tion. Dr.  Sparks  formerly  served  as  president  of  the 
KSMA  and  speaker  of  the  House  of  Delegates,  and 
Dr.  Baughman  was  formerly  chairman  of  the  KSMA 
Council. 

Federal  Funds  Finance  Study 

According  to  an  announcement  by  Russell  E. 
Teague,  M.D.,  Louisville,  State  Health  Commissioner, 
federal  grants  have  made  it  possible  for  eleven  Ken- 
tucky public  health  workers  to  continue  their  pro- 
fessional study  at  out-of-state  universities. 

Included  in  this  group  are  Edwin  West,  M.D., 
Bureau  of  Local  Health  Services,  at  Johns  Hopkins 
University  at  Baltimore,  and  Judith  Stout,  M.D., 
Hardin-Meade-Breckinridge  County  health  officer, 
at  the  University  of  North  Carolina,  Chapel  Hill. 

Florida  Has  New  Headquarters 

The  82-year-old  Elorida  Medical  Association  dedi- 
cated its  new  headquarters  office  on  September  15  at 
Jacksonville.  The  Riverside  Avenue  building  cost 
more  than  $100,000. 

Calling  it  the  “workshop  of  the  3,000  members”  of 
the  Florida  Medical  Association,  President  Francis  H. 
Langley,  M.D.,  cut  the  ribbon  signalling  the  official 
opening  of  the  headquarters  and  dedicated  it  to  the 
Association’s  use  as  a “market  place  of  professional 
ideas.” 
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Trasentlne- 


obarblta 


c 1 B A 

Summit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


2/2228M 


U.  K.  StaflF  Adds  Physicians 

Four  professors  have  recently  been  added  to  the 
staff  of  the  University  of  Kentucky  School  of  Medi- 
cine as  follows: 

Richardson  Noback,  M.D.,  assistant  dean  and  as- 
sociate professor  of  medicine;  Howard  Bost,  M.D., 
medical  economist;  Robert  Straus,  M.D.,  medical 
sociologist;  and  Alan  Ross,  M.D.,  medical  statistician. 
All  are  from  the  State  University  of  New  York  Col- 
lege of  Medicine  at  Syracuse. 


Hopkins  Plan  Approved 

A one  million-dollar  building  expansion  plan  for 
the  Hopkins  County  Hospital  has  been  approved  by 
the  Madisonville  City  Council.  The  project  will  be 
financed  by  revenue  bonds  amounting  to  $300,000, 
to  be  issued  through  a holding  company,  plus  $250,000 
contributed  in  hospital  fund  drives  to  match  federal 
funds  available  under  the  Hill-Burton  Act. 


Dr.  Cartmell  is  on  Legal  Unit 

W.  H.  Cartmell,  M.D.,  Maysville,  has  been  selected 
to  represent  the  Morehead  State  College  Board  of 
Regents  as  a member  of  the  Kentucky  Council  on 
Public  Higher  Education.  A legal  agency,  the  Council 
is  responsible  for  coordinating  higher  education  in 
the  Commonwealth. 
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Hawesville  Plans  Med.  Center  | 

Articles  of  Incorporation  have  been  filed  with  the  I 

State  Department  at  Frankfort  to  establish  a Hancock  J 

County  Medical  Center  at  Hawesville.  The  40  by  70 
ft.  center  will  include  reception  rooms,  offices,  a 
laboratory,  patient  examination.  X-ray,  emergency  i 

and  delivery  rooms.  ,1 

, I 

Get  Immunizations  Brochure 

KSMA  members  interested  in  immunizations  in- 
formation for  international  travel  should  write  the 
Public  Health  Service  of  the  U.  S.  Department  of 
Health,  Education  and  Welfare,  Washington,  D.C.,  ! 

for  the  special  brochure  just  published. 

A copy  of  the  information  is  on  file  in  the  KSMA 
Headquarters  office  at  620  South  Third  Street,  Louis-  ' 

ville.  ' 

Dr.  Webb  Feted  at  Livingston 

R.  G.  Webb,  M.D.,  general  practitioner  for  50  I 

years  in  Rockcastle  County,  was  honored  by  his  many 
friends  on  September  30  at  a “Doctor  Webb  Day.” 

Eollowing  a parade  through  downtown  Livingston, 
several  speakers  lauded  Doctor  Webb’s  half-century  : 

of  service  to  the  local  community,  including  his  civic  i 

and  economic  leadership  as  well  as  his  medical  prac- 
tice. Doctor  Webb  has  delivered  more  than  1,500 
babies  in  Rockcastle  County.  I 

I 
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Ky.  PPS  Offers  New  Service 
to  MS's  and  Communities 

In  this  issue  of  The  Journal  of  the  Kentucky  State 
Medical  Association  a new  service  to  physicians  and 
communities  is  being  inaugurated,  the  Kentucky  Phy- 
sicians’ Placement  Service.  This  department  will  be 
carried  as  often  as  listings  of  communities  give  a 
need  for  physicians  and  physicians  list  a desire  for 
locations. 

Communities  listed  have  been  approved  either  by 
the  County  Society  secretary  or  by  the  district  counci- 
lor. This  department  will  be  found  on  Page  ?? 

News  Items 

CORRECTION 

The  Journal  regrets  the  incorrect  listing  of  the 
current  status  of  William  Pingelton,  M.D.,  Louis- 
ville, which  inadvertently  appeared  in  a previous  issue. 
Instead  of  having  begun  a practice.  Dr.  Pingelton  is 
serving  a residency  at  the  Louisville  General  Hospital. 

John  P.  Bell  M.D.,  Harvey  R.  St.  Clair,  M.D.,  and 
Sandor  Klein,  Ph.D.,  have  announced  the  association 
of  Hollis  Johnson,  M.D.,  and  the  removal  of  their 
offices  from  the  Heyburn  to  the  Fincastle  Building  in 
Louisville. 


E.  Franklin  Hall,  M.D.,  Ashland,  is  the  new  medical 
director  in  Greenup  and  Boyd  counties.  Dr.  Hall 
entered  public  health  in  January  1955  after  engaging 
in  general  practice  several  years.  A native  of  Flem- 
ingsburg,  he  is  a graduate  of  the  University  of  Louis- 
ville School  of  Medicine.  His  internship  was  served 
at  the  Good  Samaritan  Hospital  in  Cincinnati. 

Lawrie  E.  Jordan,  M.D.,  is  now  in  the  practice  of 
general  medicine  at  Earlington.  Dr.  Jordan,  a grad- 
uate of  the  Northwestern  University  Medical  School 
in  1944,  was  formerly  located  at  Henderson.  He  is 
associated  with  the  Trover  Clinic  at  Madisonville. 

J.  C.  McGuire,  M.D.,  Greenville,  has  accepted  a posi- 
tion in  the  Division  of  Local  Health  Services  of  the 
State  Department  of  Health.  Dr.  McGuire  was  grad- 
uated from  the  University  of  Louisville  School  of 
Medicine  in  1928. 

Alvin  Pov/eleit,  M.D.,  and  Mrs.  Poweleit,  Coving- 
ton, are  recovering  from  injuries  suffered  in  an  auto- 
mobile accident  while  en  route  to  Louisville  to  attend 
the  KSMA  Annual  Meeting  in  September.  They  were 
treated  at  St.  Elizabeth’s  Hospital,  Covington. 


AMIIIL  CLIAIICAL  IMIAJllRPCE 

CHICAGO  MEDICAL  SOCIETY 
March  5,  6,  7 and  8,  1957 
PALMER  HOUSE,  CHICAGO 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  aiul  Speakers  on  subjects  of  interest 
to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Daily  Teaching  Demonstrations 

Medical  Color  belecasts 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving 
Technical  Exhibits 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  he  a MUST  on  the 
calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservation  at  the 

Palmer  House. 
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anxiety  is  part  of  every  illness 


In  physical  sickness. 


In  anxiety... 


anxiety 


Supplied : Tablets,  400  mg., 
bottles  of  50. 

Usual  Dose-  1 tablet,  t.l.d. 


meprobamate 

(2-methyr-2-n‘propyl-l, 3-propanediol  dicarbamate) 
Licensed  under  U.S.Patenf  No.  2,724,720 


Philadelphia!,  Pd.  anti-anxiety  factor  with  muscle-relaxing  action 


PERTINENT  PARAGRAPHS 

The  1956  Honor  Awards  for  Distinguished  Service 

in  Medical  Journalism  were  presented  to  the  JOUR- 
NALS OF  THE  MEDICAL  ASSOCIATION  OF 
GEORGIA,  published  by  the  Medical  Association  of 
Georgia,  Edgar  Woody,  Jr.,  M.D.,  editor;  THE 
MEDICAL  CLINICS  OF  NORTH  AMERICA,  a 
bimonthly  of  the  W.  S.  Saunders  Co.,  Philadelphia, 
Dwight  J.  Hotchkiss,  B.  A.,  editor;  BROOME 
COUNTY  MEDICINE,  published  monthly  by  the 
Broome  County  Medical  Society,  Binghampton,  N.  Y., 
John  Sargent,  editor  and  executive  secretary.  Presen- 
tations were  made  at  the  Annual  Meeting  of  the 
American  Medical  Writers’  Association  in  Chicago  on 
Sept.  28. 

Reporters  and  photographers  were  recently  invited 

for  the  first  time  to  attend  hearings  of  the  Texas  State 
Board  of  Medical  Examiners  on  complaints  against 
doctors.  The  decision  to  take  the  public  into  its  con- 
fidence and  thus  provide  better  medical  care,  accord- 
ing to  Howard  O.  Smith,  M.D.,  Marlin,  Texas,  was 
prompted  by  programs  of  the  Texas  Medical  Associa- 
tion and  its  affiliate,  the  Texas  Academy  of  General 
Practice. 

WO 


A 30-minute  film,  “Doctor,  Take  the  Stand,’’  will  | 

be  premiered  November  27  at  the  AMA  Clinical  ; 
Session  in  Seattle.  This  is  the  first  In  a series  of 
motion  pictures  on  “Medicine  and  the  Law”  pro- 
duced for  the  American  Medical  Association  by  the 
Wm.  S.  Merrell  Co.,  Cincinnati  pharmaceutical 
house.  Prints  of  the  movie  will  be  available  to  med- 
ical groups  after  December  15. 

The  new  radio  transcription  series  of  the  AMA 

features  a 13  program  “hit  parade,”  tracing  medical 
progress  in  five-year  intervals  through  popular  songs 
and  medical  features  beginning  with  1895  and  con- 
tinuing to  the  present. 

National  Pharmacy  Week  was  observed  over  the 

nation,  October  7-13.  The  theme  of  its  recognition 
was  “Your  Pharmacist  Works  for  Better  Community 
Health.”  Approximately  110,000  pharmacists  are 
registered  in  the  U.  S. 

Worthy  premedical  students  at  the  University  of 

Kentucky  have  access  to  living  quarters  in  a house  at 
112  Maxwell  Street,  Lexington,  made  available  by 
Lexington  doctors  as  a means  of  furthering  medical  | 
education.  U.  K.  President  Frank  G.  Dickey  states  | 

that  15  students  can  be  accommodated  and  that  j 

management  of  the  building  will  be  the  responsibility  ; 
of  the  University  while  the  title  will  remain  with  the 
medical  group. 

November  1956  • The  Journal  of  the  Ketii 


dihydroxy  aluminum  aminoacetate 


On  the  basis  of  considerable  in  vitro 
evidence  accumulated  over  a period  of 
seven  years,  the  Council  on  Pharmacy 
and  Chemistry  has  revised  the  original 
Alglyn  monograph  acknowledging  that 


this  most  recent  form  of  aluminum  ant- 
acid therapy  is  as  active — In  Tablet 
Form — as  the  various  aluminum  hydrox- 
ide preparations  are  in  Liquid  form: 


“Dihydroxy  aluminum  aminoacetate  . . . shares  the  properties  of  the  alumi- 
num hydroxide  gel  preparations.  In  vitro  studies  indicate  that  the  buffering 
action  of  dihydroxy  aluminum  aminoacetate  in  tablet  form  is  comparable  to 
that  of  the  liquid  preparations  of  aluminum  hydroxide  gel  when  compared 
on  the  basis  of  equivalent  aluminum  content.” 


Alglyn  Tablets,  0.5  Cm.  dihydroxy 
aluminum  aminoacetate,  are  supplied  in 
bottles  of  100  (white).  Your  patients  will 
welcome  the  change  from  liquid  antacid 
preparations  to  easy-to-take  convenient, 
lightly-flavored  Alglyn  TabletsL 

Also  supplied  in  combination  with 
spasmolytic  and  sedative  therapy  as 


Msiglyn  Compound,  each  tablet 
contains  dihydroxy  aluminum  aminoace- 
tate, 0.5  Cm.,  belladonna  alkaloids,  0.162 
mg.,  phenobarbital,  16.2  mg.,  per  tablet, 
bottles  of  100  (pink);  and  as  Belglyn, 
dihydroxy  aluminum  aminoacetate,  0.5 
Cm.,  belladonna  alkaloids,  0.162  mg.,  per 
tablet,  bottles  of  100  (yellow). 


Reprint  of  recent 
in  vivo  studies  avail* 
oble  on  request 


1.  Rossett,  N.E.  and  Rice,  M.L.,  Jr.:  Gastroenterology,  26:490, 1954. 

2.  Harnmarlund,  E.R.  and  Rising,  L.W.:  J.  Am.  Pharm.  Assoc.,  Scientific  Edition, 
38:586,  1949. 
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3n  iilemoriam 


RICHARD  ALEXANDER  BATE,  SR.,  M.D. 

Louisville 

1871-1956 

Dr.  Bate,  85,  died  October  6 at  his  home  in  Louis- 
ville. One  of  the  first  endocrinologists  in  the  U.S., 
he  began  his  6 1 -year  medical  career  as  a general 
practitioner,  then  specialized  in  internal  medicine. 

A native  of  Smithfield,  Dr.  Bate  was  graduated 
from  the  Louisville  Hospital  College  of  Medicine  in 
1892.  He  served  at  various  times  on  the  faculties  of 
the  Hospital  College  of  Medicine,  the  old  medical 
department  at  the  University  of  Kentucky,  and  the 
U.  of  L.  Medical  School. 

BENJAMIN  F.  AYDELOTTE,  M.D. 

Louisville 

1898-1956 

A Louisville  physician  of  many  years.  Dr.  Ayde- 
lotte  died  September  30  at  his  home.  He  was  57. 

A native  of  Newtown,  Ind.,  Dr.  Aydelotte  was 
graduated  from  the  U.  of  L.  School  of  Medicine  in 
1933  and  later  served  as  a medical  officer  in  World 
War  II  in  the  North  African  and  Italian  campaigns. 
He  was  a member  of  the  staffs  of  St.  Joseph  Infirmary 
and  Kentucky  Baptist  Hospital. 


MALLORY  L.  SMITH,  M.D. 

Maceo 

1883-1956 

Following  a brief  illness,  Dr.  Smith  72,  died  on 
September  22  in  the  Owensboro-Daviess  County 
Hospital. 

A graduate  of  the  University  of  Tennessee  Medical 
School,  Dr.  Smith  served  his  internship  at  the 
Memphis  Baptist  Hospital.  He  practiced  in  Pierce, 
Tenn.,  and  in  Fulton,  Ky.,  before  coming  to  Maceo 
and  establishing  a practice  in  1922. 

JOHN  W.  HEIM 
Louisville 
1881-1956 

Dr.  Heim,  75,  physician  and  anesthesiologist,  died 
September  25  at  the  Kentucky  Baptist  Hospital. 

A specialist  in  anesthesiology.  Dr.  Helm  was 
credited  with  designing  a mouthpiece  for  the  admin- 
istration of  continual  anesthetics  to  a patient  with 
the  mouth  open,  and  was  recognized  as  the  first 
anesthesiologist  in  Louisville  providing  for  prolonged 
anesthesia  for  major  surgery. 

Dr.  Heim  was  a member  of  the  staffs  of  the  Bap- 
tist, SS  Mary  and  Elizabeth,  St.  Anthony,  Jewish  and 
Children’s  hospitals.  He  was  graduated  from  the 
University  of  Louisville  Medical  College  in  1904. 


Relax  the  best  way 

...pause  for  Coke 


continuous  quality 
is  quality  you  trust 
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WAYSIDE  HOSPITAL 

168  North  Broadway 
Lexington,  Kentucky 

A private  psychiatric  hospital  for  men,  offering  modern  diagnostic  and  treat- 
ment procedures,  a luxurious  cluh-like  atmosphere,  and  a cordial  hospitality. 

Approved  By  American  Medical  Association 
Staff 

H.  Halbert  Leet,  M.D.  John  H.  Rompf,  M.D. 

Carl  Wiesel,  M.D.  Irving  A.  Gail,  M.D. 

Edward  L.  Houchin,  Administrator 

Phone:  2-2050 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

{The  Pioneer  Postgraduate  Medical  Institution  in  America) 

PRACTICAL  ELECTROCARDIOGRAPHY 

A two  weeks  port  time  elementary  course  for  the  practitioner 
based  upon  an  understanding  of  electrophyslologic  principles. 
Standard,  unipolar  and  precordlal  electrocardiography  of 
the  normal  heart.  Bundle  branch  block,  ventricular  hyper- 
trophy, and  myocardlol  infarction  considered  from  clinical  as 
well  as  electrocardiographic  viewpoints.  Diagnosis  of 
arrhythmias  of  clinical  significance  will  be  emphasized.  At- 
tendance at,  and  participation  in  sessions  of  actual  reading  of 
routine  hospital  electrocardiograms. 

345  WEST  50th  St.,  New  York  19,  N.  Y. 


EYE,  EAR,  NOSE  AND  THROAT 

A three  months  combined  full  time  refresher  course  con- 
sisting of  attendance  at  clinics,  witnessing  operations,  lectures, 
demonstrations  of  coses  and  cadaver  demonstrations;  operative 
eye,  ear,  nose  and  throat  on  the  cadaver;  clinical  and 
cadaver  demonstrotions  in  bronchoscopy,  laryngeal  surgery 
and  surgery  for  facial  palsy;  refraction;  radiology;  pathology, 
bocteriology  and  embryology;  physiology;  neuro-anotomy; 
anesthesiology;  physical  medicine;  allergy,  as  opplled  to 
clinical  proctice.  Examination  of  patients  preoperatively  and 
follow-up  postoperativeiy  in  the  wards  and  clinics.  Attendance 
at  departmental  and  general  conferences. 


For  Information  about  these  and 
other  courses  Address: 


THE  DEAN, 


IN  MEMORIAM  (Cont.) 

JACK  GRAHAM  WEBB 
Lexington 
1916-1956 

A Lexington  surgeon.  Dr.  Webb,  40,  died  October 
7.  He  was  a native  of  Virginia  and  was  educated  at 
the  University  of  Richmond  and  the  Medical  College 
of  Virginia. 

Dr.  Webb  had  practiced  in  Lexington  since  1946. 
He  was  a diplomate  of  the  American  Board  of  Sur- 
geons, Kentucky  Surgical  Society  and  the  American 
College  of  Surgeons. 

COUNTY  SOCIETY  REPORTS 
Scott 

The  Scott  County  Medical  Society  held  their  regu- 
lar monthly  meeting  on  October  4 at  the  John  Graves 
Ford  Memorial  Hospital  in  Georgetown. 

The  following  members  attended:  J.  C.  Cantrill, 
M.D.,  W.  S.  Allphin,  M.D.,  F.  W.  Wilt,  M.D.,  H.  G. 
Wells,  M.D.,  A.  F.  Smith,  M.D,  C.  R.  Lewis,  M.D., 
and  H.  V.  Johnson,  M.D. 

The  Society  discussed  the  question  of  having  the 
Scott  County  Medical  Society  placed  in  some  other 
councilor  district.  It  was  suggested  that  an  inquiry  be 
sent  to  the  Judiciary  Council  to  determine  procedure 
in  moving  to  another  district. 


Dr.  Wells  reported  on  activity  of  the  House  of 
Delegates  during  the  KSMA  annual  meeting  in  Sep- 
tember. 

The  secretary  made  a report  on  the  number  of 
polio  shots  given  since  April  1,  1956,  as  follows: 

By  Private  Physicians  By  Health  Department 


1st  

760 

1st  — 

722 

2nd  — 

535 

2nd  — 

611 

3rd 

42 

3rd  — 

123 

1 Ota] 

1337 

1456 

A motion  was  made  and  seconded  that  charges  on 
calls  after  midnight  be  reduced  to  a minimum  of  five 
dollars.  The  motion  carried. 

H.  V.  Johnson,  M.D.,  Secretary 

McCracken  County  Medical  Society 

Harold  Priddle,  M.D.,  presided  at  the  September 
26  meeting  of  the  McCracken  County  Medical  So- 
ciety. 

A paper  was  presented  by  Neil  Ward,  M.D.,  on 
“Some  Aspects  of  Industrial  Medicine.” 

Following  the  reading  of  a letter  regarding  the 
coming  Diabetes  Detection  Drive,  Eugene  Blake 
moved  the  Diabetic  Committee  be  empowered  to  ob- 
tain necessary  testing  material.  The  motion  passed. 

The  name  of  Theodore  Koss,  M.D.,  was  brought 
before  the  Society  for  admission.  In  the  absence  of 
the  Credentials  Committee  chairman.  Dr.  Blake 
{Continued  on  Pii^e  996) 
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For  Pain-Free 

of  everyday 

In  **Rtieumatism”* 


M ultiple 


THE  PROPER  FORMULA 
PROPERLY  FORMULATED 


Physical  separation  of  the 
steroid  component  from  the 
aluminum  hydroxide  as  pro- 
vided by  the  Multiple  Com- 
pressed Tablet  construction 
assures  full  potency  and  sta- 
bility of  prednisolone. 


combine : 

PREDNISOLONE  (img.). 

+ 

ASPIRIN  (0.3  Gm.) 

+ 

ASCORBIC  ACID  (50  mg.) 

+ 

ANTACID  (0.2  Gm^ 


•{(Early  rheumatoid  arthritis 
Rheumatoid  spondylitis 
Osteoarthritis 
Still’s  disease 
Psoriatic  arthritis 
Bursitis 


Synovitis 

Tenosynovitis 

Myositis 

Fibrositis 

Neuritis 
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Performance 

activities 


Compressed  Tablets 


for  anti-inflammatory,  anti-rheumatic  benefits 
at  effective  low  dosage. 

for  analgesia  plus  additional  anti-rheumatic 
activity. 

for  anti-stress  support  that  guards  against  ad- 
renal ascorbic  acid  depletion. 

(Ascorbic  Acid  present  as  60  mg.  Sodium  Ascorbate.) 

dried  aluminum  hydroxide  gel  minimizes  the 
possibility  of  gastric  distress. 


DOSAGE:  1-i  TEMPOGEN  Tablets  t.i.d.  or  q.i.d. 
(TEMPOGEN  Forte,  1 or  2 tablets  t.i.d.  or  q.i.d.) 
for  one  or  two  weeks.  Then  lower  by  I tablet  every  four 
or  five  days  to  maintenance  level. 

SUPPUIED:  TEMPOGEN  and  TEMPOGEN  Forte 
■ — in  bottles  of  100  Multiple  Compressed  Tablets. 
{T EMPOGEN  Forte  provides  2 mg.  of  prednisolone.) 


MERCK  SHARP  6e  DOHMB 

DIVISION  OF  MERCK  ft  CO..  INC. 
PHILADELPHIA  I.  PA. 
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County  Society  Reports 

(Continued  from  Page  993} 

moved  Dr.  Koss  be  accepted  contingent  upon  the  re- 
port of  the  Censure  Committee. 

A letter  from  the  Veterans  Administration  regard- 
ing available  positions  for  physicians  was  read,  fol- 
lowing a letter  from  the  Kentucky  Heart  Association 
regarding  its  newly  instituted  Newsletter  was  read. 

General  discussion  followed  Dr.  Stryker’s  presenta- 
tion of  the  problem  of  a proposed  Mental  Health 
Clinic  for  emotional  health  problems. 

A motion,  introduced  by  Dr.  Billington,  that  the 
McCracken  County  Medical  Society  go  on  record  as 
favoring  the  attaining  of  a grant  through  the  State 
Health  Department  for  a Mental  Retardiation  Clinic 
was  passed. 

.loe  Mitchell,  a member  of  the  local  Heart  Com- 
mittee, outlined  his  committee’s  work  and  plans,  and 
called  for  the  cooperation  of  the  Society.  A move 
that  the  final  decision  be  referred  to  internists  and 
pediatricians,  who  would  be  responsible  for  the  work, 
was  passed. 

Frank  Moore,  M.D.,  chief  of  the  Bowling  Green 
Heart  Clinic,  outlined  its  operation  for  the  past  three 
years.  Mr.  Thornbury  of  the  Kentucky  Heart  Associa- 
tion discussed  the  possibility  of  establishing  a Heart 
Clinic  in  Paducah  to  study  indigent  heart  patients. 

C.  P.  Orr,  M.D.,  Secretary 
McCracken  County  Medical  Society 


Shelby-Oldham  County 

The  September  meeting  of  the  Shelby-Oldham 
County  Medical  Society  was  held  at  the  Stone  Inn  at 
Simpsonville. 

Twenty-seven  members  and  guests  were  present  at 
the  dinner  meeting. 

Scientific  interest  in  the  meeting  was  directed  to 
“Cerebral  Hemorrhage,”  the  subject  of  a talk  by 
Carl  Turrell,  M.D.,  Louisville.  Dr.  Turrell  used  slides 
effectively  with  the  presentation. 

During  the  business  session,  W.  K.  Skaggs,  M.D., 
Taylorsville,  was  named  as  an  associate  member. 

The  next  meeting  will  be  held  October  27  at  Stone 
Inn.  Simpsonville. 

C.  C.  Risk,  Secretary 

Mission  Medic  is  TV  Subject 

Missionary  medicine  will  be  the  theme  of  a “March 
of  Medicine”  telecast  over  NBC-TV  on  Tuesday,  Nov. 
27,  at  8:30  p.m.,  CST. 

It  will  depict  the  daily  activities  of  John  E.  Ross, 
M.D.,  who  served  eight  years  as  a mission  doctor  in 
the  Belgian  Congo.  Dr.  Ross  (a  native  Californian 
and  graduate  of  the  Indiana  School  of  Medicine) 
established  a leprosarium  soon  after  arriving  in  Africa. 
The  American  Medical  Association  and  the  Smith, 
Kline  and  French  Laboratories  are  sponsoring  the 
program. 
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"^The  mercurial  diuretics 
have  the  justified 
reputation  of  being 
the  most  powerful  and 
consistently  effective 
of  all  diuretic  drugs/'* 

TABLET 

NEOHYDRIN^ 

♦Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmaco- 
logical Basis  of  Therapeutics,  ed.  2,  New  York, 
The  Macmillan  Company,  1955,  p.  847. 


*?H'^U^iA>eictcce 


With  us 

a doctor's  involvement 
in  malpractice  charges 
are  as  confidential 
as  his  own  relations  with  his 
patient 


Sfreccatv^ed  Se'wice 
oicn.  eiactan, 


F/oht.Watox;  IwhiamAn 

Professional  Protection  Exclusively 
since  1899 


LOUISVILLE  Office 
Calvin  Bimer,  Representative 
3119  Hewitt  Ave. 

Tel.  Glendale  8-3060 
If  no  answer,  call  Clay  3636 


GRADATIONS  OF  ANALGESIA 
with  light  sedation 


‘EMPIRAL’® 

Phenobarbital 

gr.  Vi 

Acetophenetidin 

gr.2V2 

Acetylsalicylic  Acid 

gr.  3‘/2 

■ . 

‘CODEMPIRAL’®  No.  r 

0 

Codeine  Phosphate 

gr.  Vi 

Phenobarbital 

gr.  Vi 

Acetophenetidin 

gr.  21/2 

Acetylsalicylic  Acid 

gr.3‘/2 

‘CODEMPIRAL’®  No.  T 

Codeine  Phosphate  gr.  Vt 
Phenobarbital  gr.  1/4 
Acetophenetidin  gr.  2Vi 
Acetylsalicylic  Acid  gr.  3*/2 


(N)  subject  to  Federal  Narcotic  Law 


& 


BURROUGHS  WELLCOME  & CO.  lU.S.A.)  INC. 
Tuckahoe,  N.  Y. 
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'^’’atories 


''clinical  response 
good  or  excellent” 


In  one  recent  study,  1 8 patients  with  acute  follicular  tonsillitis  and  septic  sore  throat, 
were  given  erythromycin.  Infecting  organism  was  Sfr.  pyogenes.  The  investigator 
stated,  'Vn  all  18,  the  clinical  response  could  be  regarded  as  either  good 
or  excellent."' 

This,  of  course,  is  only  one  of  many  reports  showing  the  effectiveness  of 
Erythrocin  against  coccic  infections.  You'll  get  the  same  good  results 
(nearly  100%  in  common,  bacterial  respiratory  infections)  when  your 
prescription  reads  Filmtob  Erythrocin  Stearate. 


''toxicity  lower 
in  erythromycin-treated 
patients” 


After  a study  of  208  patients  treated  with  erythromycin  (78),  procaine 
penicillin  (78)  and  a placebo  (52),  the  investigator  stated:  . . the  incidence  of 

toxicity  (compared  to  procaine  penicillin)  was  significantly  lower  in  the 
erythromycin-treated  patients."' 


Actually,  Erythrocin  stands  on  a remarkable  record  of  safety.  After  four  years, 
there's  not  a single  report  of  a severe  or  fatal  reaction  attributable  to 
erythromycin.  Also,  allergic  reactions  rarely  occur.  Filmtab  Erythrocin  Stearate 
(100  and  250  mg.),  is  available  in  bottles  of  25  and  100,  at  all  pharmacies. 


tilmtab’! 


QMrott 

® Filmtab— Film  sealed  tablets,  Abbott;  pat. 
applied  tor. 

l.Herrell,  W.  E.,  Erythromycin,  Antibiotics 
Monographs,  No.  1,  p.  29,  New  York,  Med- 
ical Encyclopedia,  Inc.,  1955. 

Idem  p.  30. 


611243 


Equipped  to  provide  all  modern  and 
accepted  methods  of  treatment. 


Ample  classification  facilities  with 
qualified  psychiatric  nursing. 


Complete  occupational  therapy 
and  recreation  activities. 


Rest  Cottage,  a separate  depart 
ment  for  mild  neurotic  problems 
and  the  convalescent. 


Forty  acres  of  park-like  grounds 
affording  activities  with  privacy. 


OWEN  C.  CLARK,  M.D Medical  Director 

HENRY  GRUENER,  M.D Physician  in  Residence 

DOUGLAS  A,  JOHNSTON,  M.D Medical  Director 

Emeritus 

ISABELLE  DAULTON,  R.N.  . . . Director  of  Nursing 

GRACE  SPINDLER,  R.N.  . . . Assistant  Director  of 

Nursing 

ELLIOTT  OTTE  . . . Business  Administrator 


THEfClNClNNATl  SANITARIUM 

Vt.  .if  ESTABLISHED  1873 


A, Pjii v,a.t e Psychiatric  Hospitai  Offering 

y? * * ' * «(  . . 

m-  A ^ ■%  . 

MpderntDiagnostic  and  TreatmenVProcedures 


THE  CINCINNATI  SANITARIUM 

5642  '‘HAMILTON  AVENUE,  Cincinnati  24,  Ohio 
^Telephone  Kirby  1-0135  Kirby  1-0136 


Doctor  Disabled 


OFFICE  EXPENSE  CONTINUES 


At  last,  here  is  the  practical  solution  to  this 
problem  - - - an  insurance  policy  to  pay  your 
expenses,  with  the  premium  eligible  as  a 
Tax  Deduction. 

Latest  Tax  ruling  provides  that  premiums  on 
Health  and  Accident  insurance  are  not  de- 
ductible unless  the  policy  states  that  it  is  for 
the  express  purpose  of  meeting  business  over- 
head expenses. 

Ask  your  Accountant  or  Lawyer  about  this 
question  and  then  ask  us  to  explain  this 
coverage. 


W.  R.  LONG  & ASSOCIATES 
1534  Bardstown  Road — Louisville,  Ky. 

Without  obligation  to  me  I would  like  to  have 
more  information  on  your  office  expense 
pohcy.  I am  in  good  health  and  was 

bom 

Month  Day  Year 

Name 

Address  


OCULISTS'  PRESCRIPTIONS  EXCLUSIVELY 

MUTH  OPTICAL  COMPANY 


Prescription  Opticians 

665  S.  4th  Brown  Hotel  Building  Louisville  2 


THE 

K E E L E Y 

Treating  alcoholism  and  other  problems  of  addiction. 

INSTITUTE 

• 

REGISTERED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION - 
MEMBER  AMERICAN  HOSPITAL  ASSOCIATION. 

DWIGHT,  ILLINOIS 

On  The  Kratzville  Road 


TELEPHONE  5-6181 

A PRIVATE  HOSPITAL  FOR  THE  TREAT- 
MENT OF  PATIENTS  SUFFERING  FROM 
MENTAL  ILLNESS,  ALCOHOLISM  AND 
DRUG  ADDICTION. 


EVANSVILLE,  IND. 


SEPARATE  BUILDINGS  FOR  DISTURBED  AND 
CONVALESCENT  PATIENTS. 


Equipped  jor  Surgery 

ELECTROENCEPHALOGRAPH  — CLINICAL  LABORA- 
TORY—EKG  AND  BMR  EQUIPMENT— STEREOSCOPIC 
X-RAY  — HYDROTHERAPY. 

ALBERT  J.  CREVELLO,  M.D. 

Diplomate,  American  Board  of  Psychiatry 
& Neurology.  Inc. 

MEDICAL  DIRECTOR 
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The  Best  Tasting 
Aspirin  you  can  prescribe 

The  Flavor  Remains  Stable 
down  to  the  last  tablet. 

2bi  Bottle  of  48  tablets  (134  grs.  each). 

We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway.  New  York  18.  M Y. 
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For  preventing 
and  treating 

upper  respiratory 
infections 


Tetracycline- Antihistamine- Analgesic  Compound 


Avaiinhie  on  prescription  only 


Achrocidin  is  a well-balanced,  comprehensive  formula 
directly  modifying  the  complications  of  the  common 
cold  or  upper  respiratory  infections. 

In  addition  to  the  direct  benefit  of  rapid  symptomatic 
improvement,  Achrocidin  promptly  controls  the  hac- 
terial  component  frequently  responsible  for  the  devel- 
opment in  susceptible  individuals  of  sequelae  such  as 
otitis  media,  sinusitis,  adenitis,  and  bronchitis. 


ACHROMYCIN®  Tetracycline  . . 125  mg. 

Phenacctin 120  mp. 

Caffeine 30  mg. 

Salic)  lamifle 150  mg. 

Chlorotlien  Citrate 25  mg. 

Bottle  of  24  tablets. 


Achrocidin  is  convenient  for  you  to  prescribe — easy 
for  the  patient  to  take.  Average  adult  dose:  two  tablets 
three  or  four  times  daily. 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 

’^^RADEMARK 
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CROCKER-FELS  COMPANY 

SERVING  PHYSICIANS  AND  HOSPITALS  SINCE  1882 


If  you’re  looking  for  an  unusually  attractive  examining  room  suite,  unusually  serviceable  equip- 
ment, and  special  features  to  make  your  work  easier — you’ll  find  them  in  Hamilton’s  Steeltone,  shown 
above.  And  it’s  available  in  an  array  of  decorators’  colors:  white  deluxe,  cream  white,  jade  green, 

Washington  blue,  coral,  and  silver  metallic. 

The  name  Hamilton  is  synonymous  with  quality. 

The  Crocker-Fels  Company 

624  S.  THIRD  ST.  CLay  8855  LOUISVILLE,  KY. 

Ask  about  our  liberal  financing  plan 


The  Gear  Action  Shoe'^ 


• Insole  extension  and  wedge  at  Inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

"At  We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 

V ^ 


with  pivot  arch 
synchronizing 
with  the 
foot  in 
action 


NEW  CASTLE  SANITARIUM 

Telephone  3621 
NEW  CASTLE,  KY. 

For  the  core  of 

CHRONIC,  CONVALESCENT  AND  GERIATRIC 
PATIENTS 

Member  of  the  American  Hospital  Association 
Member  of  the  Americon  Assn,  of  Nursing  Homes 
Licensed  and  Approved  by  the  Stote  of  Kentucky 

SPECIAL  DIETS  PREPARED  — ELECTRO-THERAPY 
TREATMENTS  AVAILABLE 

PRIVATE  PHYSICIAN  AVAILABLE  AT  ALL  HOURS 
24-HOUR  EFFICIENT  AND  CHEERFUL  NURSING  CARE 

REASONABLE  RATES 

New  Selectemp  Moduloted  Steam  Heat  With  Filtered  Air 
For  Maximum  Comfort  and  Safety 
Protected  Throughout  With  Automatic  Fire  Detection 
ond  Alarm  System 

IRA  O.  WALLACE,  Administrator 


I 


t 
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a new  maximum 
in  therapeutic 

effectiveness 

a new  maximum 
in  protection 

against 

resistance 

a new  maximum 
in  safety  and 

toleration 


multi -spectrum 
synergistically 
stren«:thenecl . . . 


TETRACYCLINE 
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7WW  certainty 

in  antibiotic  therapy, 
particularly  for 
the  90%  of  patients 
treated  at  home 
and  in  the  office 

Superior  control  of  infectious  dis- 
eases through  superior  control  of 
the  changing  microbial  population 
is  now  available  in  a new  formu- 
lation of  tetracycline,  outstanding 
broad-spectrum  antibiotic,  with 
oleandomycin,  Pfizer-discovered 
new  antimicrobial  agent  which 
controls  resistant  strains.  The  syn- 
ergistic combination  now  brings  to 
antibiotic  therapy:  (1)  a new  fuller 
antimicrobial  spectrum  which  in- 
cludes even  "resistant"  staphylo- 
cocci; (2)  new  superior  protection 
against  emergence  of  new  resist- 
ant strains;  (3)  new  superior  safety 
and  toleration  , *TRACCl“ARlC 

(Pfizer) 
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superior  control 
of  infectious  disease  through 
superior  control  of  the 
changing  microbial  population 


A synergistically  strengthened  multi-spectrum  antibiotic 


New  superior  safety  and  toleration— 

Sigmamycin  brings  to  antibiotic  therapy 
new  superior  safety,  new  unexcelled  tol- 
eration because:  (1)  tetracycline,  an  out- 
standingly well-tolerated  antibiotic,  is 
formulated  with  oleandomycin,  also 
known  to  be  remarkably  free  of  adverse 
reactions;  (2)  the  synergism  between 
oleandomycin  and  tetracycline  enhances 
antimicrobial  potency. 

Dosage:  1 to  2 capsules  q.i.d. 

Supplied:  Capsules,  250  mg.  (oleandomy- 
cin 83  mg.,  tetracycline  167  mg.)  Bottles 
of  16  and  100. 

*TRADEMARK 


. Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


Sigmamycin  is  a new  antibiotic  formula- 
tion providing : (1 ) the  unsurpassed  broad- 
spectrum  activity  of  tetracycline,  the 
outstanding  broad-spectrum  antibiotic 
discovered  and  identified  by  Pfizer;  (2)  the 
action  of  oleandomycin,  the  new  antimi- 
crobial agent  which  combats  those  strains, 
particularly  among  staphylococci,  now  re- 
sistantto  tetracycline  and  otherantibiotics. 

Sigmamycin  embodies  a new  concept  in 
the  use  of  antibiotics,  for  with  this  new 
synergistically  active  preparation,  the 
development  of  refractory  pathogens  and 
their  emergence  as  important  sources  of 
superinfection  are  more  fully  controlled. 


Pfizer  Laboratories,  Division, 
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maximum  efficacy  with  minimum  risk 


Terfonyl 

SQUIBB  METH-DIA-MER  SULFONAMIDES 


mg.  per  100  ml. 

T 


15 

BLOOD  LEVE 

LS  IN  MAN 

ON  DOSAGI 

: OF  6 GM. 

PER  DAY 

▲ 

TE 

IFONYL 

SIN 

5LE  “SOLUBLE” 

SULFONAMIDE 

T 

DAYS  2 

6 

10 

-After  Jht . 0.. Modern  Med.  23illl  Uen.  IS)  1955. 


Terfonyl  is  absorbed  as  well  as  single  “soluble”  sul- 
fonamides, but  is  eliminated  at  a slower  rate.  For  this 
reason,  Terfonyl  blood  levels  are  much  higher. 

In  experimental  infections  (Klebsiella,  Pneumococcus, 
Streptococcus),  Meth-Dia-Mer  sulfonamides  have  been 
shown  to  be  from  three  to  four  times  more  effective 
on  a weight  basis  than  single  “soluble”  sulfonamides. 

Toxicity  is  minimal  because  normal  dosage  provides 
only  one-third  the  normal  amount  of  each  sulfonamide. 
The  body  handles  each  component  as  though  it  were 
present  alone,  although  therapeutic  effects  are  additive. 

Terfonyl  Tablets,  0.5  Gm.,  bottles  of  100  and  1000. 

Terfonyl  Suspension,  0.5  Gm.  per  5 ml.,  pint  bottles. 

0.167  Gm.  each  of  sulfamethazine,  sulfadiazine  and  sulfa- 
merazine  per  tablet  or  per  5 ml.  teaspoonful  of  suspension. 


Squibb 


■terfonyl'©  is  a SQUIBB  TRADEMARK 
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CATHO 


^ more  effective 

in  clinically 
important  infections 
than  any  other 
antibiotic 
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FOR  MOST  INFECTIONS 


INOVOBIOCIN-PENICII-I-IN  S.  MERCK! 


the  antibiotic  product 
most  UIKEL.Y  TO  BE  EFFECTIVE 


COMPARE  THESE  ADVANTAGES: 

1.  Proved  effectiveness  in  the  largest  num- 
ber of  clinically  important  infections  in- 
cluding those  caused  by  antibiotic-resistant 
staphylococci  and  proteus. 

2.  Therapeutic,  bactericidal  blood  levels  are 
promptly  achieved. 

3.  Exceptionally  well  tolerated;  patient  sen- 
sitivity reactions  are  rare  at  recommended 
dosage. 

4.  No  yeast  or  fungal  super-infections  nor 
any  antibiotic-induced  enteritis,  vaginitis  or 
proctitis  have  been  reported  following 
Cathocillin. 

5.  No  problems  of  cross-resistance  have  been 
encountered  with  Cathocillin. 

6.  The  normal  intestinal  flora  is  not  dis- 
turbed by  Cathocillin. 

DOSAGE;  Jot  adults — two  capsutes  q.i.d.;  for  chUdreit 
under  too  lis.— dosage  in  proportion  to  weight  {e.g.  tne 
eapsule  qJJ./or  a child  weighing  Jo  lbs.). 


CONSIDER  CATHOCILLIN  FIRST 

— for  these  clinically  important  infec- 
tions-.tonsilli  tis;  pharyngitis ; pneumonia; 

otitis  media;  cervical  lymphadenitis; 
streptococcal  sore  throat;  infected  tooth 
sockets;  Vincent’s  infection;  acne  and 
superficial  skin  infections;  impetigo; 
boils,  furuncles  and  carbuncles;  lung  ab- 
scess; bronchitis;  mastitis;  osteomyelitis; 
wound  infections;  postoperative  wound 
infections  and  infected  lacerations;  sta- 
phylococcal enteritis,staphylococcal  diar- 
rhea of  the  newborn;  peritonitis  (caused 
by  susceptible  organisms);  pelvic  in- 
flammatory disease;  gonorrhea;  gono- 
coccal arthritis;  urethritis;  scarlet  fever; 
erysipelas. 

SU  PPLI  ED;  Blue  and  white  capsules  o/  ‘Cathocillin’ 
— each  containing  125  mg.  of  ‘Cathomycin  {as 
Sodium  Novobiocin,  Merck)  and  75  mg.  {125,000 
units)  Potassium  Penicillin  G;  bottles  of  16. 


MERCK  SHARP  Sfi  DOHME 

DIVISION  OF  MERCK  • CO..  Il*c..  PHILADELPHIA  I.  PA. 
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Patients  without  primary 
renal  disease,  but  with 
albuminuria  and  high 
nonprotein  nitrogen 
due  to  congestive 
circulatory  changes, 
can  be  adequately 
and  safely  treated 
with  Neohydrin  for 
long  periods  of  time/'* 

♦Griffith,  G.  C.;  Dimitroff,  S.  P.,  and  Thorner,  M.  C ■ 
Ann.  Int.  Med.  45:7,  1956. 


“the  most  critical  inspection  yet  devised  for  an  eye-glass  lens”-- 


Your  prescription  filled  by  us  will  be  processed  to 
the  prescription  with  first  quality  materials;  the  glass 
and  surfaces  will  he  tested  for  precision  of  workman- 
ship-and  your  lenses  checked  for  accuracy  of  power 
-only  a perfect  lens  passes  the  Southern  Optical  test. 


// 


CONTACT  LENSES 

(Fluidless  Lacrilens — Microlens) 


ARTIFICIAL  EYES 

(Custom  Plastic — Glass) 


HOME 

OWNED 

SINCE 

1897 


COMPANY 

4th  and  Chestnut 
334  W.  Broadway 

LOUISVILLE 
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the  Emblems  of  RELIABLE  PROTECTION 


We  cordially  invite  your  inquiry 
for  application  for  membership 

which  affords  protection  against 
loss  of  income  from  accident  and 
sickness  as  well  as  benefits  for 
hospital  expenses  for  you  and 
all  your  dependents 


All 

COME  FROM 


All 


GO  TO 


S4. 500. 000  ASSETS 
$23,800,000  PAID  FOR  BENEFITS 
SINCE  ORGANIZATION 


Since  1902 


PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 
OMAHA  2.  NEBRASKA 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN  : 

widely  used 
natural . oreil 
estrogen 


AYERST  LABORATORIES 
NewYoik,  N.Y.  • Montreal,  C anada 
5645 


M(‘diral  Association  • 


Siovenibcr  7956 
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CITY  VIEW  SANITARIUM 

Established  1907 

NASHVILLE  TENNESSEE 

For  the  diagnosis  and  treatment  of 
mental  and  nervous  disorders,  and 
addictions  to  alcohol  and  drugs 

Psychotherapy  and  occupational  therapy 

Electrical  shock  and  insulin  therapy  as  indicated 

Frank  W.  Stevens,  M.  D. 

Director 

G.  Tivis  Graves,  Jr.,  M.  D. 

Associate  Director 


MEDICAL-DENTAL  BUSINESS  BUREAU,  INC 
227  HEYBURN  BUILDING  — P.  0.  BOX  1465 
334  W.  BROADWAY 
LOUISVILLE,  KENTUCKY 

WAbash  6725 

Gentlemen,  I am  interested  in  talking  with  you  about  the  subjects  checked  below. 

See  me  at  (address) on  (date) at  Ihourl 

Doctor 

( ) Practice  Survey  and  Recommendations 
( ) Financial  Records  and  Reports 
( ) Professional  Management  Service 
( ) Long-Term  Financial  Planning 
( ) Tax  Returns 
( ) Other: 

( ) Centralized  Bookkeeping 

(Statements  to  Patients) 

( ) Pre-Collection  Program 
( ) Partnership  Formation 
( ) Sale  of  Practice 
( ) Collections 

Choice  location  for  general  practice.  A recent 
death  makes  office  with  adjacent  home  in 
separate  building  available.  Small  town 
atmosphere.  The  one  other  physician  in  town 
welcomes  help.  Practice  should  be  assured 
immediately.  Nine  miles  from  county  hospital 
and  about  35  from  the  Jeffersonville  bridge. 
Ideal  for  individual  who  needs  immediate 
practice  and  yet  desires  to  retain  Louisville 
connections. 

Contact: 

MRS.  FRANK  GREEN,  Rushville,  Indiana 


PlEASE  NOTICE 

Advertising  space  in  The  Journal  of  the  Kentucky 
State  Medical  Association  is  worth  just  what  you 
make  it.  All  advertisements  appearing  in  The 
Journal  have  been  carefully  screened  in  order  that 
our  readers  may  depend  on  them.  When  you  buy 
from  firms  advertising  in  The  Journal  you  protect 
yourself  against  questionable  products  and  you 
increase  the  value  of  this,  your  own  Journal,  to  its 
advertisers.  Remember  this,  and  use  these  pages  as 
your  buying  guide. 
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in  respiratory  allergies 


I 


i 


all  the  benefits  of  the  “predni-steroids*' 
plus  positive  antacid  action 
to  minimize  gastric  distress 


ROUTINELY  ACHIEVED  WITH 


Clinical  evidence''^'®  indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  predniso- 
lone, antacids  should  be  routinely 
co-administered  to  minimize  gas- 
tric distress. 

References:  1.  Boland,  E.  W.,  J.A.M.A. 
160:613  (February  25)  1956.  2.  Margolis, 
H.  M.  el  al.,  J.A.M.A.  158:454  (June  11) 
1955.  3.  Bollet,  A.  J.  el  al.,  J.A.M.A. 
158:459  (June  11)  1955. 


Multiple 

Compressed 

Tablets 


(Prednisone  Buffered) 


CoBydeltra' 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO  . INC 
PHILADELPHIA  1.  PA. 


•CO-DELTRA'  and  ‘CO-HYDELTRA’  are  trademarks  of  Merck  Co..  Inc. 
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Supplied:  Each  green,  scored, 
Ataraxoid  oral  tablet 
contains  5 mg.  prednisolone 
(Sterane)  and  10  mg. 
hydroxyzine  hydi’ochloride 
(Atarax).  Bottles  of  30 
and  100. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


Ataraxoid  is  a unique,  new  combination  of  Sterane  and 
Atarax,  which  now  permits  simultaneous  symptomatic 
control  and  reduction  of  attendant  anxiety  and  apprehension 
in  rheumatoid  arthritis  and  other  indications. 


The  added  tranquilizer  control,  desirably  easing  mental  stress, 
also  directly  assists  clinical  progress.  It  minimizes  the 
chance  of  exacerbation  related  to  emotional  strain  and 
facilitates  patient  confidence  and  cooperation  in  the 
therapeutic  program  toward  maximum  rehabilitation. 


Ataraxoid  exerts  the  anti-rheumatic,  anti- 
inflammatory activity  of  Sterane  distinctly  superior 
to  previous  steroids,  effective  in  radically  reduced 
dosage,  and  with  minimal  disturbance  of  electrolyte 
and  fluid  metabolism. 


The  ataractic  effect  is  a 
central  neuro-relaxing 
action  — the  result  of 
a marked  cerebral  speci- 
ficity — free  of  mental 
fogging  and  devoid  of  any 
major  complications: 
no  liver,  blood  or  brain 
damage.  This  peace- 
of-mind  component  is 
also  used  in  the  lowest 
dosage  range. 


ataraxic-corticoid 


combining  the  newest,  safest  j_  the  newest,  most  effective 
tranquilizl,  ATARAX;  + steroid,  STERANE; 

controls 
the  sympt(®s  and  the 
apprehension 

In  Rheumatoid  Arthritis, 
other  collagen  diseases, 
bronchial  asthma  and 
inflammatory  dermatoses 


^Trademark 


Kentucky  State  Medical  Association 


President 
President-elect 
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the  power  of  gentleness 
for  relief  of  daily  tensions 


• moderates  anxiety  and  tension 

• avoids  depression,  drowsiness,  motor  incoordination 


different! 


•Nostyn  is  a new  drug,  a calmative 
— not  a hypnotic-sedative 

-unrelated  to  any  available  chemopsychothcrapcutic  agent 
•no  evidence  of  cumulation  or  habituation 
•does  not  cause  diarrhea  or  gastric  hyperacidity 
•unusually  wide  margin  of  safety  — no  significant  side  clTccts 
dosage:  150-300  mg.  three  or  four  times  daily, 
supplied:  300  mg.  scored  tablets,  bottles  of  48. 

AMES  COMPANY,  INC  • ELKHART,  INDIANA 
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^Thorazine*  relieved  this  patient^s 
anxiety,  tension  and  fear  and  made 
it  possible  for  him  to  return  to  work. 


•THORAZINE'  CASE  REPORT 

patient:  Anxiety,  tension,  and  a fear  of  going 
out  alone  made  it  impossible  for  this  36-year- 
old  man  to  work.  After  other  treatments  had 
failed  he  was  given  ‘Thorazine’. 

response:  “On  ‘Thorazine’  medication,  100  mg. 
orally,  daily,  his  anxiety  and  apprehension  dis- 
appeared rapidly.  The  patient  was  able  to  go 
out  alone  and  to  work  once  again.  His  mood 
was  actually  gay  and  his  co-workers  were  sur- 
prised at  this  change.  He  was  now  free  from 
care  whereas  before  he  had  been  distressed  by 
the  slightest  difficulty.’’ 


This  case  report  is  from  the  files  of  a general  practitioner. 


THORAZINE* 


Available  in  ampuls,  tablets  and  syrup  (as  the  hydrochlo- 
ride), and  in  suppositories  (as  the  base). 


Smith,  Kline  & French  Laboratories,  Philadelphia 

‘Thorazine’  should  be  administered  discrimi- 
nately  and,  before  prescribing,  the  physician 
should  be  fully  conversant  with  the  available 
literature. 

■*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
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NONHEMOLYTIC  MICROCOCCUS  AUREUS 

(363-418  STRAINS) 


HEMOLYTIC  MICROCOCCUS  AUREUS 
(729-776  STRAINS) 


SENSITIVITY  OF  COMMON  PATH013ENS  TO  CHLOROMYCETIN  AND  THREE  OTHER  MAJOR  ANTIBIOTIC 


-CHLOROMYCETIN 
ANTIBIOTIC  A 
ANTIBIOTIC  B 
ANTIBIOTIC  C 


^ CHLOROMYCETIN  ' 
^ ANTIBIOTIC  A 
ANTIBIOTIC  B 
^ / ANTIBIOTIC  C 

I \ 


ESCHERICHIA  COLI 
(478-586  STRAINS) 


AEROBACTER  AEROGENES 
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greater  antibacterial  efficacy. . . 


Chloromycetin* 

for  today’s  problem  pathogens 

Because  of  the  increasing  emergence  of  pathogenic  strains  resistant 
to  commonly  used  antibiotics,  judicious  selection  of  the  most  effec- 
tive agent  is  essential  to  successful  therapy.  In  vitro  sensitivity 
studies  serve  as  a valuable  guide  to  the  antibiotic  most  likely  to  be 
most  effective.  Both  clinical  experience  and  sensitivity  studies  indi- 
cate the  greater  antibacterial  efficacy  of  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  treatment  for  many  resistant 
infections.i"'^ 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent 
therapy. 


iis  graph  is  adapted 
am  Altemeier,  Cul- 
rtson,  Sherman,  Cole, 
Istun,  & Fultz.* 


References  (1)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W; 
Elstun,  W,  & Fultz,  C.  T:  J.A.M.A.  157:305  (Jan.  22)  1955.  (2)  Austrian,  R.: 
New  York  J.  Med.  55:2475  (Sept.  1)  1955.  (3)  Murphy,  E D.,  & Waisbren,  B.  A., 
in  Murphy,  E D.:  Medical  Emergencies:  Diagnosis  and  Treatment,  ed.  5,  Phila- 
delpliia,  E A.  Davis  Company,  1955,  p.  557.  (4)  Weil,  A.  J.,  & Stempel,  B.: 
Antibiotic  Med.  1:319,  1955.  (5)  Jones,  C.  E;  Carter,  B.;  Thomas,  W.  L.,  & 
Creadick,  R.  N.:  Obst.  ir  Gijnec.  5:365,  1955.  (6)  Kass,  E.  H.:  Am.  J.  Med. 
18:764,  1955.  (7)  Tebrock,  H.  E.,  & Young,  W.  N.:  New  York  J.  Med.  55:1159 
(Apr.  15)  1955. 
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‘Thorazine’  should  be  administered  discriminately 
and,  before  prescribing,  the  physician  should  be  fully 
conversant  with  the  available  literature. 


always  carry  ^Thorazine^  Ampuls  in  your  bag 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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jecific  against 
Dccic  infections 


Specific— because  you  can  actually  pinpoint  the 
therapy  for  coccic  infections.  That’s  because 
most  bacterial  respiratory  infections  are  caused 
by  staph-,  strep-and  pneumococci.  And  these 
are  the  very  organisms  most  sensitive  to 
Erythrocin— even  when  in  many  cases  they 
resist  other  antibiotics. 


STEARATE 


ith  little  risk  of 
erious  side  effects 


Low  toxicity— because  Erythrocin  rarely  alters 
intestinal  flora.  Thus,  your  patients  seldom 
get  gastroenteral  side  effects.  Or  loss  of  vitamin 
synthesis  in  the  intestine.  Virtually,  no  allergic 
reactions,  either.  Filmtah  Erythrocin 
Stearate  (100  and  250  mg.),  ^nn 
bottles  of  25  and  100. 


STEARATE 


® Filmtab-film-sealed  tablets;  pat.  applied  for 


609216 


I 


“9lmi0f)tp  <gob,  be  tnitJ)  me  3 bumblp  begeecb  ^bee  in  tCbp  attenb= 
ante  in  tfjig  fjolp  hour,  (gibe  me  becoming  atoe  of  ®:f)p  presence  anb 
grant  me  fEfjp  birection  anb  aib. 

3 beseech  that  in  confessing  3 map  be  bumbleanb  trulppeni= 
tent  in  praper,  serious  anb  bebout  in  praise,  grateful  anb  sincere,  anb 

in  hearing  ®hp  tnorb  attentibe  anb  bjilling  anb  besirous  to  be  instruc- 
teb. 

“Btrect  me,  ©h  <®ob,  in  performing  this  operation,  for  3 am  but  an 
instrument  in  lEhp  hanbs  anb  am  but  fE^hp  serbant.  3f  it  is  ®hp  biill, 
spare  this  poor  afflicteb  tooman.  0b.  gibe  me  true  faith  in  the  atone- 
ment of  ®hp  ^on,  Jesus  Christ,  or  a lobe  sufficient  to  procure  IZDhp  fa- 
bor  anb  blessing,  that  bjorshiping  lEhee  in  spirit  anb  in  truth  mp  serb= 
ices  map  be  accepteb  through  ^ist  all-sufficient  merit,  ^men” 


We  believe  the  above  prayer,  offered  by  Ephraim  Mc- 
Dowell, M.D.,  as  he  prepared  to  perform  his  epoch-making 
operation  December  25,  1809,  on  Jane  Todd  Crawford,  ex- 
presses our  sentiments  at  this  Season  far  more  effectively  and 
eloquently  than  any  Christmas  message  we  might  aspire  to 
write. 


Richard  R.  Slucher,  M.D. 
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for  greater  efficiency 
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squeeze  bottle 
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a fine  mist 


Neo-Synephrine  (brand  of  phenylephrine) 
and  Zephiran  (brand  of  benzalkonium, 
as  chloride,  refined), 
trademarks  reg.  U.S.  Pat.  Off. 
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To  Our 

Advertisers 

At  this  season  of  the  year  our  thoughts 
invariably  turn  to  all  the  things  we 
have  to  be  grateful  for. 

of  the  staff  of  The  Journal  of  the 
KSMA,  are  most  appreciative  of  the 
support  of  you,  our  advertisers, 
over  the  past  twelve  months. 

Aour  patronage  has  made  possible 
many  improvements  in  our  Journal 
and  the  presentation  of  essential 
medical  literature  to  our  readers. 


Your  advertisements  have  continued  to 
grow  in  attractiveness  and  usefulness 
to  our  members. 

As  we  look  forward  to  making  our 
Journal  more  appealing  and  useful  to 
all  in  1957,  may  we  extend 
to  each  of  you,  our  advertisers, 
our  best  wishes  for  the  New  Year. 

The  Editor  and  Staff  of 
The  Journal  of  the  KSMA 
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KARO®. . . meets  the  need  for  a completely 
assimilable  carbohydrate  in  infant  feeding 


Physicians  and  parents  alike  appreci- 
ate the  efficacy,  convenience  and  econ- 
omy of  Karo  Syrup.  For  this  double- 
rich, readily  miscible  mixture  of  dex- 
trin, maltose  and  dextrose  is  easily 
digested,  well  tolerated  and  com- 
pletely utilized. 

Three  generations  of  use  as  a milk 
modifier  have  shown  that  even  prema- 
ture babies  thrive  on  Karo . . . and  that 
its  use  does  not  induce  flatulence,  colic, 
fermentation  or  allergy. 

Karo  permits  easy  adjustment  of 


formula  and  transition  from  liquid  to 
solid  food  as  circumstances  demand. 
It  may  be  used  with  sweet,  acid,  evap- 
orated, dried  or  protein  milk.  Light  or 
dark  Karo  each  supply  equivalent  nu- 
tritive and  digestive  values . . . yielding 
60  calories  per  tablespoonful. 


1906  • SOth  ANNIVERSARY  • 1956 
CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 
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IN  THE  BOOKS 


TRANSACTIONS  OF  THE  WESTERN  SURGICAL  ASSOCI- 
ATION— VOLUME  62.  Recorded  by  Everett  E.  Coleman, 
M.D.,  368  pages,  illustrated.  Published  by  The  American 
Medical  Association  Press,  Chicago  10,  1955. 

This  book  contains  both  the  executive  and  scien- 
tific sessions  of  the  sixty-second  annual  meeting  of  the 
Western  Surgical  Association  at  Colorado  Springs, 
Colorado,  December  2,  3,  4,  1954.  It  represents  a 
collection  of  the  scientific  papers  that  were  presented 
at  this  meeting,  and  contains  also  a discussion  of  these 
papers  by  some  of  the  prominent  members  present. 

The  subject  matter  contained  in  these  papers 
covers  a rather  broad  field  of  surgery,  including 
thoracic  surgery,  cardiovascular  surgery,  and,  for 
the  most  part,  problems  encountered  by  the  general 
surgeon.  There  are  no  papers  included  with  subject 
matter  of  interest  to  other  surgical  specialties.  The 
papers  are  all  well  written  and  well  illustrated.  Such 
subjects  as  trauma,  carcinoma,  congenital,  acquired 
and  infectious  diseases  that  are  encountered  by  the 
surgeon  in  his  daily  practice  are  presented  and  dis- 
cussed. 

The  book  would  be  of  little  interest  to  other  than 
a limited  group  of  surgeons.  The  subject  matter 
could  be  found  in  many  of  the  current  journals. 
These  articles  contain,  however,  a copious  amount  of 
reference  material.  The  volume  should  make  a valu- 
able addition  to  a surgeon’s  journal  library. 

• Henry  S.  Collier,  M.D. 

TREATMENT  OF  HEART  DISEASE;  by  Harry  Gross,  M.D. — 
Abraham  Jezer,  M.D.  Pages:  549.  Publication  Date:  June 
14,  1956.  Price  $13.00  W.  B.  Saunders  Co. 

This  book  on  therapy  of  heart  disease  is  a reason- 
ably good  attempt  to  indicate  the  physiologic  rationale 
of  treatment. 

The  book  is  divided  in  orderly  fashion  into  seven 
sections,  beginning  with  "The  Basic  Mechanisms  of 
Cardiac  Symptoms  and  Their  Management,"  after 
which  the  therapy  of  specific  types  of  heart  disease 
is  discussed.  The  book  ends  with  sections  dealing 
with  the  surgical,  emotional,  psychosomatic  and  re- 
habilitative aspects  of  the  therapy  of  heart  disease. 

The  drugs  commonly  used  in  the  treatment  of 
heart  disease  are  well  covered  and  specific  outlines 
of  therapy  are  given.  Indications  and  contraindica- 
tions for  the  use  of  various  drugs  and  their  toxic 
effects  are  clearly  indicated.  There  is  a large  bibli- 
ography at  the  end  of  each  chapter,  but  the  authors 
seldom  discuss  the  contents  of  the  references  in  detail. 

Some  comments  concerning  therapy  are  not  well 
documented  either  by  the  authors’  experience  or  by 
the  literature.  An  example  is  the  statement  that  digi- 
talis is  the  drug  of  choice  in  the  therapy  of  extra- 
systoles “of  patients  with  established  heart  disease, 
even  in  the  absence  of  heart  failure.”  It  would  seem 
to  the  reviewer  that  such  a statement  warrants 
documentation. 

This  book  is  an  adequate  desk  reference  for  the 
treatment  of  the  cardiac  patient  that  will  perhaps 
appeal  most  to  the  general  practitioner  and  internist. 
The  cardiologist  may  find  it  disappointing.  The  physi- 
ologic implications  of  therapy  are  not  completely 
discussed,  and  the  book  does  not  represent  a critical 
compilation  of  current  knowledge  of  the  therapy  of 
heart  disease.  The  authors  do  not  present  an  analysis 
of  extensive  personal  experience  nor  do  they  ex- 
haustively review  the  literature. 

Leonard  Leight,  M.D. 


ELECTROCARDIOGRAPHY;  FUNDAMENTALS  AND  CLINICAL 
APPLICATION.  Louis  Wolff,  M.D.,  342  pages;  Publication 
date,  March  21,  1956,  W.  B.  Saunders  Co.;  Price  $7.00. 

The  second  edition  of  this  text  has  incorporated 
the  cardiac  vector  where  indicated  in  a clear-cut  and 
painless  manner.  The  basic  principles  of  derivation 
of  the  components  of  the  ECG  are  presented  in  a 
lucid  manner  and  the  diagrammatic  illustrations  are 
well  done.  Many  of  the  illustrations  can  be  grasped 
even  by  the  uninitiated  without  referring  to  the 
entire  text.  They  enhance  the  value  of  the  book. 

The  section  devoted  to  clinical  electrocardiography 
presents  clear  and  useful  discussions  and  illustrations 
of  left  and  right  ventricular  hypertrophy.  The  pre- 
cautions and  problems  of  arriving  at  a diagnosis  of 
right  ventricular  hypertrophy  are  particularly  en- 
lightening. The  chapters  dealing  with  myocardial 
infarction  present  this  subject  in  a concise  manner 
and  carefully  define  the  limitations  as  well  as  values 
of  the  ECG.  The  illustrative  reproductions  of  ECGs 
are  of  high  quality  and  the  changes  under  discussion 
are  easily  seen. 

The  section  on  the  cardiac  arrhythmias  is  a new 
addition  to  the  book.  It  is  not  presented  with  the 
clarity  necessary  to  make  these  mechanisms  readily 
understood.  This  section  will  probably  be  revised 
in  time  and  come  up  to  the  high  standards  exemplified 
in  other  sections. 

This  book  is  a good  one  as  are  several  other  texts 
on  the  subject.  It  is  not  essential  if  one  has  available 
other  modern  texts  on  electrocardiography  but  the 
internist  or  other  practitioner  particularly  interested 
in  the  subject  will  find  it  informative.  No  bibliography 
is  incorporated  into  the  book. 

Ralph  M.  Denham,  M.D. 
HANDBOOK  OF  PHYSICAL  THERAPY.  Shestack,  Robert. 
Published  by  Springer  Publishing  Company,  Inc.,  New  York, 

1956;  212  pages;  Price  $4.25. 

This  book  is  a fairly  well-organized  presentation 
of  a great  volume  of  limited  material.  The  statements 
are  all  general  statements  and  are  not  specific.  The 
terminology  is  non-scientific.  The  only  part  of  which 
are  acceptable,  are  most  of  the  technics  described. 
However,  even  in  technic  of  application  one  finds 
incomplete  description. 

A description  of  the  field  about  which  this  book  is 
written  is  erroneous.  I wish  to  point  out  on  page  3 
the  use  of  the  term  physical  therapy  and  physical 
medicine  as  synonymous  terms  is  completely  errone- 
ous. Physical  therapy  is  just  one  branch  of  the  field 
of  physical  medicine. 

In  the  Preface  on  page  X the  author  states  that  the 
reader  will  find  nothing  concerning  rehabilitation 
technics,  and  the  whole  book  deals  with  rehabilitation 
technics.  In  spite  of  the  thirty-nine  outstanding  refer- 
ences in  the  bibliography  of  this  book,  there  are  no 
specific  referral  situations  in  the  text,  and,  when 
dealing  with  physiological  effects  of  certain  physical 
agents,  there  are  many  erroneous  statements  that  are 
stated  as  fact. 

Because  of  the  limitation  of  the  scope  of  this 
book,  it  is  possible  to  leave  the  impression  that  this 
had  come  through  the  entire  field  of  physical  therapy, 
which  it  does  not. 

Because  of  the  above-mentioned  discrepancies  in 
this  book,  I would  not  recommend  it  for  the  use  of 
medical  students,  or  the  student  of  physical  therapy, 
or  the  practicing  physical  therapist. 

Rex  O.  McMorris,  M.D. 
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Symptomatic 
relief. . .plus! 


-S.clxir»oci<lii:i 

Tetracycline-Antihistamine- Analgesic  Compound 

ACHROCIDIN  is  a comprehensive  formula  for  treatment 
of  complications  of  the  common  cold,  particularly  when 
bacterial  sequelae  are  observed  or  expected  from  the 
patient’s  history  or  during  widespread  infections. 

Distressing  symptoms  of  malaise,  headache,  mus- 
cular pain,  mucosal  and  nasal  discharge  are  rapidly 
relieved. 

And  potent  prophylaxis  is  offered  against  other 
diseases,  such  as  otitis  media,  sinusitis,  adenitis,  and 
bronchitis,  to  which  the  patient  may  be  highly  vulner- 
able at  this  time. 


i-EDERL-E  l-ABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  REARI.  RIVER.  N.  Y. 


ACHROCIDIN  is  convenient  for  you  to  prescribe  — easy 
for  the  patient  to  take.  Average  adult  dose:  two  tablets 
four  times  daily. 

Available  on  prescription  only 


Each  tablet  contains: 

ACHROMYCIN®  Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 

Bottle  of  24  tablets 


ledical  Association  • December  1956 


1033 


/ar  ihe  average 
pniieni  in 
every€lay  praciice 


O well  suited  for  prolonged  therapy 

• well  tolerated,  nonaddictive,  essentially  nontoxic 
# no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

# chemically  unrelated  to  chlorpromazine  or  reserpine 
# does  not  produce  significant  depression 
# orally  effective  within  30  minutes  for  a period  of  6 hours 

Iridicoiions'  and  tension  states,  muscle  spasm. 


Tran^uiliur  tcilh  musele-relaxanl  aelion 


DISCOVERED  AND  INTRODUCED 
BY  WALLACE  LABORATORIES,  Neic  Brun.irwi.  N-J. 


2-melhyl-2-a-propyl-l ,S -propanediol  diearbamaie — V.S.  Patent  2,72i,720 
supplied:  iOO  m3,  scored  tablets.  Usual  dose:  1 or  2 tablets  UjL 
Literature  and  Samples  Available  on  Request 


CM-3706-R2 


THE  MILTOWN  MOLECULE 


P 


December  1956  • The  Journal  of  the  Ke\ 


HERE’S  WHY  SO  MANY  DOCTORS 
NOW  SMOKE  AND  RECOMMEND 


Viceroy 


Twice  as  Many  Filters 

AS  THE  OTHER  TWO  LARGEST-SELLING  FILTER  BRANDS 

For  the  Smoothest  Taste  in  Smoking! 


.VICEROY'S  EXCLUSIVE  FILTER  IS  MADE  FROM  PURE  CELLULQSE-SOFT.  SNOW-WHITE.  NATURAL! 


KING-SIZE 


Viceroy 

filter"  ^ip 

CIGARETTES 


COMPARE! 


HOW  MANY  FILTERS  IN  YOUR  FILTER  TIP? 

(REMEMBER-THE  MORE  FILTERS  THE  SMOOTHER  THE  TASTE!) 
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Washington,  D.  C. — Federal  health  and  medical 
spending  for  all  agencies  of  government  this  fiscal 
year  is  expected  to  reach  a new  high  peak.  The  total 
is  placed  at  $2,558,719,168,  an  increase  of  nearly 
13  per  cent  over  the  last  fiscal  year,  which  itself  set 
a new  record. 

The  spending  is  spread  among  21  departments, 
agencies  and  commissions  concerned  in  whole  or 
part  with  health  or  medicine.  They  range  from  an 
impressive  $825,024,300  for  the  Veterans  Adminis- 
tration to  a small  sum  of  $12,145  for  running  the 
Office  of  the  Attending  Physician  of  Congress. 

In  between  is  a broad  range  of  health  and  medical 
activities,  including  money  for  implementing  the 
many  health  programs  inaugurated  by  the  84th  Con- 
gress. The  totals  are  compiled  each  year  by  the 
American  Medical  Association’s  Washington  Office. 
The  report,  the  only  consolidated  Federal  medical 
budget  published,  is  based  on  actual  appropriations 
by  Congress  and  program  data  supplied  by  the  fed- 
eral agencies. 

The  medical  budget  total,  divided  into  cost  for 
each  man.  woman  and  child  in  the  country,  amounts 
to  $15.17  a year,  while  each  family  in  the  U.  S.  will 
be  paying  $54.61  for  this  spending,  based  on  Census 
Bureau  figures  for  population,  family  size  and  em- 
ployment. 

Compared  with  last  year’s  spending,  the  Defense 
Department  has  dropped  to  second  place  with  its 
spending  estimated  at  $790,105,000,  thus  giving  way 
to  the  VA.  The  Defense  Department  shift  from  the 
top  spending  spot,  despite  a $41  million  item  for  the 
new  dependent’s  medical  care  program,  is  due  pri- 
marily to  more  effective  joint  utilization  of  facilities, 
fewer  personnel  assigned  to  operation  and  a planned 
drop  in  hospital  and  dispensary  construction. 

Department  of  Health,  Education,  and  Welfare 
spending  for  the  year  ending  next  July  1 amounts 
to  $772,661,800,  which  puts  that  agency’s  total  within 
striking  distance  of  the  two  top  spenders  in  the 
health-medical  field.  Compared  with  last  year’s 
$526,935,400,  HEW  spending  this  year  is  up  a re- 
sounding 46  per  cent,  due  in  part  to  more  Hill-Burton 
hospital  construction  money,  record  research  funds, 
and  permanent  and  total  disability  payments. 


Following  is  a table  of  spending  by  the  21  agencies 
this  year  and  last: 


Agency 

Fiscal  1957 

Fiscal  1956 

Veterans’  Adminis- 
tration $ 

825,024,300 

$ 790,185,800 

Department  of 
Defense 

790,105,000 

818,104,500 

Department  of 
Health,  Education 
and  Welfare 

772,661,800 

526,935,400 

Federal  Civil 
Defense  Admin. 

49,810,000 

30,450,000 

Atomic  Energy 
Commission 

31,525,000 

27,700,000 

International  Coop- 
eration Admin. 

29,310,000 

25,441,000 

Department  of  State 

1 5,496,000 

13,669,790 

lo.sr) 


Federal  Employees 


Health  Program 

10,000,000 

6,000,000 

National  Science 
Foundation 

8,000,000 

5,000,000 

Department  of 
Labor 

7,151,126 

7,336,000 

Department  of 
Interior 

6,138,205 

5,770,000 

Panama  Canal  Zone 

6,055,300 

5,702,900 

Department  of 
Treasury 

3,511,700 

2,990,000 

Department  of 
Justice 

1,580,000 

1,470,000 

Federal  Trade 
Commission 

1,000,000 

1,000,000 

Department  of 
Commerce 

547,914 

277,586 

Civil  Service 
Commission 

386,000 

382,600 

National  Advisory 
Committee  to 
Selective  Service 

180,000 

180,000 

President’s  Comm, 
for  Handicapped 

134,678 

130,000 

Health  Resources 
Advisory  Comm. 

90.000 

101,000 

Office  of  Attending 
Physician  of 
Congress 

12,145 

TOTALS 

$2,558,719,168 

$2,268,826,576 

NOTES: 

The  long-awaited  military  dependents’  medical  care 
program  authorized  by  the  last  Congress  went  into 
effect  December  7.  At  the  height  of  the  program,  as 
many  as  800,000  persons  not  now  getting  care  are 
expected  to  be  receiving  treatment  either  at  military 
facilities  or  through  private  physicians  and  hospitals. 

It  was  launched  following  a series  of  negotiations 
with  state  medical  societies  over  contracts  covering 
the  provision  of  care  outside  military  hospitals  and  1 

clinics.  I 

% s}:  I 

Dr.  Leroy  E.  Burney,  PHS  surgeon  general  since  , 

last  August,  has  announced  a number  of  shifts  in 
major  posts  within  the  service.  They  include  Dr.  John 
Cronin,  chief  of  the  Hill-Burton  program,  to  head 
the  important  Bureau  of  Medical  Services;  Dr.  Jack 
Masur,  from  this  bureau  to  directorship  of  the  Clini- 
cal Center  of  Bethesda,  Md.;  Dr.  G.  Halsey  Hunt, 
associate  chief  of  the  bureau,  to  a new  Center  for 
Research  of  Aging  at  National  Institutes  of  Health; 

Dr.  Donald  W.  Patrick  from  the  Clinical  Center  to 
PHS  hospital  at  San  Francisco;  Dr.  Vane  M.  Hoge, 
from  associate  chief  of  the  bureau  to  Hill-Burton. 

* * * 

With  the  death  of  Rep.  Percy  Priest  of  Tennessee 
and  the  election  of  a Democratic  House,  Rep.  Oren 
Harris,  Democrat,  of  Arizona,  assumes  chairmanship 
of  the  important  House  Interstate  and  Foreign  Com- 
merce Committee.  It  handles  most  health  legislation 
in  the  House.  The  companion  Senate  Committee  on 
Labor  and  Welfare  again  will  be  headed  by  Senator 
Lister  Hill  (D.,  Ala.). 
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l-ANOXIN‘ 

brand 

DIGOXIN 

formerly  known  as  Digoxin  ‘B.  W.  Sc  Co,’® 

The  new  name  has  been  adopted 
to  make  easier  for  everyone 

the  distinction  between 

Digoxin  and  Digitoxin. 

Now  sunply  write:  ^ 

to  provide  the  unchanging  safety  and  predictability  afforded  by  the 
uniform  potency,  uniform  absorption,  brief  latent  period  and  optimum 
rate  of  elimination  of  tbis  crystalline  glycoside. 


Tablets:  0.25  mg.  (white)  and  0.5  mg.  (green) 

Elixir  Pediatric;  0.05  mg.  in  each  cc. 

Ampuls:  0.5  mg.  in  2 cc. 


BURROUGHS  WELLCOME  & CO.  (U.S.  A.)  INC.,  Tuckahoe,  New  York 


^ Medical  Association  • December  1956 


1037 


I IMohn 

Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

• REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 
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The  Upjohn  Company,  Kalamazoo,  Michigan 
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PLAi  TO  amm 
February  I & 2, 1957 


SCHOOL  OF 
MEDICINE-1833 


3rd  Annual  Symposium  on 

ROOF  GARDEN  — 


Cardiovascular 

BROWN  HOTEL 


Diseases 


LOUISVILLE,  KENTUCKY 


Guest  Speakers  Include  These  Doctors — 

"Dietary  Management  of  Atherosclerosis” 

Maurice  M.  Best,  M.D.,  Assistant  Professor 
of  Medicine,  University  of  Louisville  School  of 
Medicine 

"The  Basis  of  the  Electrocardiogram” 

Robert  C.  Little,  M.D.,  Director  of  Clinical 
Research,  Mead  Johnson  & Company 

"Occlusion  and  Aneurysm  of  the 
Abdominal  Aorta” 

Edgar  V.  Allen,  M.D.,  Senior  Consultant, 
Mayo  Clinic,  President  American  Heart  Asso- 
ciation 

"The  Surgical  Treatment  of  Congenital  and 
Acquired  Heart  Lesions  by  Open  Cardiotomy” 

C.  Walton  Lillehei,  M.D.,  Professor,  De- 
partment of  Surgery,  University  of  Minnesota 
Medical  School 

"Presbycardia” 

Hugh  J.  Morgan,  M.D.,  Professor,  Head  of 
Department  of  Medicine,  Vanderbilt  University 
School  of  Medicine 


"The  Use  of  Bi-Plane  High  Speed  Selective 
Angiocardiography  in  the  Diagnosis  of  Con- 
genital Heart  Disease” 

Lawrence  A.  Davis,  M.D.,  Associate  Professor 
of  Radiology  University  of  Louisville  School  of 
Medicine 


"Acute  Coronary  Insufficiency;  Differential 
Diagnosis  and  Treatment” 

Arthur  M.  Master,  M.D.,  Associate  Professor 
of  Medicine,  Columbia  University  College  of 
Physicians  and  Surgeons 


"Surgery  of  Peripheral  Vascular  Disease” 

Michael  E.  DeBakey,  M.D.,  Professor  and 
Head  of  Department  of  Surgery,  Baylor  Uni- 
versity College  of  Medicine 

"Hemodynamic  Responses  to  Life  Stress” 

Stewart  Wolf,  M.D.,  Professor  and  Head  of 
Department  of  Medicine,  University  of  Okla- 
homa School  of  Medicine 


REGISRATION  S5.00  PER  DAY 

12  Credit  Hours  Allowed  by  American  Academy  of  General  Practice 


Sponsored  by  The  Heart  Association  of  Louisville  and  Jefferson 
County  and  University  of  Louisville  School  of  Medicine. 
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a new  maximum 
in  therapeutic 
effectiveness 

a new  maximum 
in  protection 
against 
resistance 

a new  maximum 
in  safety  and 
toleration 


multi-spectnim 
synergistically 
strengthened . . . 


you 
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a new  certainty 

in  antibiotic  therapy, 
particularly  for 
the  90%  of  patients 
treated  at  home 
and  in  the  office 


Superior  control  of  infectious  dis* 
eases  through  superior  control  of 
the  changing  microbial  population 
is  now  available  in  a new  formu- 
lation of  tetracycline,  outstanding 
broad-spectrum  antibiotic,  with 
oleandomycin,  Pfizer-discovered 
new  antimicrobial  agent  which 
controls  resistant  strains.  The  syn- 
ergistic combination  now  brings  to 
antibiotic  therapy:  (1)  a new  fuller 
antimicrobial  spectrum  which  in- 
cludes even  "resistant"  staphylo- 
cocci; (2)  new  superior  protection 
against  emergence  of  new  resist- 
ant strains;  (3)  new  superior  safety 
and  toleration  , •tHACCHARK 

(Pfizer) 


nycin 
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For  Pain-Free  >1 
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**  Rheumatism”!) 
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combine : 

THE  PROPER  FORMULA 
PROPERLY  FORMULATED 


PREDNISOLONE  U mg-) 

+ 

ASPIRIN  (0.3  Gm.) 

+ 

ASCORBIC  ACID  (50  mg. 

+ 

ANTACID  (0.2  Gmi 


Physical  separation  of  the 
steroid  component  from  the 
aluminum  hydroxide  as  pro- 
vided by  the  Multiple  Com- 
pressed Tablet  construction 
assures  full  poteney  and  sta- 
bility of  prednisolone. 


arly  rheumatoid  arthritis 
Rheumatoid  spondyiitis 


Synovitis 

Tenosynovitis 


Osteoarthritis 


Myositis 


Still’s  disease 


Fibrositis 


Psoriatic  arthritl9  Neuritis 

Bursitis 
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ictivities 


Compressed  Tablets 


for  anti-inflammatory,  anti-rheumatic  benefits 
at  effective  low  dosage. 

for  analgesia  plus  additional  anti-rheumatic 
activity. 

for  anti-stress  support  that  guards  against  ad- 
renal ascorbic  acid  depletion. 

(Ascorbic  Acid  present  as  60  mg.  Sodium  Ascorbate.) 

dried  aluminum  hydroxide  gel  minimizes  the 
possibility  of  gastric  distress. 


DOSAGE:  7-4  TEMPOGEN  Tablets  t.i.d.  or  q.i.d. 
(TEMPOGEN  Forte,  1 or  2 tablets  t.i.d.  or  q.i.d.) 
for  one  or  two  weeks.  Then  lower  by  I tablet  every  four 
or  five  days  to  maintenance  level. 

SUPPLIED:  TEMPOGEN  and  TEMPOGEN  Forte 
■ — in  bottles  of  100  Multiple  Compressed  Tablets. 
{TEMPOGEN  Forte  provides  2 mg.  of  prednisolone.) 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  I.  PA. 


e Medical  Association  • December  1956 


1043 


"That’s  nothing. 

1 went  around 
with  my  arm  in 
a sling  for 
nearly  two  weeks- 
had  to  sleep 
with  a pillow 
at  my  back 
so  I wouldn’t 
roll  over  on  it.’’ 


"I  thought 
I was  getting 
too  old 

for  high  heels— 
low  heels 
didn’t  help. 

My  leg  hurt 
down  to 
the  ankle.’’ 


"You  try 
to  scrub  the 
bathtub 
with  your 
back  aching 
morning 
till  nightl” 


1 don't  know 
about  bathtubs, 
but  two  days 
ago  I couldn’t 
reach  a 
shelf  higher 
than  that." 


"I  thought  maybe 
I slept  in  a 
draft.  Never  had 
a stiff  neck 
like  this  before." 


"That’s  funn 
I’m  on  my 
feet  all  day 
but  it  was 
my  arms  th. 
bothered  m; 


. . . safeguarded  relief  all  the  way  across  th^] 


Prednisone +Acetylsalicylic  Acid+Almninum  Hydroxide  + Ascorbic  Acid: 
Potent  corticosteroid  anti-inflammatory  action  complemented  by  rapid 


analgesia;  doubly  protected  with  antacid  and  supplemental  vitamin  C. 


"Take  it 
from  me, 
you  should 
be  glad 
you  saw  him 
early  in  the 
game  so  he 
could  do 
some  good.” 


"Good?— 
why,  he’s 
got  me  doing 
exercises 
I haven’t  done 
in  years.” 


"My  back 
was  so  tight 
J_  couldn’t 
even  get  on 
and  off 
the  bus; 
now  I can 
climb  stairs.” 


ipread  of  common  rheumatic  complaints 


Summated,  protective  corticoid-analgesic  therapy 

MGMAG€N 

corticoid-analgesic  compound  tablets 


• brings  specific,  complemen-  ; 

tary  benefits  to  the  treatment  / 

of  muscle,  ligament,  tendon,  / 
bursa  and  nerve  inflammation  | 

t 

• for  the  initiation  of  treatment 
of  milder  rheumatic  disease 

• for  continuous  or  intermittent  J 

maintenance  in  more  severe  \ 

rheumatic  involvement  : 

Bottles  of  100  and  1000.  : 


'Ergotrate  Maleate’ 

(ERGONOVINE  maleate,  LILLY) 


. . . produces  rapid  and  sustained  contraction  of  the  postpartum  uterus 

'Ergotrate  Maleate’  almost  completely  eliminates  the  in- 
cidence of  postpartum  hemorrhage  due  to  uterine  atony. 
Administered  din’ing  the  puerperium,  'Ergotrate  Maleate’ 
increases  the  rate,  extent,  and  regularity  of  uterine  invo- 
lution; decreases  the  amount  and  sanguineous  character 
of  the  lochia;  and  decreases  puerperal  morbidity  due  to 
Supplied:  Uterine  infection. 


Ampoules  of 
0.2  mg.  in  1 cc. 
Tablets  of  0.2  mg. 


dosage:  Generally,  0.2  to  0.4  mg.  I.V.  or  I.M.  immediately  follow- 
ing delivery  of  placenta.  Thereafter,  0.2  to  0.4  mg.  three  or  four 
times  daily  for  two  weeks. 
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The  surgeon  operating  on  breast  can- 
cer bases  the  logic  of  his  efforts  on  the 
principle  of  a large  operation  for  a small 
cancer.  By  so  doing,  he  hopes  to  get  all  of  the 
cancer  out,  that  is,  literally  100  per  cent  of 
the  cancer  cells,  and  achieve  a permanent  cure 
for  his  patient.  Failing  this,  he  hopes  to  get 
perhaps  90  per  cent  of  the  cancer  cells  out, 
and  leave  only  small  deposits  which  are  amen- 
able to  long  term  control.  He  also  hopes, 
very  fervently,  to  avoid  inflicting  an  extensive, 
debilitating,  costly  and  mutilating  operation 
upon  a patient  that  he  is  powerless  to  help. 

Sixty-five  years  of  indiscriminate  radical 
mastectomy  for  all  comers  with  breast  cancer 


WORLD-WIDE  RESULTS  OF  FORTY  YEARS  OF  RADICAL 
MASTECTOMY  FOR  "ALL- COMERS* 

FIVE-YEAR  SURVIVALS 


Morsholl,  Lohey  Clime 
Adair,  Memorial  Hosp 
Haagensen,  Presbytenort  H 
Horrington,  Mayo  Clinic 
Toyior,  Moss.  Gen  Ho>p 
BroohS,  Vonderbilt  Nosp 
Bell,  Son  Fronciscc 
RiChords,  Toronto 
Fowler,  Melbourne 
Berven,  Stockholm 
Windeyer,  London 
Code,  London 
Englestod,  Oslo 


STAGE  I STAGE  D 
% % 

75  0 37.0 

82  2 43  5 

71  8 378 

75  8 30  5 

78  0 340 

916  26  7 

70  3 40  0 

61  0 430 

90  9 45  3 

72  0 36  0 

62  7 34  7 

870  350 

60  3 52  8 


STAGE  I 
( Breast  olone) 


79% 


Less  Ihon  50%  of 


nodes  involved 
^ 68% 


STAGE  a 

( Breost  ond  Axilla) 


38% 


More  thon  50%  of 
nodes  involved 


31% 

STAGE  m 

(Spreod  to  suprodoviculor 
ond  inlernol  mommory  nodes 


20% 


^ Modified  from  Deaton  3 Bradshaw  (!) 


Figure  1 


in  all  stages  of  the  disease  has  taught  us  several 
very  valuable  lessons.  First  of  all,  we  now  know 
that  any  operation,  no  matter  how  radical,  for 
the  cure  of  breast  cancer,  is  effective  only  when 
it  is  applied  against  the  disease  in  its  early 
stages,  when  the  cancer  is  limited  to  the  breast 


•From  the  Department  of  Surgery,  University  of  Louisville 
School  of  Medicine  and  the  Surgical  Service,  Norton  Memorial 
Infirmary. 


or  to  the  breast  and  axilla.  ( 1 ) (Figure  1 ) Sec- 
ondly, from  long  term  studies  of  the  material 
removed  by  radical  mastectomy  correlated  with 
clinical  findings  and  extended  followups  in  liter- 
ally thousands  of  cases,  we  now  know  how 
extensive  the  operation  must  be  in  order  to 
have  any  hope  at  all  of  getting  all  the  cancer 
out,  even  when  the  operation  is  applied  against 
the  disease  in  these  early  stages. 

Selection  of  Cases 

There  is  little  argument  that  a competent 
radical  mastectomy  is  highly  efficient  in  extir- 
pating cancer  limited  to  the  breast  alone.  The 
controversy  rages  about  the  Stage  II  cases  in 
which  the  cancer  has  spread  to  the  axilla.  In 
general,  three  points  of  view  are  held  today. 

( 1 ) Axillary  invasion  by  cancer  spells  sur- 
gical failure.  Operations  designed  to  remove 
cancer  with  axillary  invasion  are  therefore  im- 
practical. 

(2)  Axillary  spread  requires  for  its  removal 
and  possible  cure  an  operation  with  a greater 
scope  than  the  classical  radical  mastectomy, 
and  one  which  will  successfully  remove  cancer 
deposits  in  the  next  echelons  of  cancer  spread 
beyond  the  axilla,  namely  the  supraclavicular 
fossa,  mediastinum  and  internal  mammary 
lymphnode  chain.  Such  operations  have  been 
devised  by  Wangensteen  and  Urban.  (2)  (3) 

(3)  The  third  viewpoint,  one  which  we  have 
chosen  to  adopt,  maintains  that  axillary  in- 
vasion by  cancer  does  not  necessarily  prophesy 
failure  to  cure  by  radical  mastectomy.  It  as- 
serts that  a certain  group  of  patients  with 
axillary  invasion,  if  not  too  extensive,  can  be 
salvaged  by  means  of  a very  complete,  thorough 
and  extensive  mastectomy  technic,  which  has 
evolved  as  the  result  of  many  years’  observation 
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of  the  limits  of  spread  of  breast  cancer  on  the 
surface  of  the  thoracic  cage  beneath  the  clav- 
icle. (8)  (13)  (Figure  2) 

INFLUENCE  OF  AXILLARY  NODE  METASTASES 
ON  SURVIVAL 

Percent 


Modified  from  Worren  9 rhompkins  (13) 
Figure  2 


The  operation  that  has  been  thus  developed 
is  truly  a formidable  one,  requiring  several 
hours  of  steady,  backbreaking  work,  at  nearly 
top  speed,  the  loss  and  replacement  of  three 
or  four  pints  of  blood,  and  usually  requires 
a skin  grafting  procedure  for  closure  of  the 
defect.  It  is  much  more  extensive  and  complete 
than  the  average  radical  mastectomy  as  origi- 
nally conceived  by  Halsted  and  Meyer.  It  has 
been  adequately  described  by  Haagensen.  (4) 
It  is  an  unpopular  operation  with  the  patient, 
the  patient’s  family,  the  family  physician,  and 
with  the  operating  room  nurses,  interns  and 
surgical  residents  who  have  to  stand  for  several 
hours  at  a dull,  repetitious  task.  It  is  likely  to 
be  unpopular  with  the  busy  community  surgeon 
whose  schedule  it  disrupts  completely  during 
that  operative  day.  However,  it  stands  the  best 
chance  of  consistently  getting  all  or  most  of 
the  cancer  out,  in  properly  selected  cases. 
When,  however,  it  is  applied  unwisely  to  more 
advanced  cases  and  becomes  thereby  an  in- 
complete cancer  operation,  the  ill  effects  on 
the  patient  are  as  great  as,  if  not  greater  than, 
those  of  the  average  radical  mastectomy  on 
Stage  III  or  IV  breast  cancer. 
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For  these  reasons,  it  is  imperative  that  a 
workable  means  of  estimating  the  extent  to 
which  a given  breast  cancer  has  spread,  relative 
to  the  scope  of  the  operation  designed  to  remove 
it,  be  developed  for  the  selection  of  patients 
suitable  for  this  very  extensive  operation.  Here- 
tofore, such  selection  has  been  based  purely 
on  clinical  evaluation  of  the  extent  of  disease, 
which  is  notoriously  fallible.  One  has  only  to 
reflect  upon  the  inaccuracy  of  clinical  predic- 
tion of  axillary  involvement  alone  to  realize 
this  fact.  Methods  of  evaluation  have  culmi- 
nated in  the  elaborate  criteria  of  operability 
formulated  by  Haagensen.  (5)  (6)  (7)  These, 
with  some  modification,  have  stood  the  test 
of  time  and  experience  in  several  large  clinics. 

During  the  past  thirteen  years,  however,  the 
human  material  coming  to  the  hands  of  sur- 
geons has  altered  significantly  so  that  ever- 
increasing  numbers  of  patients  come  early  to 
the  surgeon  with  breast  cancers  exhibiting  few, 
if  any,  of  the  clinical  manifestations  useful  in  i 
evaluating  the  extent  of  the  disease  by  Haagen- 
sen’s  criteria.  Nevertheless,  many  of  these  ap- 
parently early  lesions  have  already  metasta- 
sized, and  will  fail  to  be  cured  by  even  the 
most  extensive  and  complete  mastectomy.  One 
has  only  to  reflect  on  the  sad  fact  that  28  per 
cent  of  lesions  with  a diameter  of  10  mm.  or 
less  are  said  to  have  already  metastasized  to 
the  axilla.  (7)  A lesion  of  this  size  is  barely 
perceptible  by  clinical  examination,  and  in 
many  patients  of  robust  nutrition  is  not  detect- 
able, and  is  often  found  only  by  accident. 

Experience  has  taught  us  that  the  gloomy 
significance  of  the  heavily  involved  axilla  lies, 
not  in  its  contained  cancer  which  we  feel  con- 
fident to  extirpate  by  a careful,  thorough  sur- 
gical procedure,  but  to  the  increasing  likelihood 
of  cancer-escape  beyond  the  axilla  to  depots 
in  the  supraclavicular  fossa,  internal  mammary 


Frequency  of  metostoses  to  suprocloviculor 
and  Internal  mommory  lymph  nodes  based  on 
axillary  involvement. 

Figure  3 
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chain,  and  mediastinum.  Hematogenous  spread 
to  distant  foci  which  we  are  at  present  unable 
to  detect  in  its  early  stages,  is  another  important 
cause  of  failure  in  otherwise  favorable-appear- 
ing lesions. 

It  is  known  that  the  two  earliest  areas  of 
lymphogenous  spread  beyond  the  axilla  are  the 
homolateral  supraclavicular  fossa  and  internal 
mammary  chain.  (8)  (9)  (10)  (11)  (Figure 
3)  An  interesting  correlation  between  the  ex- 
tensiveness of  axillary  involvement  and  the  per- 
centage frequency  of  internal  mammary  chain 
spread  can  be  seen  by  reference  to  Figure  4. 


RELATION  OF  DEGREE  OF  AXILLARY  INVOLVEMENT  TO 
INTERNAL  MAMMARY  INVASION  (146  coses) 


Extent  of  Axillary 
Involvement 

No  of 
Coses 

Coses  with  Internal 
Mommory  Invasion 

0 ( free) 

57 

8 

( t4%) 

1 ( light) 

2 3 

6 

(26%) 

2 (moderate) 

32 

12 

(37%) 

3 (heavy) 

34 

22 

(65%>) 

from  Handley  and  Thackroy  (I2j 

Figure  4 


( 12)  A comparable  correlation  for  the  involve- 
ment of  the  supraclavicular  fossa  is  not  avail- 
able but  we  do  know  that  it  is  not  invaded  in 
the  absence  of  axillary  involvement  and  that 
when  the  apex  or  high  point  of  the  axilla  is 
involved,  the  incidence  of  supraclavicular  fossa 
invasion  is  extremely  high.  With  even  the  very 
extensive  radical  mastectomy  that  we  advocate, 
these  deposits  of  cancer  will  remain  untouched 
and  the  operation  will  thereby  become  a grossly 
incomplete  cancer  operation.  It  would,  there- 
fore, seem  logical  first  to  sample  these  impor- 
tant secondary  areas  of  spread  before  commit- 
ting any  patient  to  an  extensive  operation  for 
cure. 

Triple  Biopsy 

Because  of  the  very  nature  of  cancer  opera- 
tions in  general,  we  are  not  permitted  to  ex- 
plore the  axilla  in  order  to  find  out  the  extent 
of  axillary  invasion.  Indeed,  such  information, 
even  were  it  available,  would  not  be  as  valu- 
able as  the  information  gleaned  from  sampling 
extra-axillary  echelons  of  spread,  so  long  as 
we  do  not,  as  yet,  have  any  clinical  and  patho- 
logical correlations  of  degree  of  local  spread 
with  frequency  of  hematogenous  dissemination. 
Such  a technique  for  sampling  these  areas  is 


called  “triple  biopsy”  and  was  devised  by  Dr. 
Cushman  D.  Haagensen  of  New  York  City 
several  years  ago.  (14)  Four  years  ago,  fol- 
lowing conversations  with  Dr.  Haagensen,  and 
after  one  or  two  particularly  unhappy  episodes 
with  early,  but  incurable,  breast  cancers,  we 
decided  to  adopt  this  method  as  a technique  for 
evaluating  most  patients  with  breast  cancer, 
as  to  their  suitability  for  an  extremely  complete 
and  extensive  radical  mastectomy  for  cure. 

Briefly,  the  sequence  of  operative  events  is 
as  follows; 

( 1 ) Careful,  gentle  biopsy  of  the  primary  site 
in  the  breast,  removing  only  a wafer  slice  of 
the  lesion,  unless  the  lesion  is  less  than  1 cm. 
in  diameter.  If  grossly  positive,  the  biopsy  site 
is  cauterized,  meticulously  closed  with  complete 
hemostasis  and  sealed.  If  any  doubt  exists  as 
to  the  presence  of  cancer,  a quick  frozen  sec- 
tion is  resorted  to. 

( 2 ) Next,  with  a fresh  set-up  of  instruments, 
gowns,  gloves,  drapes,  etc.,  a vertical  incision 
is  made  over  the  first  three  homolateral  inter- 
spaces, about  one  fingerbreadth  from  the  ster- 
num, and  the  contents  of  the  first  three  inter- 
spaces are  completely  removed  and  sent  to 
the  laboratory  for  paraffin  section.  The  lymph- 
nodes  in  these  spaces  are  inconstant  in  location 
and  exceedingly  small  and  must  be  searched 
for  diligently.  Quick  frozen  section  is  not  ac- 
curate enough  for  the  study  of  this  tissue. 

(3 ) If  no  gross  cancer  is  found  in  the  inter- 
spaces the  incision  is  meticulously  closed  and 
sealed  and  a transverse  incision  is  made  over 
the  inner  third  of  the  homolateral  clavicle. 
Formerly  we  explored  the  supraclavicular  fossa 
and  evacuated  its  contents,  sending  all  tissue 
to  the  laboratory  for  study.  Lately,  as  a result 
of  conversations  with  Dr.  Haagensen,  we  have 
followed  his  lead  in  exploring  the  high  point 
of  the  axilla  instead  and  securing  the  one  or 
two  subclavicular  nodes  (Halsted's  nodes)  in 
close  relationship  to  the  axillary  vein  as  it  dips 
beneath  the  clavicle.  These  and  adjacent  areolar 
and  fatty  tissue  are  likewise  sent  to  the  labora- 
tory for  study.  Quick  frozen  section  is  not  con- 
sidered suitable.  If  gross  cancer  is  found  in  the 
interspaces,  the  subclavicular  portion  of  the 
triple  biopsy  is  not  deemed  necessary. 

(4)  In  addition  to  the  triple  biopsy  out- 
lined above,  we  have,  for  the  past  four  years, 
been  supplementing  this  with  a bone  marrow 
biopsy  obtained  from  the  homolateral  iliac  crest 
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preferably  after  the  manner  of  Hyman  and  for 
the  reasons  set  forth  in  his  paper.  (14) 

The  patient  is  then  returned  to  her  ward  and 
results  of  the  studies  are  awaited.  The  informa- 
tion from  bone  marrow  biopsy  is  available  in 
a few  minutes,  that  from  the  other  biopsies  is 
usually  available  in  24  hours. 

It  is  apparent  that  a drastic  deviation  from 
accepted  ideal  techniques  of  biopsy  and  im- 
mediate radical  surgery  has  taken  place,  in  that 
a short  interval,  usually  not  exceeding  24  hours, 
is  deliberately  permitted  to  elapse  between 
biopsy  and  the  performance  of  the  radical 
operation  for  cure.  This  interval  is  necessi- 
tated by  two  factors.  First,  the  triple  biopsy 
itself  takes  from  45  to  95  minutes  to  complete. 
We  do  not  feel  that  it  is  wise  to  add  this 
additional  time  to  an  extensive  radical  opera- 
tion to  follow,  which  will  take  from  four  to 
six  hours  to  complete.  Secondly,  accurate  in- 
formation, which  is,  after  all,  what  we  are 
seeking,  depends  on  the  use  of  permanent 
sections  for  the  study  of  the  lymphnode  bi- 
opsies. This  requires  at  least  24  hours’  wait. 
There  is,  perhaps,  a theoretic  disadvantage  in 
disturbing  a*  cancer  in  its  bed  and  allowing  so 
much  time  to  elapse  before  removing  it  by  a 
curative  operation.  By  the  gentleness  and  care- 
fulness of  our  biopsy  technique,  we  attempt  to 
minimize  such  disturbance.  In  addition,  avail- 
able statistical  evidence  fails  to  show  any  ad- 
verse effect  on  the  prognosis  of  patients  with 
breast  cancer  of  intervals  of  less  than  two 
weeks  between  biopsy  and  a conscientious  radi- 
cal operation  for  cure.  (15) 

Objections  may  be  raised  on  the  grounds  of 
psychological  and  physiological  ill-effects  of 
two  operating  seances.  With  modern  anesthesi- 
ology and  surgical  techniques,  the  physiological 
effects  are  negligible.  Experience  with  our  pati- 
ents over  a period  of  five  years  has  convinced 
us  that  the  psychological  effects  are  not  adverse, 
and  rather,  that  patients  and  relatives  welcome 
the  chance  to  discuss  at  length  with  the  sur- 
geon the  findings  of  the  biopsies  and  what  form 
the  treatment  will  take.  The  reassurance  to 
the  patient  provided  by  the  knowledge  that 
cancer  has  not  been  found  in  distant  nodes 
is  not  negligible.  It  has  seemed  to  us  that  the 
shock  of  discovering  that  one  has  breast  cancer 
is  less  severe  when  one  makes  that  discovery 
with  both  breasts  still  intact  and  in  a relatively 
comfortable  environment  than  when  the  patient 
awakes  many  hours  postoperatively  to  find  as 
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her  first  indication  that  she  has  cancer,  that  one  I 
breast  and  a portion  of  her  chest  wall  are  pain-  f 
fully  missing.  It  has  also  seemed  to  us  that  1 
the  emotional  reaction  of  the  loss  of  the  breast  | 
has  been  far  less  after  the  opportunity  granted 
by  triple  biopsy  to  inform  the  patient  carefully, 
kindly  and  completely  of  the  facts  at  hand  and 
of  the  necessity  for  certain  drastic  forms  of 
treatment. 

Indications  for  Triple  Biopsy 

Obviously  all  patients  need  not  be  subjected 
to  triple  biopsy,  although  as  our  experience 
has  grown,  we  have  tended  more  and  more  to 
subject  most  patients  with  breast  cancer  to 
this  procedure.  Our  present  indications  for 
triple  biopsy  are  as  follows; 

I.  Location 

A.  Inner  Hemisphere 

B.  Central  Sector 

II.  Duration — Two  Months  or  More,  or 
Indefinite  Age 

III.  Size — More  than  3 cm.  diameter 

IV.  Extent — Clinically  Suspicious  Axillary 
Nodes,  Edema  of  Skin,  Dimpling  of 
Skin,  Nipple  Retraction  and  Deviation, 

Etc. 

V.  Delay — Of  Two  Weeks  or  More  Since 
Biopsy  of  Primary  Site 

VI.  Bilateral  Lesions 

VII.  Tumors  Arising  during  Pregnancy  or 
Lactation 

The  interpretation  of  the  findings  obtained  by 
this  technique  of  multiple  sampling  is  highly 
important.  We  have  felt  that  patients  showing 
invasion  of  either  the  supraclavicular  fossa, 
Halsted’s  nodes  or  the  internal  mammary 
chain  are  unsuitable  for  radical  mastectomy. 

We  have  not  yet  adopted  any  of  the  super- 
radical procedures  devised  by  Wangensteen 
and  Urban,  since  we  cannot  be  convinced  that 
they  are  curative  operations.  As  community 
surgeons,  we  are  reluctant  to  inflict  such  opera- 
tions upon  our  patients  without  having  proof 
that  they  are  effective.  In  the  case  of  bone 
marrow  biopsy,  if  the  findings  are  strongly  posi- 
tive with  clumps  of  unmistakable  cancer  cells, 
we  are  inclined  to  consider  the  patient  unsuit- 
able for  radical  mastectomy.  In  the  face  of  well 
known  difficulties  in  interpreting  abnormal 
cells  in  bone  marrow  preparations,  however, 
we  feel  justified  in  accepting  for  radical  mastec- 
tomy those  patients  who  have  an  equivocally  | 
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positive  bone  marrow  but  whose  triple  biopsy 
is  otherwise  negative. 

Failure  to  consider  a patient  suitable  for 
ultra-radical  mastectomy  does  not  imply  in  our 
minds  that  the  patient  is  unsuitable  for  surgery 
or  that  the  patient  should  be  denied  extensive 
and  vigorous  treatment.  Such  patients  unsuit- 
able for  ultra-radical  mastectomy  may  well  and 
logically  become  candidates  for  simple  mastec- 
tomy to  be  followed  by  intensive  x-ray  therapy 
and  subsequently  by  other  methods  of  inhibit- 
ing or  delaying  cancer  growth  by  hormonal 
alteration,  chemo-therapy,  and  the  like.  Thus, 
the  old  fatalistic  attitude  of  considering  hope- 
less patients  who  are  not  subjected  to  radical 
mastectomy  we  feel  is  thereby  largely  avoided, 
and  we  do  tend  to  treat  these  patients  surgi- 
cally, vigorously  and  extensively,  with,  we 
think,  more  logic  and  effectiveness  than  a 
policy  of  indiscriminate  radical  mastectomy  for 
all  comers. 

Data  of  Seven-Year  Study 

Our  results  with  the  treatment  of  breast  can- 
cer by  means  of  an  ultra-radical  mastectomy 
cover  a period  of  seven  years  and  are  not  sta- 
tistically significant.  It  is  not  possible  from  the 
following  figures  to  discern  any  definite  trends 
of  statistical  significance.  Mastectomies  of  lesser 
scope  than  the  ultra-radical  technique  described 
by  Haagensen  have  not  been  employed.  In  only 
one  instance  has  skin  grafting  not  been  a part 
of  the  radical  mastectomy  technique.  All  cases 
included  in  these  studies  are  from  our  private 
practice.  The  following  tables  present  the 
material  and  the  background  for  the  present 
study  which  is  continuing.  We  hope  to  have 
supplementary  information  of  interest  and 
value  in  an  additional  five  years. 

I.  Material 

Total  cases  of  breast  cancer 

receiving  treatment  at  our 


hands 50 

Follow-up 100%  traced 

Bilateral  primary  cancer  . . 5 


Simultaneous  3 

Consecutive  2 

II.  Evaluation 

X-ray  survey  and  biopsy  of  primary 

site 19 

X-ray  survey,  biopsy  of  primary  site, 

and  bone  marrow  biopsy 1 

X-ray  survey,  biopsy  of  primary  site, 
and  internal  mammary  node  biopsy  3 


X-ray  survey,  triple  biopsy,  and  bone 

marrow  biopsy  27 

Primary  x-ray  survey 

Negative 49 

Positive  1 

Triple  biopsy 

Negative  21 

Positive  (All  Internal  Mammary) . . 5 

Bone  marrow  biopsy 

Negative 24 

Positive  1 


Negative  in  face  of  positive  x-ray 

survey  

Positive  in  face  of  negative  x-ray 


survey  1 

Failure  to  find  internal  mammary 

nodes  as  such  1 


Failure  to  find  Halsted’s  nodes  as  such  1 


III.  Treatment 

Treated  by  X-ray  Therapy 


(plus  Bilateral 

Oophorectomy)  

Treated  Surgically 

Radical  Mastectomy  

Unilateral 23 

Simultaneous  Bilateral 

Radical  2 

Urban  Type 2 

Sugarbaker  Type 1 

Pack  Bilateral  Mastec- 
tomy (Unilateral 

Radical)  6 

Simple  Mastectomy 

For  Cure  (Without 

X-ray  Therapy)  8 

For  Palliation 7 

Advanced  Age  (98)  . . 1 
Advanced  Age  (79) 
and  Medical  Contra- 
indications   1 

Advanced  Cancer  ....  5 


1 

49 

34 


15 


I 

( 


Post- 

operative 

X-ray 

Therapy 

Given 


Operative  Mortality 


0 


IV.  Results 
Deaths 

After  Radical  Mastectomy 

for  Cure  6 

Duration  of  Life  from  Onset 
to  Death  (Average)  44  months 
After  X-ray  and  Oophorectomy ...  1 

Duration  of  Life  from  Onset 

to  Death 28  months 

(Average  Duration  of  Life  from 
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Onset  to  Death  in  Untreated 

Cases 39  months) 

(Daland,  Lazarus-Barlow)^'’- 
Deaths  after  Simple  Mastectomy 


for  Palliation 1 

Deaths  after  Simple  Mastectomy 

for  Cure 0 

Total  Deaths  from  Cancer 8 


Discussion 

As  stated  previously,  none  of  the  data  in  the 
foregoing  tables  is  statistically  significant.  It 
is  of  interest  that  we  have  at  present  four  so- 
called  “five  year  survivors.”  Of  these,  one  is 
alive  and  well  at  five  and  one-half  years,  with 
no  evidence  whatsoever  of  cancer.  She  origi- 
nally had  a simultaneous  bilateral  radical 
mastectomy  for  simultaneously  occurring  bilat- 
eral primary  breast  cancers  of  small  size.  The 
a.xillas  were  uninvolved  by  cancer.  Three  other 
patients  have  died  of  their  cancers  at  five  and 
one-half,  six  and  seven  years  postoperatively, 
an  indication  of  the  futility  of  adopting  five- 
year  survival  as  a measuring  stick.  The  absence 
of  mortality  with  this  very  large  operation  has 
been  gratifying.  Morbidity  due  to  delayed  heal- 
ing, flap  necrosis,  etc.,  has  been  reduced  grati- 
fyingly  by  the  adoption  of  continuous  suction 
drainage  and  avoidance  of  external  pressure 
dressings. 

Local  recurrence  has  occurred  in  only  two 
patients,  in  each  of  whom  a compromise  with 
ideal  principles  of  cancer  surgery  occurred. 
The  first  had  a simple  mastectomy  in  which 
cancer  was  found  in  the  specimen.  This  was 
followed  48  hours  later  by  a radical  mastec- 
tomy. The  second  patient  had  had  a somewhat 
mutilating  biopsy  done  elsewhere  three  weeks 
prior  to  radical  mastectomy  at  our  hands. 

Enough  of  our  cases  have  survived  sufficient 
years  following  mastectomy  without  local  recur- 
rence to  give  us  convincing  evidence  that  local 
dissemination  of  cancer  caused  by  the  technique 
of  triple  biopsy  and  the  short  interval  between 
biopsy  and  radical  operation,  has  not  occurred. 

Five  patients  with  internal  mammary  nodes 
positive  for  cancer  are  interesting.  In  the  first 
of  these,  quick  frozen  section  of  the  internal 
mammary  node  in  the  second  interspace  was 
reported  erroneously  as  negative  and  a radical 
mastectomy  followed  immediately.  This  patient 
is  alive  and  well  28  months  after  radical  mastec- 
tomy, with  no  evidence  of  recurrent  or  residual 
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cancer.  The  second  patient  with  known  internal 
mammary  node  spread  had  an  Urban  type 
extended  radical  mastectomy  for  cure.  Although 
we  suspect  that  residual  cancer  is  present  and 
is  probably  contributing  to  fairly  severe 
lymphedema  of  the  arm,  nevertheless  she  is 
alive,  active  and  well  with  no  definite  proof  of 
residual  cancer  at  42  months  after  operation. 

The  third  patient  underwent  a bilateral  simple 
mastectomy  after  cancer  had  been  found  post 
partum  in  the  breast  and  internal  mammary 
chain  of  one  side.  This  was  followed  almost 
immediately  by  extensive  super-voltage  rota- 
tional scanning  x-ray  therapy  and  she  is  alive 
and  well  without  clinical  proof  of  recurrent  or 
residual  cancer  at  44  months  after  operation. 

The  fourth  patient  with  internal  mammary 
metastasis  was  subjected  to  a simple  mastec- 
tomy and  intensive  postoperative  x-ray  therapy 
after  the  McWhirter  technique.  Although  she 
had  an  advanced  local  cancer,  she  is  alive, 
active  and  well,  with  no  evidence  of  residual 
disease  24  months  after  operation.  The  fifth 
patient  with  internal  mammary  cancer  involve- 
ment presented  a two-month-old,  perfectly 
mobile  somewhat  bulky  lesion  in  the  central 
sector  of  the  left  breast.  By  all  clinical  criteria 
this  should  have  been  an  operable  breast  can- 
cer, suitable  for  radical  mastectomy.  Her  x-ray 
survey  and  bone  marrow  biopsy  were  negative. 

Triple  biopsy,  however,  revealed  heavy  in- 
volvement in  the  second  interspace,  and  a 
simple  mastectomy  was  performed,  with  inten- 
sive x-ray  therapy  of  both  internal  mammary 
chains,  the  chest  wall  and  the  homolateral 
supraclavicular  fossa  following.  The  patient 
has  been  operated  upon  too  recently  for  any 
conclusions  to  be  drawn. 

The  single  patient  with  an  unequivocally 
positive  bone  marrow  biopsy  is  also  interesting. 
Although  she  had  clinically  far  advanced  local 
extension  of  cancer,  nevertheless,  the  very 
careful  and  extensive  x-ray  survey  was  entirely 
negative  for  metastatic  disease.  Following  the 
demonstration  of  cancer  by  bone  marrow 
biopsy,  she  was  treated  by  simple  mastectomy, 
followed  by  intensive  postoperative  x-ray 
therapy.  She  is  alive  and  well  19  months  after 
operation  with  the  only  evidence  of  residual 
cancer  being  a solitary  metastasis  to  the  left 
hip  which  has  responded  well  and  is  now  com- 
pletely controlled  by  x-ray  therapy. 

Docvmbvr  1956  • The  Journal  of  the  Kentu 


Five  Unusual  Cases 

Triple  biopsy,  plus  bone  marrow  biopsy,  has 
been  particularly  helpful  to  us  in  a small  series 
of  unusual  or  complicated  cases  of  breast  can- 
cer which  will  be  described  briefly: 

Case  No.  1 — H.S.  Age  55 

Slowly  growing  mass  in  upper  and  outer 
quadrant  of  left  breast,  seven  years,  with  recent 
skin  dimpling  and  development  of  axillary 
nodes.  Clinically,  a Haagensen  inoperable  case, 
although  exhaustive  x-ray  survey  was  entirely 
negative  and  patient  was  in  excellent  general 
health.  (Figure  5) 


-Lorge  semifixed  mass  in  upper-outer  quadroni 
present  7 years;  recent  (2  months)  oxillary 
lymph  nede  enlargement,  three  axillary  nodes 
3,  5 ond  I 5 cm 

-Bone  Morrow  biopsy  POSITIVE  Triple  biopsy 
not  done 

Figure  5 


Problem:  Although  large,  tumor  obviously 
slow  growing  (seven  years)  with  only  recent 
evidence  of  axillary  invasion,  indicating  a tumor 
reluctant  to  metastasize.  Could  cancerous  mass 
be  completely  removed  physically  by  radical 
mastectomy? 

Evaluation:  Bone  marrow  biopsy  revealed 
malignant  cells. 

Treatment:  Careful,  complete,  extensive 

simple  mastectomy,  including  the  more  promi- 
nent, enlarged  axillary  nodes  easily  available, 
followed  by  immediate  intensive  x-ray  therapy. 

Course:  Developed  solitary  metastasis  to  left 
hip  two  years  after  operation,  which  has  re- 
sponded in  excellent  fashion  to  x-ray  therapy. 
Patient  is  alive,  well  and  active  two  and  one- 
third  years  after  surgery,  and  apparently,  nine 
and  one-third  years  after  the  beginning  of  the 
cancer. 

Case  No.  2 — V.W.  Age  48 

Lump  in  upper  and  outer  quadrant,  left 
breast,  for  four  months.  Biopsied  elsewhere 
three  weeks  previously.  Study  of  biopsy  sec- 
tions suggested  that  the  edge  only  of  the  cancer 


had  been  cut  into  and  that  most  of  the  primary 
remained.  Widespread  induration  around 
biopsy  site  indicated  undesirable  technique  and 
possible  local  spread  of  cancer.  (Figure  6) 


-Traumatizing  biopsy  3 weeks  previously 
revealing  cancer. 

-Triple  biopsy  NEGATIVE  GLANDS. 

Figure  6 


Problem  : Could  the  partly  disseminated  can- 
cer be  completely  removed  by  radical  mastec- 
tomy? Had  it,  in  the  three  weeks  since  biopsy, 
spread  to  nodes  outside  the  field  of  radical 
operation? 

Evaluation:  Triple  biopsy  revealed  no  evi- 
dence of  cancer  in  Halsted's  nodes  and  in  nodes 
from  the  second  intercostal  space.  Bone  mar- 
row biopsy  and  complete  x-ray  survey  were 
negative. 

Treatment:  Ultra-radical  mastectomy  done 
approximately  three  and  one-half  weeks  after 
the  initial  biopsy,  removing  virtually  the  parietes 
overlying  the  left  anterior  hemi-thorax  and 
covering  the  defect  with  several  thick-split  skin 
grafts.  Examination  of  the  resected  specimen 
by  the  pathologist  revealed  several  (6-7)  dis- 
crete areas  dispersed  in  the  left  breast,  all 
apparently  the  same  size,  age  and  degree  of 
infiltration,  suggesting  multi-centric  duct  cell 
cancer.  Axillary  nodes  negative. 

Course:  Patient  clinically  free  of  cancer  one 
year  after  surgery  and  is  well  and  active  one 
and  one-half  years  from  onset  of  cancer. 

Case  No.  3 — H.B.  Age  40 

Simple  excision  elsewhere  of  cyst  of  upper 
inner  quadrant,  right  breast,  with  malignant 
duct  cell  cancer  found  in  wall  of  cyst,  nine 
months  previously.  Due  to  administrative  error, 
follow-up  failed.  Lump  re-appeared  in  same 
area  and  grew  slowly  six  months  after  surgery. 

( Figure  7 ) 

Problem  : Had  advanced  metastasis  occurred, 
making  radical  operation  unfeasible? 
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CASE  3 


CASE  4 


of  cyst  one  year  previously  Abnormal  texture, 
right  breost 

-Biopsy  right  breost  NEGATIVE 
-Left  triple  biopsy  NEGATIVE  GLANDS 


Figure  7 


Evaluation:  Triple  biopsy  negative.  Bone 
marrow  biopsy  and  x-ray  survey  negative. 

Treatment:  Because  of  induration  in  right 
breast,  although  negative  to  biopsy,  and  because 
of  encroachment  of  initial  lesion  and  previous 
surgery  on  medial  parasternal  tissues,  a bilat- 
eral mastectomy,  removing  the  right  breast  by 
simple  mastectomy  and  doing  a radical  mastec- 
tomy with  skin  grafting  on  the  left,  was  carried 
out.  Axilla  found  negative. 

Search  of  the  mastectomy  specimen  revealed 
residual  cancer  at  the  site  of  previous  operation 
entirely  similar  to  microscopic  appearance  of 
primary  growth  removed  nine  months  pre- 
viously. 

Course:  Patient  alive  and  well  two  years 
after  surgery.  No  evidence  of  residual  or  re- 
current cancer,  and  alive  and  well  three  years 
after  apparent  onset  of  cancer. 

Case  No.  4 — E.K.  Age  64 

Local  excision  elsewhere  of  cyst,  upper  and 
outer  quadrant,  left  breast,  five  years  pre- 
viously. Small  focus  of  cancer  found  in  cyst 
wall  by  pathologist.  Due  to  administrative  error 
this  was  not  followed  up.  Developed  local  re- 
currence beneath  scar  four  and  one-half  years 
after  surgery.  Examination  revealed  also  a tiny 
1 cm.  diameter  nodule  in  right  breast  at  3 
o’clock  in  the  areolar  margin,  unsuspected  by 
the  patient  but  suspicious  of  cancer.  Axilla  and 
supraclavicular  areas  on  both  sides  were  clini- 
cally negative.  (Figure  8) 

Problem:  In  the  face  of  untreated,  and  un- 
doubtedly recurrent  cancer  of  the  left  breast: 
( 1 ) Was  the  nodule  in  the  right  breast  a 
metastasis  or  a second  primary  cancer?  (2) 
Was  the  cancer  in  the  left  breast  still  resectable 
in  the  face  of  a five-year  history  of  apparent 


-Minute  cancer  in  cyst  wall  removed  5 years 


previausly.  Lacal  recurrence  4-1/2  years  later. 

Small  infiltrating  duct  cell  cancer,  right  breast. 

-Double  triple-biopsy  NEGATIVE  GLANDS. 

Figure  8 

failure  to  metastasize  to  the  axilla  or  elsewhere, 
and  with  a local  recurrence  developing  after 
inadequate  surgery  only  after  four  and  a half 
years  had  elapsed?  ( 3 ) If  the  nodule  in  the  right 
breast  was  a cancer  de  novo,  could  one  assume 
it  to  be  as  avirulent  as  the  cancer  in  the  left 
breast  apparently  had  been?  (4)  Should  a bi- 
lateral radical  mastectomy  be  done  in  this  64 
year-old  woman  with  a bad  heart,  or  would 
bilateral  simple  mastectomy  suffice?  (5)  If  an 
attempt  at  cure  were  feasible,  could  one  logi- 
cally compromise  on  something  less  than  bi- 
lateral radical  mastectomy  in  this  patient  for 
whom  the  risk  of  such  a procedure  was  con- 
sidered too  great  to  be  justifiable. 

Evaluation:  Primary  biopsy  of  suspicious 
nodule  in  right  breast  revealed  infiltrating  duct 
cell  carcinoma,  differing  in  microscopic  appear- 
ance from  the  sections  taken  from  the  original 
tumor  in  the  left  breast  five  years  previously 
which  had  been  obtained  for  comparison.  Bi- 
lateral triple  biopsy  was  negative  for  cancer 
extension.  Bone  marrow  biopsy  and  complete 
x-ray  survey  were  also  negative.  The  micro- 
scopic appearance  of  the  tumor  now  present 
in  the  left  breast,  presumed  to  be  local  recur- 
rence, was  described  by  the  pathologist  as  a 
“Malignant  alteration  in  an  extremely  large 
intracystic  pseudoglandular  papilloma.”  It  was 
felt,  therefore,  that  the  tumor  in  the  left  breast 
represented  a late  local  recurrence  of  an  incom- 
pletely excised  malignant  intracystic  papilloma 
of  very  low  virulence  and  that  it  probably  had 
neither  infiltrated  nor  metastasized.  The  tumor 
in  the  right  breast,  however,  was  a different 
type,  small,  already  infiltrating,  and  about 
whose  characteristics  and  behavior,  we  were 
totally  ignorant.  It  was  presumably  capable  of 
rapid  spread  and  metastasis.  We  could  not  feel 
any  assurance  that  it  had  not  already  reached 
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the  axilla  and,  therefore,  could  only  be  dealt 
with  from  a curative  standpoint  by  radical 
mastectomy.  With  a bilaterally  negative  triple 
biopsy,  it  was  considered  suitable  for  cure  by 
radical  mastectomy.  As  a calculated  risk  in 
this  far  from  ideal  surgical  patient,  it  was 
thought  that  the  sluggish  tumor  of  low  malig- 
nancy in  the  left  breast  might  be  extirpated  by 
thorough,  extensive  simple  mastectomy  com- 
bined simultaneously  with  the  radical  procedure 
on  the  right  side. 

Treatment:  A bilateral  mastectomy  perform- 
ing a radical  mastectomy  on  the  right  side  for 
cure  of  the  recent,  small,  infiltrating  cancer  was 
done  simultaneously  with  wide  removal  of  the 
left  breast  and  pectoral  fascia  by  simple  mastec- 
tomy. The  central  defect  was  covered  with  split 
skin  grafts  taken  from  the  thigh.  Both  axillas 
negative. 

Course:  Patient  made  an  uneventful  recovery 
and  is  now  clinically  free  of  breast  cancer  three 
years  later.  Six  months  ago,  she  developed  a 
third  primary  carcinoma,  this  time  of  the  blad- 
der wall,  which  has  apparently  been  completely 
controlled  by  local  excision  and  fulguration. 
She  is  alive  and  well  eight  years  after  onset  of 
her  original  left-sided  breast  cancer  and  three 
years  after  mastectomy. 

Case  No.  5 — C.C.  Age  44 

Slightly  tender,  2.5  cm.  lump,  present  ten 
days,  in  upper  and  outer  quadrant,  left  breast, 
and  painless  1.5  cm.  lump  present  two  days, 
inner  and  upper  quadrant,  right  breast.  (Figure 
9) 


-Smoll  scirrhus  carcinoma,  right  breast- 3 days. 
Moderate  size  medullary  carcinoma,  left 
breast  - 10  doys. 

-Double  triple-biopsy  NEGATIVE  GLANDS. 

Figure  9 

Problem:  (1)  Was  mass  in  right  breast  a 
trans-mammary  metastasis  of  primary  cancer 
in  left  breast?  (2)  Were  there  two  primary  can- 
cers, one  in  each  breast? 

Evaluation:  A double  triple  biopsy  revealed 
scirrhous  cancer  in  the  right  breast,  medullary 


cancer  in  the  left  breast,  apparently  dissimilar 
in  microscopic  appearance.  The  supraclavicular 
nodes  and  the  internal  mammary  nodes  were 
negative  bilaterally.  Bone  marrow  biopsy  and 
x-ray  survey  were  likewise  negative. 

Treatment:  Bilateral  simultaneous  radical 
mastectomy  carried  out  with  coverage  of  the 
central  defect  by  thick  split-skin  grafts.  Left 
axilla  positive. 

Course:  Patient  alive  and  well  with  no  evi- 
dence of  breast  cancer  two  and  one-half  years 
after  surgery  and  onset  of  her  cancers.  Has 
just  developed  early  squamous  cell  cancer  of 
the  cervix  which  is  thought  to  be  now  controlled 
by  intensive  irradiation  therapy. 

Summary 

Radical  operations  for  the  cure  of  breast 
cancer  must  be  applied  against  the  disease  in 
its  early  stages.  Even  in  these  early  stages  the 
operation  for  cure  must  be  unusually  extensive 
to  succeed.  Such  an  extensive  operation  is 
mutilating,  costly  and  generally  unpopular. 
More  careful  selection  of  patients  suitable  for 
such  an  operation  is  mandatory  and  can  be 
achieved  by  a technique  of  multiple  sampling 
called  “Triple  Biopsy,”  supplemented  by 
routine  bone  marrow  biopsy.  Our  experiences 
with  triple  biopsy,  bone  marrow  biopsy  and 
with  the  ultra-radical  mastectomy  of  Haagen- 
sen  are  presented. 
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CLINICAL  OTOSCLEROSIS-FENESTRATION  OR  ? 

STAPES  MOBILIZATION* 

Arthur  L.  Juers,  M.D.**  I 

Louisville 


SURGICAL  restoration  of  serviceable  hear- 
ing in  cases  of  clinical  otosclerosis  has 
become  universally  accepted.  The  lesion 
in  clinical  otosclerosis  is  a localized  osteodys- 


Figure  I 

Schematic  drawing  of  the  ear  showing  a normal,  unimpeded 
conduction  mechanism. 


trophy  at  the  anterior  edge  of  the  oval  window. 
As  the  lesion  expands,  slowly  progressive 
ankylosis  of  the  footplate  of  the  stapes  occurs 
and  this  produces  a conduction  deafness  (Fig. 
2).  The  lesions  are  usually  bilateral,  although 


Otosclerotic  focus  at  A has  produced  ankylosis  of  the  stapes 
in  the  oval  window. 

unilateral  ankylosis  is  seen  in  some  instances. 
There  is  no  medical  treatment,  either  preventive 
oj  curative. 

When  the  degree  of  deafness  reaches  the 
handicapping  stage,  the  patient  must  choose 

* Presented  before  the  Kentucky  Eye,  Ear,  Nose  and 
Throat  Society,  Sept.  19,  1956,  during  the  Annual 
Meeting. 

**  Department  of  Otolaryngology,  University  of 
Loui.sville  Medical  School. 
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between  using  a hearing  aid  or  considering 
surgery.  There  are  at  the  present  time  two  surgi- 
cal procedures  which  will  enable  the  patient 
to  be  rehabilitated  without  using  a hearing  aid. 
These  are  the  fenestration  operation  and  the 
stapes  mobilization  technic. 

Fenestration 

The  first  successful  fenestration  was  per- 
formed by  Sourdille  of  France  about  25  years 
ago.  His  was  a multiple  stage  operation  which 
necessitated  months  of  hospitalization.  In  this 
country  in  1938  Lempert^  reported  adapting 
Sourdine’s  multiple  stage  postauricular  opera- 
tion to  a one-stage  endaural  procedure.  This 
endaural  technic  is  the  one  now  most  commonly 
used.  The  basic  principle  of  this  operation  is  to 
bypass  ’the  ankylosed  ossicular  chain  by  creat- 
ing a new  channel  for  sound  to  enter  the  inner 
ear.  This  is  accomplished  by  making  a window 
(fenestra)  in  the  lateral  semicircular  canal 
(Fig.  4).  The  non-functioning  incus  and  head 


Figure  4 

In  the  fenestration  operation,  the  stapes  area  is  bypassed  and 
a new  channel  for  sound  to  enter  the  inner  ear  is  created  at  F 
in  the  lateral  semicircular  canal.  The  incus  and  malleus  head 
are  removed.  The  fenestra  is  covered  with  skin  from  the  meatal 
lining.  Sound  then  enters  the  inner  ear  through  F as  indicated 
by  the  arrows. 

of  the  malleus  are  removed  in  order  to  provide 
adequate  surgical  exposure  of  the  fenestra  site. 

The  skin  from  the  external  meatus  is  fashioned 
into  a pedicle  skin  flap  which  is  placed  over 
the  fenestra.  In  the  early  genesis  of  this  tech- 
nic, bony  closure  of  the  fenestra  with  loss  of 
hearing  improvement  was  common.  However, 
with  current  refinements  of  technic,  bony  clo- 
sure is  infrequent. 2 At  the  present  time  80-85% 
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of  ideally  suited  cases  operated  on  will  be  able 
to  carry  on  in  social  and  economic  situations 
without  using  a hearing  aid. 

The  fenestration  operation  is  a major  pro- 
cedure necessitating  about  a week  of  hospitali- 
zation. The  early  postoperative  vertigo  is  the 
most  unpleasant  aspect  of  the  operation.  The 
surgery  is  without  shock  and  in  several  hundred 
operations  performed  by  the  author,  there  has 
been  no  mortality  or  incapacitating  sequellae. 

Stapes  Mobilization 

Stapes  mobilization  technic  has  recently  been 
revived  by  Rosen-^  and  seems  to  hold  promise 
as  another  method  of  restoring  serviceable 
hearing  in  many  cases  of  clinical  otosclerosis. 
Attempts  to  mobilize  ankylosed  stapes  were 
first  described  by  European  otologists  75  years 
ago.  The  inadequacy  of  surgical  technics  and 
complicating  infections  resulted  in  abandon- 
ment of  the  procedure.  In  1952  Rosen  reported 
his  first  successful  stapes  mobiliz  .tion.  The 
resurrection  of  the  previously  abandoned  pro- 
cedure was  initially  greeted  with  skepticism. 
However,  in  the  past  few  years  it  has  been 
accepted  by  most  critical  otological  surgeons 
and  will  from  now  on  undoubtedly  be  a part  of 
our  surgical  armamentarium  in  clinical  otoscle- 
rosis. 

In  contrast  to  the  fenestration  operation,  the 
mobilization  technic  is  a relatively  minor  pro- 
cedure from  the  patient’s  standpoint  (Fig.  3). 


Figure  3 

A small  incision  has  been  made  in  the  meatal  skin  adjacent 
to  the  tympanic  membrane  to  permit  the  probe  P to  be  intro- 
duced into  the  middle  ear.  By  means  of  probe  manipulation, 
against  the  stapes,  mobilization  of  the  ankylosed  stapes  can  be 
accomplished  in  some  instances. 

It  is  carried  out  under  local  anesthesia  in  order 
that  the  hearing  can  be  tested  during  the  final 
stages  of  the  operation.  From  the  surgeon’s 
standpoint,  the  mobilization  operation  demands 


even  greater  skill  and  delicacy  of  technic  than 
fenestration,  if  optimum  results  are  to  be  ob- 
tained. The  patient  needs  hospitalization  for 
only  one  day  and  can  return  to  work  after  a few 
days.  Occasional  nausea  and  vertigo  are  ex- 
perienced a few  hours  after  surgery  but  have  in 
my  experience  never  persisted  beyond  8 or  9 
hours  after  surgery. 

Comparison  of  Results 

Unfortunately,  the  percentage  of  successful 
results  obtained  by  mobilization  are  somewhat 
less  than  those  obtained  by  fenestration.  At  a 
symposium  on  mobilization  presented  at  the 
Triological  Society  meeting  several  months  ago, 
the  percentage  of  successful  results  obtained 
by  several  participants  varied  from  35  to  66%. 
Rarely  is  hearing  restored  to  the  normal  level. 
In  general,  if  a patient  improves  to  the  30  deci- 
bel level  or  better,  the  operation  is  considered 
satisfactory.  Apparently  the  reason  that  normal 
hearing  is  not  obtained  more  often  is  that  the 
friction  remaining  in  the  fracture  line  through 
the  otosclerotic  focus  offers  slight  resistance  to 
unimpeded  vibratory  motion  of  the  stapes  foot- 
plate in  the  oval  window. 

In  a series  of  cases  in  which  I have  recently 
carried  out  the  mobilization  technic,  useful 
improvement  in  hearing  has  been  accomplished 
in  approximately  60%  of  the  cases  (Fig.  5). 

MCBI  LIZ  AT  ION 


• BONE  CONDUCTION 
A NO  GAIN 

Figure  5 

Each  vertical  arrow  represents  the  hearing  improvement  ob- 
tained after  stapes  mobilization.  The  short  horizontal  bar  at  the 
lower  end  of  each  arrow  represents  the  preoperative  level.  The 
hearing  level  is  based  on  the  average  decibel  loss  for  the  three 
speech  frequencies,  500,  1000  and  2000  as  determined  by  air 
conduction  audiometry.  The  results  obtained  in  35  consecutive 
cases  are  tabulated.  Each  solid  triangle  represents  a case  with 
no  change  in  hearing  acuity. 

The  criteria  of  success  established  in  various 
reports  are  somewhat  varied.  In  general,  im- 
proving the  hearing  to  the  30  decibel  level  or 
better  is  an  arbitrary  measure  of  successful  re- 
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habilitation  in  most  instances  since  the  patient 
is,  in  general,  then  able  to  get  along  without  a 
hearing  aid.  There  are,  of  course,  exceptions  to 
this  inasmuch  as  some  people  can  carry  on  as 
satisfactorily  with  a 35  decibel  loss  in  their 
vocational  or  social  spheres  as  others  can  with 
only  a 25  decibel  loss.  The  individual’s  particu- 
lar need  for  hearing,  his  ability  to  use  supple- 
mental lip-reading,  etc.,  influence  the  capacity 
to  get  along  in  spite  of  a moderate  residual  of 
uncorrected  hearing  loss. 

Tinnitus  is  relieved  in  the  majority  of  suc- 
cessful mobilizations.  The  permanency  of  re- 
sults obtained  by  stapes  mobilization  surgery 
must  await  the  test  of  time.  Early  reports  indi- 
cate that  perhaps  about  10%  of  successful 
mobilizations  will  reankylose  during  the  first 
few  months  after  surgery.  After  this  period 
there  is  apparently  a good  chance  that  mobil- 
ity will  be  maintained  at  least  as  far  as  one  or 
two-year  follow-up  is  concerned.  Longer  obser- 
vations than  this  are  not  as  yet  available  in 
significant  numbers.  Secondary  remobilizations 
have  been  accomplished  in  some  instances  of 
refixation. 

One  explanation  of  the  somewhat  surprising 
tendency  of  mobility  to  be  maintained  in  such 
a high  percentage  of  successful  cases  is  the 
lack  of  healing  potential  in  otosclerotic  bone. 
Failure  of  healing  in  fractures  through  areas  of 
otosclerosis  were  reported  by  European  otolo- 
gists several  decades  ago. 

FENESTRATION 


CASE  NO 

• BONE  CONDUCTION 

Figure  6 

Each  vertical  arrow  represents  the  hearing  improvement  ob- 
tained by  fenestration.  The  first  27  cases  were  ide^ly  suited  to 
candidates  with  normal  or  near  normal  bone  conduction  threshold. 
This  is  reflected  in  the  greater  preoperative  loss  (lower  end  of 
arrow)  and  in  final  postoperative  levels  being  somewhat  poorer 
than  in  the  ideal  candidate. 


Figure  6 represents  graphically  the  results 
obtained  by  fenestration  in  my  35  most  recent 
cases  for  comparison  with  a comparable 
number  of  mobilizations.  In  both  groups  the 
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initial  best  improvement  is  tabulated  for  pur- 
poses of  comparing  results  obtained  by  the  two 
technics.  Long  range  observations  indicate  that 
about  10%  of  successful  fenestration  cases  wiU 
lose  a significant  amount  of  their  initial  im- 
provement during  the  first  two  years  after 
surgery  and  will  then  remain  stable.^  The 
majority  of  my  early  fenestration  cases  operated 
on  as  long  as  10  or  11  years  ago  still  maintain 
a serviceable  level  of  hearing. 

In  view  of  the  fact  that  the  mobilization 
technic  is  a relatively  minor  procedure,  it  is, 
in  general,  advisable  to  attempt  mobilizing  the 
stapes  as  the  initial  surgical  means  of  restoring 
hearing  in  deafness  due  to  clinical  otosclerosis. 
This  is  particularly  true  for  those  cases  in  which 
there  is  incomplete  ankylosis  of  the  stapes.  The 
chances  of  successful  mobilization  are  some- 
what less  in  cases  of  complete  ankylosis.  Per- 
haps the  chief  advantage  of  the  mobilization 
technic  is  that  relatively  little  aftercare  is 
needed.  The  average  fenestration  cavity  re- 
quires foilow-up  care  a few  times  a year  for  the 
remainder  of  the  patient’s  life.  In  mobilization 
cases  no  further  care  is  needed  after  3 or  4 
postoperative  office  treatments. 

If  the  mobilization  attempt  proves  unsuccess- 
ful, then  a fenestration  can  be  performed  at  a 
later  date.  An  interval  of  3 or  4 months  is 
desirable  in  order  to  permit  the  meatal  skin  to 
return  to  normal. 


Summary 

1.  Surgical  restoration  of  serviceable  hearing 
in  clinical  otosclerosis  is  now  universally 
accepted. 

2.  Stapes  mobilization  is  a minor  surgical  pro- 
cedure which  is  initially  successful  in  slightly 
more  than  half  of  the  cases  on  which  it  is 
performed. 

3.  Fenestration  is  a major  surgical  procedure 
which  has  a significantly  higher  percentage 
of  success  than  stapes  mobilization. 

4.  If  a mobilization  attempt  is  not  successful, 
then  a fenestration  can  subsequently  be  per- 
formed. 
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CASE  DISCUSSIONS 


A CASE  OF  APPENDICULAR  CUTANEOUS  FISTULA 
Louisville  General  Hospital 

Presentation  of  case:  E.  R.  CHAPPELL,  M.D.,  Department  of  Surgery 


History 

73-year-old  white  female  was  admitted 
to  the  Louisville  General  Hospital  on 
September  4,  1956,  with  a draining  sinus 
; right  inguinal  region, 
e was  first  admitted  to  the  hospital  in  Octo- 
1955,  because  of  a tender  inflammed  mass 
e right  inguinal  region.  From  this  mass, 
uring  3x3  cm,  an  estimated  two  ounces 
irulent  material  was  removed  by  incision 
drainage.  Bacteriological  studies  of  this 
ial  were  negative  for  acid-fast  bacteria 
fungi.  Physical  examination  and  x-ray 
!s  failed  to  reveal  an  etiological  factor  for 
luse  of  this  abscess.  The  abscess  developed 
1 sinus  tract  which  drained  periodically 
December,  1955. 

len  the  patient  was  next  seen  on  July  17, 
there  was  a bloody  purulent  drainage 
the  right  inguinal  sinus  tract.  The  drainage 
ted  three  weeks  and  stopped.  On  August 
e patient  became  nauseated  and  developed 
)ing  abdominal  pain.  The  nausea  and  ab- 
lal  pain  then  ceased,  but  on  August  30, 
tuant  mass  was  noted  in  the  right  inguinal 
Incision  and  drainage  of  the  mass  pro- 
100  cc  of  thick,  yellow,  foul-smelling 
ial.  Cultures  were  negative  for  acid-fast 
ia  and  fungi,  but  did  reveal  the  presence 
lon-hemolytic  Streptococcus  and  a gram 
ve  rod.  The  drainage  persisted  until  Sep- 
r 4,  1956,  on  which  date  she  was  ad- 
l to  Louisville  General  Hospital  for  explo- 
of  the  persistent  sinus  tract, 
ay  studies  of  the  gastrointestinal  tract 
ligmoidoscopic  examination  once  again 
to  reveal  an  etiological  factor.  Lipidol 
on  of  the  sinus  tract  revealed  pooling  of 
)idol  in  the  inguinal  area. 

Operative  Findings 

September  17,  the  sinus  tract  was  care- 
injected  with  Methylene  blue  and  an 


elliptical  transverse  incision  was  used  to  excise 
the  sinus  tract,  which  extended  deep  to  the 
inguinal  ligament  up  towards  the  peritoneal 
cavity.  The  skin  incision  was  converted  into  a 
modified  McBurney’s  incision  and  the  peri- 
toneal cavity  entered  above  the  inguinal  liga- 
ment. The  appendix  and  cecum  were  readily 
identified.  The  appendix  was  short  and  stubby 
with  a swollen  bulbous  tip  overlying  the  proxi- 
mal end  of  the  previously  dissected  sinus  tract. 
Appendectomy  was  performed.  Upon  opening 
the  appendix  Methylene  blue  was  found  to  be 
present  in  the  lumen  with  a small  pinpoint  per- 
foration in  the  tip  of  the  appendix  which  had 
extended  into  the  sinus  tract. 

The  postoperative  course  was  uneventful. 

Discussion 

Harold  E.  Kleinert,  M.D. 

Department  of  Surgery 

Gould’s  Medical  Dictionary  describes  a fistu- 
la as  a narrow  tube  or  canal  formed  by  incom- 
plete closure,  as  of  an  abscessed  wound,  disease 
process  or  (congenitally)  a part.  It  usually 
transmits  some  fluid,  either  pus  or  the  secretion 
of  some  organ,  viscus,  or  body  cavity.  Fistulas 
opening  from  a viscus  to  the  exterior  of  the 
body  are  named  according  to  the  viscus  in- 
volved.^ In  this  particular  case  the  tract  ex- 
tended from  the  lumen  of  the  bulbous  tip  of 
the  appendix,  deep  to  the  inguinal  ligament 
and  drained  through  the  skin  of  the  right 
inguinal  region. 

An  appendicular  cutaneous  fistula  is  un- 
common. A review  of  the  recent  literature  re- 
veals eight  cases  of  appendicular  fistulae  added 
to  the  literature  since  1951.^*®*  All  of  these 
cases  were  internal  fistulae  extending  from  the 
appendix  to  other  internal  organs.  Prior  to  1951 
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{Continued  from  Page  1059) 

Keeley  found  three  references  to  appendico- 
ileal  fistula.” 

Mowery  and  Irvine,  in  their  recent  article 
on  appendicular  fistulae,  make  no  mention  of 
appendicular  cutaneous  fistula.^  However, 
Bockus  states,  occasionally  an  appendicular 
abscess  may  burrow  to  the  skin  surface,  or 
follow  the  course  of  the  inguinal  or  femoral 
canals,  to  rupture  through  the  skin  and  form 
a sinus. ^ 

The  complications  of  appendicitis  are  infre- 
quently encountered  as  compared  with  the  pre- 
antibiotic days.  However,  in  the  “age  extreme” 
patients,  either  very  young  or  very  old,  the 
diagnosis  remains  a problem,  for  the  classical 
symptoms  and  signs  are  so  often  lacking. 

This  73-year-old  female  could  give  no  his- 
tory suggestive  of  an  episode  of  acute  appendi- 
citis. She  presented  herself  with  a tender  mass 
in  the  right  inguinal  region,  which,  when  in- 
cised, drained  purulent  material.  Repeated  cul- 
tures of  the  discharge  were  negative  for  fungus 
and  tubercle  bacilli. 

At  the  time  of  her  last  hospital  admission,  a 
diagnosis  of  appendicular  cutaneous  fistula  was 
strongly  entertained.  Attempts,  however,  to 
demonstrate  this  fistula  by  gastrointestinal 
x-rays  and  lipidol  injection  of  the  sinus  tracts 
were  futile.  Only  at  operation  when  injection 
with  Methylene  blue  readily  outlined  the  tract 
and  stained  the  lumen  of  the  appendix  was  the 
true  etiology  of  the  draining  sinus  discovered 
and  a diagnosis  of  appendicular  cutaneous 
fistula  made. 

Speculation  as  to  probable  formation  of  the 
fistula  is  of  interest.  Inflammation  around  an 
appendicular  fecalith  may  have  resulted  in 
local  tissue  reaction,  perforation  of  the  appen- 
dix, and  abscess  formation.  The  abscess  then 
dissected  along  the  femoral  canal  to  manifest 
itself  as  an  inflammatory  inguinal  mass.  Fol- 
lowing the  initial  incision  and  drainage  of  the 
inguinal  abscess  a fistula  formed  and  was  con- 
stantly “fed”  by  infective  secretions  from  the 
appendix. 

QUESTION:  In  time  would  this  fistula  have 
closed  spontaneously? 

H.  E.  Kleinert,  M.D. : Spontaneous  closure 
is  highly  unlikely  for  the  fistula  drained  inter- 
mittently for  almost  one  year  and  was  well 
established.  The  case  aptly  demonstrates  the 
necessity  of  discovering  the  etiology  of  a sinus 
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or  a fistula  in  order  to  undertake  adequate  and 
appropriate  treatment.  Excision  of  the  fistulous 
tract  alone,  without  appendectomy,  would  un- 
doubtedly result  in  reformation  of  an  abscess 
again  draining  cutaneously  to  form  another 
appendicular  cutaneous  fistula. 

QUESTION : What  other  diseases  should 
be  considered  in  a patient  with  a chronic  drain- 
ing inguinal  sinus? 

Doctor  Kleinert:  Tuberculosis  or  fungus  in- 
fection such  as  actinomycosis  may  produce  a 
chronic  draining  sinus.  A negative  Frei  test  will 
exclude  lymphogranuloma  inguinale.  Perirectal 
or  anal  fistulae  may  burrow  anteriorly  and  open 
in  the  inguinal  region.  Regional  ileitis,  a per- 
forated carcinoma  of  the  colon  or  a perforation 
of  a diverticulum  of  the  colon  may  form  ab- 
scesses and  finally  rupture  through  to  the  skin. 

A Richter’s  hernia  may  perforate  and  drain 
cutaneously  in  the  inguinal  area. 

QUESTIQN:  Is  x-ray  a satisfactory  method 
of  demonstrating  an  entero  cutaneous  fistula? 

Everett  L.  Pirkey,  M.D. : The  x-ray  diag- 
nosis of  intestinal  cutaneous  fistulae  is  best 
made  by  injecting  opaque  material  under  fluoro-  - 
scopic  control  directly  into  the  fistula  through 
a small  catheter.  When  the  opaque  enters  the 
lumen  of  the  portion  of  the  intestine  involved 
one  can  usually  identify  the  location  by  the 
mucosal  pattern. 

When  an  opaque  substance  is  given,  either 
by  mouth  or  rectum,  there  is  so  much  of  it 
scattered  through  the  abdomen  that  it  is  im- 
possible to  identify  the  fistula,  and  the  specific 
loop  of  gut  involved. 

QUESTIQN:  If  a preoperative  diagnosis  of 
intestinal  cutaneous  fistula  is  made,  what  is  the 
surgical  approach? 

H.  E.  Kleinert,  M.D.:  Preoperatively,  the  in- 
testine should  be  prepared  with  a combination 
of  sulfasuxidine  and  neomycin.  Mechanical 
cleansing  of  the  colon  is  necessary.  At  opera- 
tion the  entire  fistulous  tract  should  be  excised 
and  the  intestinal  opening  closed.  Failure  to 
close  or  resect  the  intestinal  opening  will  lead 
to  recurrence  of  the  fistula. 
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First  Session 

The  first  session  of  the  House  of  Delegates 
of  the  Kentucky  State  Medical  Association  was 
called  to  order  by  the  Speaker,  Charles  A. 
Vance,  M.D.,  Monday,  September  17,  1956, 
at  7:22  p.m.,  at  the  Columbia  Auditorium  in 
Louisville.  Charles  R.  Yancey,  M.D.,  Chairman 
of  the  Reference  Committee  on  Credentials, 
reported  that  a quorum  was  present.  A motion 
was  made  that  the  minutes  of  the  1955  meeting 
be  accepted  as  published  in  The  Journal  of 
KSMA.  The  motion  was  seconded  and  carried. 

The  Speaker  called  on  the  Secretary  to  read 
the  names  of  all  Kentucky  physicians  who  had 
died  since  the  1954  meeting. 

Following  are  the  names  of  these  physicians, 
their  location  and  date  of  death: 

Akin,  William  E.,  Jr.,  Paintsville,  August  2,  1956 
Barber,  Ira  Z.,  Princeton,  June  17,  1956 
Callihan,  G.  Darwin,  Prestonsburg,  October  23,  1955 
Chase,  Robert  L.,  Glasgow,  October  9,  1955 
Coffield,  Frank  C.,  Salem,  July  10,  1956 
Collins,  B.  Lister,  Mt.  Eden,  October  25,  1956 
Crow,  Thomas  A.,  Manitou,  May  18,  1956 
Crutchfield,  P.  H.,  Georgetown,  August  7,  1956 
Disbrow,  G.  Ward,  Owensboro,  July  22,  1956 
Dulaney.  Octavus.  Louisville,  June  17,  1956 
Evans,  T.  A.  E.,  Morehead,  March  26,  1956 
Fix,  Carroll  C.,  Bedford,  June  7,  1956 
Fitzpatrick,  J.  W.,  Louisville,  July  25,  1956 
Ford,  Milton,  Warfield,  December  24,  1955 
Frank,  L.  Wallace,  Louisville,  February  10,  1956 
Garrett,  Nevil  M„  Brodhead,  March  2,  1956 
Gordon,  Alvah  J,,  Utica,  August  16,  1955 
Greenwell,  J.  I.,  New  JJaven,  May  9,  1956 
Hagan,  James  E„  Hazard,  October  23,  1955 
Haley,  Clarence  F.,  Brooksville,  October  10,  1955 
Hart,  L,  Scott,  Louisa,  April  22,  1956 
Hughes,  Leonidas,  Faubush,  May  II,  1956 
Humphrey,  W,  O.,  Louisville,  February  23,  1956 
Jasper,  H.  C,,  Richmond,  December  15,  1955 
Kavanaugh,  Charles  N.,  Lexington,  October  29,  1955 
Kerns,  Ira  N.,  Louisville,  November  14,  1955 
McAlister,  Roy  S.,  Louisville,  February  7,  1956 
McClendon,  John  L,  Russell  Springs,  August  3,  1956 
McKenney,  E.  B.,  Louisville,  March  15,  1956 
Meadows,  Matthew  W.,  Fullerton,  June  4,  1956 
Messink,  W.  B.,  Worthville,  July  15,  1956 
Neal,  Charles  A.,  Nicholasville,  October  27,  1955 
Northcutt,  J.  D.,  Covington,  January  21,  1956 
Palmer,  Martin,  Hazard,  April  17,  1956 
Payne,  J.  E.,  West  Louisville,  January  1,  1956 
Phillips,  T.  L.,  Kuttawa,  May  7,  1956 
Poole,  William  I.,  Calvert  City,  December  17,  1955 
Pope,  Henry  C.,  Richmond,  June  22,  1956 
Price,  J.  E.,  Harrodsburg,  August  14,  1956 
Pryor,  J.  W.,  Lexington,  March  17,  1956 
Richardson,  Ancil  A.,  Williamsburg,  March  14,  1956 
Richeson,  IJugh  H.,  Louisville,  July  24,  1956 


Robinson,  Marion  M.,  Richmond,  July  1,  1956 
Robinson,  Roy  F..  Madisonville,  April  I,  1956 
Russell,  F.  H.,  Wickliffe,  November  7,  1955 
Simmons,  Simpson  J.,  Greensburg,  July  4,  1956 
Skaggs,  19.  Randolph,  Ashland,  November  3,  1955 
Smith,  Darwin  E.,  Corbin,  April  29,  1956 
Smith,  Rockwell  E.,  Henderson,  April  30,  1956 
Smith,  Richard  S.,  Versailles,  February  6,  1956 
Turner,  Virgil  A.,  Lewisburg,  January  22,  1956 
Vicars,  T.  G.,  Pineville,  March  24,  1956 
Wells,  George  M.,  Bowling  Green,  February  25,  1956 
Witt,  C.  B.,  Louisville,  January  9,  1956 

A moment  of  silent  prayer  was  observed  in 
their  honor. 

The  Secretary  made  the  general  announce- 
ments, which  included  the  addition  of  two 
Reference  Committees  (making  the  total  seven) 
to  facilitate  the  functions  of  these  committees, 
authorization  by  a previous  House  of  Delegates 
for  the  Speaker  to  assign  a portion  of  a specific 
report  to  a second  Reference  Committee  if  the 
contents  deem  such  action  necessary,  and  that 
the  last  order  of  business  for  the  first  session 
would  be  the  announcement  of  the  meeting 
places  for  the  General  Nominating  Committee 
and  the  Councilor  Districts  Nominating  Com- 
mittees. 

Reference  Committee  appointments  were  as 
follows: 

Reference  Committee  No.  1 — Reports  of 
Officers  and  Councilors 

E.  M.  Howard,  M.D.,  Harlan,  Chairman 
Rankin  C.  Blount,  M.D.,  Lexington,  Vice  Chairman 
H.  E.  Martin,  M.D.,  Ashland 

A.  O.  Miller,  M.D.,  Louisville 
J.  L.  Tanner,  M.D.,  Henderson 

Reference  Committee  No.  2 — Reports  on 
Medical  Care,  Medical  Education  and  Related  Subjects 
Richard  G.  Elliott,  M.D.,  Lexington,  Chairman 
Chris  Jackson  M.D.,  I3anville,  Vice  Chairman 
John  D.  Handley,  M.D.,  Hodgenville 
W.  Buford  Davis,  M.D.,  Louisville 
Marc  Reardon,  M.D.,  Covington 

Reference  Committee  No.  3 — Reports  on 
Legislation  and  Public  Relations 
Charles  H.  Maguire,  M.D.,  Louisville,  Chairman 
Carl  Fortune,  M.D.,  Lexington,  Vice  Chairman 
Donald  L.  Graves,  M.D„  Frenchburg 
Ralph  D.  Lynn,  M.D.,  Elkton 
Norman  Adair,  M.D.,  Covington 

Reference  Committee  No,  4 — Reports  on 
Miscellaneous  Business 

T.  O,  Meredith,  M.I3,,  Harrodsburg,  Chairman 
W,  E,  Becknell,  M.D,,  Manchester,  Vice  Chairman 

F,  P.  Giannini,  M.D,,  Princeton 
Robert  S,  Dyer,  M.D.,  Louisville 
T.  R.  Davies,  M,D„  Barbourville 
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Reference  Committee  No.  5 — Reports  on 
Miscellaneous  Business 

Roy  H.  Moore,  Jr.,  M.D.,  Louisville,  Chairman 
Frank  Duncan,  M.D.,  Monticello,  Vice  Chairman 
Glenn  W.  Bryant,  M.D.,  Louisville 
A.  D.  Butterworth,  M.D.,  Murray 
Charles  F.  Martin,  M.D.,  Winchester 

Reference  Committee  No.  6 — Reports  on 
Miscellaneous  Business 
Leon  Higdon,  M.D.,  Paducah,  Chairman 
Carl  Pigman,  M.D.,  Whitesburg,  Vice  Chairman 
Blaine  Lewis.  Jr.,  M.D.,  Louisville 
Douglas  Jenkins,  M.D.,  Richmond 
W.  G.  Edds,  M.D.,  Calhoun 

Reference  Committee  No.  7 — Reports  on 
Miscellaneous  Business 
L.  F.  Beasley,  M.D.,  Franklin,  Chairman 
Keith  P.  Smith,  M.E).,  Corbin,  Vice  Chairman 
Carl  Cooper,  M.D.,  Bedford 
Charles  C.  Rutledge,  M.D.,  Hazard 
J.  A.  Llewellyn,  M.D.,  Louisville 
Credentials  Committee 

Charles  R.  Yancey,  M.D.,  Hopkinsville,  Chairman 
Glenn  Marcum,  M.D.,  Irvine 
E.  A.  Barnes,  M.D.,  Albany 

Alternate  Members  to  Reference  Committees 
J.  P.  Wyles,  M.D.,  Cynthiana 
Ward  Bushart,  M.D.,  Pulton 
J.  S.  Williams,  M.D.,  Nicholasville 
W.  P.  McKee,  M.D.,  Eminence 
Robert  Hoffman,  M.D.,  South  Port  Mitchell 
John  Allen,  Jr.  M.D.,  Louisville 
George  Riley,  M.D.,  Erlanger 
S.  E.  Farmer,  M.D.,  Brownsville 
David  Asher.  M.D.,  Pineville 
J.  W.  Miller,  M.D.,  Greensburg 
D.  G.  Miller,  M.D.,  Morgantown 

The  following  reports  of  officers  were  pre- 
sented at  this  time  and  referred  by  the  Speaker 
to  the  Reference  Committee  (s)  indicated 
below: 

Report  of  the  President — Reference  Committee 
No.  1,  except  last  paragraph  on  page  1 and  first 
paragraph  on  page  2,  which  were  referred  to  Refer- 
ence Committee  No.  5 

Report  of  the  President  Elect — Reference  Com- 
mittee No.  1 

Report  of  the  Speaker  of  the  House — Reference 
Committee  No.  1 

Report  and  Recommendations  of  the  Council — 
Reference  Committee  No.  1 except  as  follows:  last 
paragraph  on  page  15  and  last  three  paragraphs  on 
page  16  to  Reference  Committee  No.  3,  Supplement 
“A”  to  Reference  Committee  No.  3,  Supplement  “C” 
to  Reference  Committee  No.  5,  Supplement  “D”  to 
Reference  Committee  No.  5,  Resolution  (U  of  K)  to 
Reference  Committee  No.  3,  and  Resolution  (Code 
of  Ethics)  to  Reference  Committee  No.  2. 

Hugh  P.  Adkins,  M.D.,  Louisville,  a member 
of  the  Committee  to  Select  Award  Recipients, 
presented  the  committees  nominations  as  fol- 
lows: 

Distinguished  Service  Award — Joseph  T. 
Molony,  M.D.,  Covington,  Outstanding  Gen- 
eral Practitioner  Award — C.  T.  Coleman, 
M.D.,  Frankfort. 

Report  of  Secretary  Pro  tern — Reference  Commit- 
tee No.  1 except  the  last  paragraph  on  page  5 entitled 
“Recommendations,”  which  was  referred  to  Refer- 
ence Committee  No.  5 

Report  of  Editor  Pro  tern — Reference  Committee 
No.  1 except  the  last  paragraph  on  page  4,  which 
was  referred  to  Reference  Committee  No.  5 

Report  of  the  Treasurer — Reference  Committee 
No.  1 
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Report  of  Delegation  to  AM  A — Reference  Com-  I 
mittee  No.  6 I 

Committee  on  Arrangements — Reference  Com- 
mittee No.  6 

Committee  on  Scientific  Assembly — Reference 
Committee  No.  6 

Committee  on  Public  Information  and  Service — 
Reference  Committee  No.  3 
Committee  on  Medical  Services — Reference  Com- 
mittee No.  2 

Committee  to  Study  The  Constitution  and  Bylaws 
— Reference  Committee  No.  5 

Medico-Legal  Committee — Reference  Committee 
No.  3 

Kentucky  Committee  for  Contribution  to  American 
Medical  Education  Foundation — Reference  Committee 
No.  7 

Committee  on  Cerebral  Palsy — Reference  Com- 
mittee No.  6 

Committee  on  Corporate  Practice  of  Medicine — j 

Reference  Committee  No.  3 

Diabetes  Committee — Reference  Committee  No.  4 
Dietetic  Committee — Reference  Committee  No.  4 
Advisory  Committee  to  the  Editor — Reference 
Commitee  No.  1 

Committee  on  Emergency  Medical  Service — Refer- 
ence Committee  No.  6 

Committee  on  Geriatrics  and  Long-term  Illness — 
Reference  Committee  No.  7 

Committee  on  Hospitals — Reference  Committee 
No.  2 

Insurance  Committee — Reference  Committee  No.  6 
Kentucky  State  Advisory  Committee  to  Selective 
Service — Reference  Commitee  No.  6 

KSMA  Dental  Committee — Reference  Committee 
No.  7 

KSMA  Pharmacy  Committee — Reference  Com- 
mittee No.  7 

KSMA  Physicians  Placement  Service — Reference 
Committee  No.  2 

Legislative  Committee — Reference  Committee  No.  3 
McDowell  Home  Committee — Reference  Com- 
mittee No.  4 

Committee  on  Postgraduate  Medical  Education — 
Reference  Committee  No.  2 I 

Committee  to  Study  Medical  Examiner  System — | 

Reference  Committee  No.  3 

Medical  School  Advisory  Committee — Reference 
Committee  No.  2 

Committee  on  Nurse  Training — Reference  Com- 
mittee No.  2 

Professional  Relations  Committee — Reference 
Committee  No.  2 

Committee  on  Rural  Health — Reference  Committee 
No.  7 

Committee  on  School  Health — Reference  Com- 
mittee No.  7 

Veterans’  Committee — Reference  Committee  No.  3 
World  Medical  Association  Committee — Reference 
Committee  No.  5 

Committee  to  Study  Committee  and  Organizational 
Structures— Reference  Committee  No.  5 

Advisory  Committee  on  Blood  Banks — Reference 
Committee  No.  5 

Advisory  Committee  on  Cancer — Reference  Com- 
mittee No.  5 

Advisory  Committee  on  Crippled  Children — Refer- 
ence Committee  No.  5 

Advisory  Committee  on  General  Practice — Refer- 
ence Committee  No.  5 

Advisory  Committee  on  Industrial  Medicine  and 
Surgery — Reference  Committee  No.  4 

Advisory  Committee  on  Mental  Hygiene  and 
Mental  Institutions — Reference  Committee  No.  4 
Advisory  Committee  on  Infant  and  Maternal 
Mortality — Reference  Committee  No.  6 

Advisory  Committee  on  Pediatrics — Reference 
Committe  No.  5 

Advisory  Committee  on  Physical  Therapy — Refer- 
ence Committee  No.  7 
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Advisory  Committee  on  Public  Health — Reference 
Committee  No.  4 

Advisory  Committee  on  Tuberculosis — Reference 
Committee  No.  5 

Advisory  Committee  to  Blue  Cross — Reference 
Committee  No.  4 

Advisory  Committee  to  United  Mine  Works  Wel- 
fare & Retirement  Fund — Reference  Committee  No.  3 

Advisory  Committee  to  Woman’s  Auxiliary — Refer- 
ence Committee  No.  4 

Committee  on  Scientific  Exhibits — Reference  Com- 
mittee No.  6 

Committee  on  Technical  Exhibits — Reference  Com- 
mittee No.  7 

Report  of  Woman’s  Auxiliary — Reference  Com- 
mittee No.  6 

Board  of  Directors  of  the  Kentucky  Physicians 
Mutual,  Inc. — Reference  Committee  No.  5 

Rural  Kentucky  Medical  Scholarship  Eund — Refer- 
ence Committee  No.  5 

Conference  of  Presidents  and  Other  Officers  of 
State  Medical  Associations — Reference  Committee 
No.  7 

Commission  for  Improvment  of  Patient  Care — 
Reference  Committee  No.  7 

Advisory  Council  to  University  of  Louisville  School 
Student  AMA  Chapter — Reference  Committee  No.  7 

The  following  new  business  was  presented 
and  referred  by  the  Speaker  to  the  indicated 
Reference  Committees: 

(A)  Resolution  of  the  Jefferson  County  Medical 
Society  concerning  mandatory  American  Asso- 
ciation dues — Reference  Committee  No.  4 

(B)  Resolution  of  the  Jefferson  County  Medical 
Society  concerning  the  reapportionment  of 
Councilor  Districts — Reference  Committee  No.  1 

(C)  Resolution  of  the  Daviess  County  Medical 
Society  concerning  the  Journal  of  KSMA — 
Reference  Committee  No.  1 

(D)  Resolution  of  the  Perry  County  Medical  Society 
concerning  the  article  in  September,  19.S6  issue 
of  Reader’s  Digest  regarding  the  UMWA — 
Reference  Committee  No.  I 

(E)  Resolution  of  the  Eayette  County  Medical 

Society  concerning  the  regulation  of  fees — 
Reference  Committee  No.  2 

(F)  Resolution  of  the  Pulaski  County  Medical 

Society  concerning  the  essay  contest  of  the  Asso- 
ciation of  American  Physicians  and  Surgeons — 
Reference  Committee  No.  3 

(G)  Resolution  of  the  Jefferson  County  Medical 

Society  concerning  the  Journal  of  the  KSMA — 
Reference  Committee  No.  1 

(H)  Resolution  of  the  Warren  County  Medical 

Society  concerning  the  number  of  delegates  per 
county  society — Reference  Committee  No. 

(I)  Resolution  of  the  Jefferson  County  Medical 

Society  concerning  the  Kentucky  Exposition 
Center — Reference  Committee  No.  3 

(J ) Resolution  of  the  Harlan  County  Medical  Society 
concerning  the  article  in  the  September.  1956 
issue  of  Reader’s  Digest  regarding  the  UMWA — 
Reference  Committee  No.  1 

(K)  Resolution  of  the  Pike  County  Medical  Society 
concerning  unethical  practices — Reference  Com- 
mittee No.  3 

At  this  point  the  Secretary,  at  the  request  of 
Speaker,  designated  the  meeting  places  in  the 
auditorium  for  the  General  Nominating  Com- 
mittee and  the  Councilor  Districts  Nominating 
Committees.  He  also  announced  that  the  recom- 
mendations for  the  various  State  offices  would 
be  announced  the  following  day,  at  the  begin- 
ning of  the  Second  Scientific  Session;  and  that 
they  would  again  be  read  at  the  Wednesday 


night  session  of  the  House,  at  which  time  addi- 
tional nominations  might  be  made  from  the 
floor  without  discussion  or  comment. 

There  being  no  further  business  a motion 
was  made  and  seconded  that  the  meeting  ad- 
journ at  11:13  P.M.  Motion  carried. 

Second  Session 

The  second  session  of  the  House  of  Dele- 
gates of  the  Kentucky  State  Medical  Associa- 
tion was  called  to  order  by  the  Speaker,  Charles 
A.  Vance,  M.D.,  Wednesday,  September  19,  at 
7:21  P.M.  in  the  Columbia  Auditorium,  Louis- 
ville. Charles  R.  Yancey,  M.D.,  Chairman  of 
the  Reference  Committee  on  Credentials,  re- 
ported that  a quorum  was  present. 

J.  Vernon  Pace,  M.D.,  Chairman  of  the 
Council,  presented  the  final  reports  of  the 
Council,  as  follows: 

The  Council  passed  the  following  Resolution  at  its 
September  19  meeting: 

“WHEREAS,  the  1956  Annual  KSMA  Meeting 
has  been  enthusiastically  received  and  felt  by  all  to 
be  most  worthwhile,  and 

“WHEREAS,  many  individuals,  organizations  and 
agencies,  including  Scientific  and  Technical  Exhibitors, 
newspapers,  radio  and  television  stations,  state  and 
natonal  scientific  essayists,  hotels  and  the  Columbia 
Auditorium  have  contributed  to  its  success,  and 

“WHEREAS,  the  members  of  the  faculty  of  the 
University  of  Louisville  organized  and  presented 
three  very  valuable  and  practical  Postgraduate  Re- 
fresher Courses  during  our  annual  meeting, 

“NOW,  THEREFORE,  be  it  resolved  that  the 
House  of  Delegates  go  on  record  as  expressing  its 
deep  appreciation  to  all  who  have  had  a part  in  the 
development  and  implementation  of  the  1956  KSMA 
Annual  Meeting.” 

Mr.  Speaker,  1 move  the  adoption  of  this 
report.  The  motion  was  seconded  and  carried. 

The  Council  passed  the  following  resolution  at  its 
meeting  on  September  19: 

“WHEREAS,  the  Kentucky  Medical  Association 
has  always  been  concerned  with  the  unnecessary  loss 
of  life  and  bodily  injury  resulting  from  all  types  of 
accidents,  and 

“WHEREAS,  a State  Department  of  Safety  has 
been  created,  the  purpose  of  which  will  be  prevention 
of  all  types  of  accidents,  and 

“WHEREAS,  it  has  been  demonstrated  that  the 
primary  highway  system  in  Kentucky  is  no  longer 
adequate  to  safely  carry  the  increased  volume  of 
traffic  now  using  the  highways,  and  will  become  more 
inadequate  each  year  if  an  accelerated  building  pro- 
gram is  not  initiated,  and 

“WHEREAS,  the  elimination  of  congestion  on 
primary  highways  and  the  promotion  of  safety, 
through  increased  construction  of  primary  highways 
and  a vigorous  accident  prevention  program,  are 
matters  of  particular  interest  to  the  medical  pro- 
fession, and 

“WHEREAS,  the  effectiveness  of  the  Kentucky 
State  Medical  Association’s  rural  health  program 
depends,  in  large  measure,  upon  a good  secondary 
highway  system. 

“NOW,  THEREFORE,  be  it  resolved  by  the  House 
of  Delegates  of  the  Kentucky  State  Medical  Associa- 
tion that  this  Association  go  on  record  as  endorsing 
the  aims  and  purpose  of  the  department  of  safety 
and  favoring  the  immediate  construcion.  with  all 
possible  speed,  of  a primary  highway  system  in  Ken- 
tucky which  will  safely  carry  the  steadily  increasing 
volume  of  traffic  using  such  highways;  the  continued 
improvement  of  the  secondary  highv/ay  system  upon 
which  the  rural  population  of  Kentucky  must  depend 
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20-page  report  was  a digest  of  the  four  meetings  prior 
to  the  Annual  Meeting. 

Report  of  the  Council 
to  the 

1956  Session  of  the  House  of  Delegates 


FIRST  MEETING.  The  Council  for  the  1955-1956 
year  held  its  first  meeting  September  29,  1955,  in  the 
Derby  Room  at  the  Brown  Hotel  with  Bruce  Under- 
wood, M.D.,  Louisville,  serving  as  temporary  chair- 
man. J.  Vernon  Pace,  M.D.,  Paducah,  was  chosen 
chairman  and  Delmas  Clardy,  M.D.,  Hopkinsville, 
vice-chairman. 


for  medical  attention;  and  the  development  of  a 
vigorous  program  designed  to  materially  reduce  the 
appalling  number  of  accidents  in  the  Commonwealth.” 

Mr.  Speaker,  1 move  the  adoption  of  this 
resolution.  The  motion  was  seconded  and 
carried. 

The  Speaker  then  recognized  Lee  Stone, 
M.D.,  President  of  the  Illinois  State  Medical 
Society. 

At  this  time  the  reports  of  the  Reference 
Committees  were  presented. 

REFERENCE  COMMITTEE  NO.  1 

E.  M.  Howard,  M.D.,  Chairman 
Reports  of  Officers  and  Councilors 
Report  of  the  President 

The  President  gave  a resume  of  his  activities  on 
behalf  of  KSMA  for  the  past  year,  among  which  were 
visits  to  all  Council  Districts  and  several  other  medi- 
cal association  meetings.  He  expressed  his  gratitude 
for  the  support  given  and  confidence  shown  him  by 
the  members  of  KSMA.  The  president  suggested  the 
KSMA  continue  to  have  a medical  secretary,  that 
effort  be  made  to  increase  membership  in  AMA  and 
secure  a third  Delegate  for  Kentucky,  and  that  con- 
tinued careful  consideration  be  given  to  the  problems 
created  by  the  establishment  of  UMWA  hospitals  in 
the  state. 

The  Report  of  the  President  was  approved 
(except  the  last  paragraph  on  page  1 and  the 
first  paragraph  on  page  2,  which  were  referred 
to  another  Reference  Committee). 

It  was  felt  that  Doctor  Gaither  should  be 
commended  for  his  fine  work  and  the  very 
active  interest  he  has  taken  in  the  Association’s 
affairs  during  his  term  of  office. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  Report  of  the  President  be  adopted. 

Report  of  the  President  Elect 

The  President  Elect  summarized  his  activities  for 
the  year  and  expressed  appreciation  for  the  help 
given  him  in  preparation  for  his  coming  responsibili- 
ties. With  this  continued  hearty  cooperation  he  is  con- 
fident the  year  1956-57  will  be  a successful  one. 

This  report  was  read  and  unanimously 
approved. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  Report  of  the  President  Elect  be  adopted. 

Report  of  the  Speaker 

The  Speaker  reported  that  he  had  appointed  the 
Nominating  Committee  and  Reference  Committees  in 
accordance  with  the  Bylaws  and  expressed  hope  that 
the  business  of  the  House  of  Delegates  would  be  con- 
ducted without  friction  and  in  a fair  manner  to  all 
concerned. 

This  report  was  unanimously  approved  as 
read  and  the  Speaker  was  complimented  for 
his  brevity. 

Mr.  Speaker  I move  the  adoption  of  this 
section  of  the  report. 

Motion  was  seconded  and  carried  that  the 
report  of  the  Speaker  be  adopted. 

Report  of  the  Chairman  of  the  Council 

The  report  of  the  Council  was  presented  by  J. 
Vernon  Pace,  M.D.,  Chairman  of  the  Council.  The 
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Re-organization  began  with  election  of  two  mem- 
bers from  the  Council  to  the  Executive  Committee. 

(The  Bylaws  provide  that  the  Executive  Committee 
be  made  up  of  the  Chairman  of  the  Council,  the 
Vice-chairman,  the  President,  the  President-elect,  and 
the  Secretary-Editor.)  Hugh  Mahaffey,  M.D.,  Rich- 
mond, and  Garnett  Sweeney,  M.D.,  Liberty,  were 
elected  to  serve  on  the  Executive  Committee  and  fill 
out  the  membership  of  seven. 

Carlisle  Morse,  M.D.,  Louisville,  named  to  the 
Council  by  the  House  of  Delegates  at  its  annual 
meeting  the  night  before  to  replace  President-elect 
Richard  R.  Slucher,  M.D.,  was  introduced. 

The  Council  proceeded  to  name  committees  as  pro- 
vided by  the  bylaws.  It  was  explained  that  due  to 
bylaw  changes  the  old  Public  Relations  Committee 
and  the  Education  Campaign  Committee  had  been 
combined  under  the  name  of  the  Committee  on 
Public  Information  and  Service,  that  the  Medical- 
Legal  Committee  had  been  abandoned  and  provision  j 

made  for  a Medico-Legal  Administrator.  The  Council 
appointed  members  of  the  Committee  on  Public  | 

Information  and  Service,  the  Committee  on  Medical 
Service,  The  Medico-Legal  Administrator,  and  the 
Advisory  Committee  to  the  Editor.  Members  of 
these  committees  will  be  found  in  the  committee’s 
directory  in  the  House  of  Delegates  manual.  The 
Council  also  re-elected  for  the  1955-1956  year  the 
Lgislative  Committee  that  had  served  in  1954-1955. 

It  provided  that  Branham  B.  Baughman,  M.D.,  Frank- 
fort, and  J.  Farra  VanMeter,  M.D.,  Lexington,  would 
serve  as  co-chairmen. 

(Following  the  precedent  set  at  the  September  11, 

1952  meeting  of  the  Council,  no  individual  report  of 
the  Executive  Committee  will  be  made  to  the  House 
of  Delegates.  Under  this  precedent  positive  action 
will  be  listed  in  the  Report  of  the  Council  and, 
rcommendations  noted  in  actual  deliberation  of  the 
Council.  The  Executive  Committee  held  five  meetings 
during  the  1955-1956  year.)  | 

Positive  actions  taken  at  the  November  10  meeting 
of  the  Executive  Committee  held  in  the  office  of  Dr. 
Underwood  were: 

1.  President  Gant  Gaither,  M.D.,  Hopkinsville, 

reported  on  the  Annual  Meeting  of  the  Indiana  State 
Medical  Association  and  the  Regional  Meeting  of  the 
American  Medical  Association  Legislative  Committee 
held  at  Atlanta,  Georgia.  He  stated  that  he  had 
spoken  at  the  11th  Councilor  District  meeting  in 
November  at  Berea,  reported  upon  plans  for  the 
County  Society  Officers’  Conference,  and  told  of 
development  of  plans  for  the  Annual  Meeting.  Fol- 
lowing this,  he  expressed  concern  over  the  rapid  ' 

advancement  of  large  insurance  companies  in  under- 
writing on  an  interstate  basis  of  coverage  in  the  field 

of  medical  care.  He  felt  that  this  matter  was  in  the 
jurisdiction  of  the  Blue  Shield  plan. 

2.  Dr.  Underwood  reported  that  the  KSMA  had 
registered  an  all-time  high  in  the  number  of  members 
attending  the  Annual  Meeting — 938.  He  reported 
that  the  Field  Secretary  had  been  working  with  the 
Diabetes  Detection  Committee  and  the  Legislative 
Committee,  and  had  carried  on  two  courses  for 
physicians’  secretaries.  He  discussed  plans  for  the 
Rural  Health  Conference  to  be  held  in  January,  and 
the  County  Society  Officers’  Conference  in  March, 
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as  they  affected  the  Headquarters  Office. 

3.  The  matter  of  limited  license  practices  followed 
by  the  State  Board  was  discussed  in  connection  with 
proposed  plans  to  introduce  a bill  in  the  1956 
Legislature  that  would  automatically  give  a limited 
license  man  a regular  license  after  having  practiced 
a given  number  of  years.  This  matter  was  referred 
to  the  Legislative  Committee  for  consideration.  Other 
matters  affecting  medicine  and  the  health  of  the 
people  of  Kentucky,  expected  to  come  up  during  the 
Legislature,  were  discussed. 

4.  The  Committee  approved  the  Kentucky  Physi- 
cians’ Mutual  plan  to  extend  its  coverage.  The 
matter  of  distribution  of  polio  vaccine  was  discussed. 
The  Executive  Committee  took  the  position  that  the 
immunization  program  should  proceed  with  full  speed 
and  the  public  be  advised  that  this  was  the  time  for 
immunizations  to  be  given. 

5.  Wyatt  Norvell,  M.D.,  New  Castle,  appeared  be- 
fore the  Committee  and  explained  that  the  1957 
National  Conference  on  Rural  Health  would  be 
brought  to  Louisville  on  March  7,  8 and  9.  He  said 
that  the  AMA  Rural  Health  Council  chairman  had 
specifically  asked  this  Association  to  send  two  repre- 
sentatives to  the  1956  National  Conference  at  Port- 
land with  the  view  of  being  better  informed  on  pre- 
paring for  the  Louisville  meeting  in  1957.  The  Execu- 
tive Committee  voted  to  send  Dr.  Norvell  and  the 
Executive  Secretary  to  the  1956  conference.  Date  of 
the  1958  Annual  Meeting  of  the  Association  was  set 
at  September  23,  24  and  25.  President  Gaither  dis- 
cussed the  advantages  of  enacting  basic  science  legis- 
lation in  this  State.  The  Executive  Committee  voted 
to  stand  behind  Dr.  Gaither  in  making  a further  in- 
vestigation of  this  matter. 

(This  meeting,  scheduled  to  start  earlier  in  the  day, 
did  not  get  underway  until  mid-afternoon  due  to  con- 
flict with  other  meetings  in  which  committee  members 
were  involved. ) 

The  Executive  Committee  held  its  second  meeting, 
a day-long  affair,  in  Louisville,  December  14,  1955. 
Positive  actions  taken  were: 

1.  President  Gather  stated  that  the  program  for  the 
County  Society  Officers’  Conference  had  been  com- 
pleted and  would  present  a most  worthy  and  inter- 
esting session,  and  that  he  had  sought  to  support 
the  counties  of  Dr.  Mahaffey’s  district  in  getting 
them  to  attain  100%  membership. 

He  indicated  that  he  had  asked  all  Councilors  to 
report  on  indigent  care  and  basic  science  legislation 
at  the  December  15  meeting.  He  stated  he  had  ap- 
pointed a Senior  Day  Committee  to  develop  the  pro- 
gram for  April  16  when  Elmer  Hess,  M.D.,  president 
of  the  AMA,  would  be  present.  He  stated  the  Com- 
mittee on  Scientific  Assembly  was  preparing  the  1956 
program  and  informed  the  Council  he  would  partici- 
pate in  the  Rural  Health  Conference  on  January  19. 

(No  report  of  the  Headquarters  Office  was  given 
at  this  meeting  because  it  was  not  possible  for  Dr. 
Underwood  to  attend.  However,  the  Council  held  a 
meeting  the  next  day  at  which  time  the  Headquarters 
Office  report  was  made. ) 

2.  The  Committee  thanked  President  Gaither  for 
expressing  the  appreciation  of  the  Association  to  the 
Eord  Eoundation  for  its  generous  gifts  to  Kentucky 
hospitals  and  colleges. 

3.  A resolution  submitted  by  the  Jefferson  County 
chapter  of  the  Kentucky  Academy  of  General  Prac- 
tice was  read.  The  resolution  stated  that  the  Academy 
was  “opposed  to  needlessly  eliminating  commercial 
distribution  of  polio  vaccine.’’  The  Committee  con- 
curred with  the  Academy’s  views  and  authorized  the 
Headquarters  Office  to  so  inform  the  Jefferson  County 
Chapter. 

4.  The  report  of  the  Committee  on  Corporate 
Practice  of  Medicine  was  read,  discussed  and  accepted. 
This  report  stated  that  the  Committee  was  working 
on  the  problem. 

5.  The  problem  of  physicians  transferring  from  one 


state  to  another  and  becoming  members  after  the 
calendar  year  gets  underway  was  discussd.  It  was  de- 
cided that  state  dues  charged  members  coming  in 
during  the  year  would  be  figured  on  a pro-rata 
monthly  basis. 

6.  The  following  request  was  received  from  Ken- 
tucky Public  Health  physicians: 

“1.  That  other  specialty  groups  are  recognized  by 
the  Society  and  as  such  have  specialty  meetings 
at  designated  times  during  the  Annual  State  Meet- 
ing. 

“2.  That  other  specialty  groups,  although  allied 
with  us  through  the  State  Society  are  primarily 
interested  in  treatment,  whereas  Public  Health 
Physicians  are  primarily  interested  in  prevention. 
“3.  Therefore,  it  is  requested  that  the  Executive 
Committee  take  cognizance  of  this  and  consider 
the  following  for  necessary  action. 

“A.  Recognize  Public  Health  work  as  a special- 
ized branch  of  medicine. 

“B.  Recognize  that  specialized  needs  for  lectures 
and/or  training  are  in  prevention  rather  than 
treatment,  and  that  it  is  our  double  duty  to  keep 
abreast  with  the  newest  treatments  and  tech- 
niques in  all  fields. 

“With  the  above  in  mind,  to  officially  allocate  us 
some  time  during  the  meeting,  preferably  on  the 
one-half  day  that  other  specialty  groups  meet.  Also 
in  the  future  to  be  allocated  as  others,  some  funds 
when  necessary  for  speakers  of  note  in  Public 
Health.  If  this  is  granted,  then  we  may  be  able  to 
keep  abreast  through  State  Medical  Meetings  with 
not  only  the  newest  diagnostic  methods,  treat- 
ments and  techniques  of  private  practitioners,  but 
also  keep  abreast  in  our  own  specialized  field. 
“Presented  in  hope  that  this  may  provide  a better 
understanding  between  Private  Practitioners  and 
Public  Health  workers  throughout  the  state,  and 
lead  to  better  health  for  the  citizens  of  Kentucky.” 
It  was  moved  and  seconded  that  this  request  be 
granted.  The  motion  passed  unanimously. 

7.  The  committee  reviewed  reports  of  each  of  the 
five  reference  committees  adopted  by  the  House  of 
Delegates  at  the  1955  meeting.  Recommendations  were 
assigned  to  the  various  KSMA  Committees  for 
implementation. 

SECOND  MEETING . The  Council  held  its  second 
regular  meeting  of  the  year  on  December  15,  1956  in 
the  office  of  William  F.  Lamb,  M.D.,  in  the  State 
Department  of  Health  building  in  Louisville. 

(See  President’s  report  given  in  the  December  14 
meeting  of  the  Executive  Committee  held  the  day 
before  this  meeting.  The  same  report  was  given  at 
each  session. ) 

Dr.  Underwood  presented  the  report  of  the  Head- 
quarters Office.  This  included  a statement  that  every- 
thing was  in  readiness  for  the  1956  Rural  Health 
Conference;  that  the  1955  Diabetes  Detection  Drive 
had  enjoyed  excellent  press  notices;  that  plans  were 
well  along  the  way  for  the  1956  County  Society 
Officers’  Conference;  and  that  the  Headquarters  Office 
was  carrying  out  the  many  assignments  of  the  Com- 
mittee on  Scientific  Assembly. 

Dr.  Underwood  stated  that  the  Headquarters  Office 
was  implementing  plans  of  the  Committee  on  Post- 
Graduate  Medical  Education  to  expand  its  program, 
helping  with  the  Senior  Day  program,  carrying  out 
the  duties  of  the  KSMA  Golf  Association. 

He  told  of  activity  of  the  Headquarters  Office  in 
working  with  the  Editorial  Advisory  Committee  and 
the  Case  Discussion  Department  of  the  Journal.  He 
said  that  AMA  platters  had  been  placed  in  twenty- 
seven  of  the  State’s  radio  stations  by  the  Field 
Secretary  working  with  the  local  Medical  Society. 

The  Chairman  of  the  Council  stated  that  five  re- 
ferrals to  the  Council  would  be  presented  at  this 
time,  the  first  four  of  which  dealt  with  the  House  of 
Delegates.  They  are  as  follows: 

a.  The  first  had  to  do  with  KSMA  endorsement  of 
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the  Minimum  Foundation  Program.  The  Council 
voted  to  endorse  the  program  as  proposed. 

b.  Following  consideration  of  the  1954-1955  presi- 
dential recommendation  relating  to  lay-sponsored 
health  groups,  the  Council  voted  to  authorize  the 
appointment  of  a committee  to  implement  the  presi- 
dent’s recommendation. 

c.  Consideration  was  given  the  Clay  County  reso- 
lution relative  to  Councilor  District  representation. 
The  Council  voted  not  to  implement  the  resolution 
at  this  time. 

d.  Consideration  was  given  a resolution  dealing 
with  group  discrimination  by  hospitals,  passed  by  the 
House  of  Delegates.  The  Headquarters  Office  was 
authorized  to  send  copies  of  this  resolution  to  inter- 
ested parties. 

e.  The  fifth  recommendation  of  the  Committee 
pointed  out  the  small  amount  of  time  allowed  the 
five  reference  committees  at  the  annual  meeting  of 
the  House  of  Delegates  to  consider  the  sixty-odd 
reports  submitted  each  year  to  the  House.  The  Execu- 
tive Committee  felt  that  reference  committees  should 
either  be  given  more  time  or  more  committees  ap- 
pointed. The  Speaker  of  the  House  was  authorized  to 
appoint  seven  reference  committees  for  the  1956 
meeting  instead  of  five. 

The  Editor  of  the  Journal  of  the  KSMA,  Dr.  Under- 
wood, reported  on  suggested  minor  changes  which 
looked  toward  readability  and  attractiveness  of  the 
Journal.  With  one  exception  these  were  adopted. 
A discussion  ensued  as  to  what  should  be  done  if 
and  when  it  became  necessary  to  find  a new  printer. 
The  Advisory  Committee  was  authorized  to  proceed 
with  necessary  changes  without  further  instruction 
from  the  Council. 

The  Council  then  went  into  an  Executive  Session 
which  lasted  until  noon. 

Following  conclusion  of  the  executive  session,  the 
Council  discussed  matters  affecting  medicine  and 
health  likely  to  be  considered  at  the  1956  Legislature. 
Dr.  Underwood  discussed  medical  licensure  problems 
facing  the  State  Department  of  Health. 

For  the  Legislative  Committee,  Dr.  Baughman  dis- 
cussed legislative  proposals  in  which  the  KSMA  was 
interested.  These  included  the  proposed  change  in 
Kentucky  law  to  make  dispensing  of  narcotics  con- 
form with  latest  Federal  regulations;  basic  science 
proposals;  adjustment  of  lunacy  examination  fees; 
and  indigent  medical  care  proposals  on  which  the 
Association  had  been  working. 

Dr.  Underwood  explained  that  representatives  of 
the  KSMA  along  with  representatives  of  the  Board  of 
Health  had  been  invited  to  meet  with  the  Governor 
on  December  19.  The  President,  President  Elect, 
Chairman  of  the  Council  and  C.  C.  Howard,  M.D., 
of  Glasgow,  were  requested  to  represent  the  KSMA 
at  this  meeting. 

Dr.  Pace  informed  the  Council  that  during  the 
Executive  Session  Dr.  Underwood  had  resigned  as 
Secretary  and  General  Manager  of  the  Association. 
It  was  moved  and  seconded  that  Dr.  Underwood’s 
resignation  be  accepted  with  regret.  The  motion 
carried. 

THIRD  MEETING . The  third  meeting  of  the 
Council  was  held  on  January  5,  1956  in  the  South 
Room  of  the  Brown  Hotel  in  Louisville. 

(Due  to  lack  of  time  between  the  December  15  and 
January  5 meetings,  it  was  not  deemed  necessary  to 
have  the  report  of  the  President  or  Headquarters 
Office. ) 

Dr.  Underwood,  Secretary  and  General  Manager, 
who  had  resigned  at  a previous  meeting,  was  asked 
to  leave  the  room  temporarily.  During  his  absence 
the  Council  voted  to  have  a testimonial  dinner  for 
him  Thursday  evening,  January  19,  at  the  Kentucky 
Hotel  and  authorized  the  appointment  of  a committee 
to  purchase  a testimonial  gift.  Following  this  action, 
he  was  asked  to  return  to  the  room. 

The  President  reported  that  the  special  committee 
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to  meet  with  the  Governor  had  a very  pleasant  and 
satisfactory  meeting  with  the  State’s  Chief  Executive. 

The  matter  of  whether  or  not  the  KSMA  and  the 
State  Board  of  Health  should  continue  to  have  the 
same  secretary  was  discussed.  The  following  motion 
was  made:  “Moved  that  the  Council  vote  today  and 
make  it  a part  of  its  report  to  the  House  of  Delegates 
that  the  Secretary  and  General  Manager  of  the  Ken- 
tucky State  Medical  Association  and  Commissioner 
of  Health  not  be  the  same  person.”  The  motion 
passed.  The  Council  then  elected  Woodford  B. 
Troutman,  M.D.,  as  Secretary-Editor  pro  tern  to 
serve  until  the  1956  meeting  of  the  House. 

The  Council  heard  a request  that  the  KSMA  con- 
sider renting  office  space  in  the  new  Louisville  Medi- 
cal Building.  It  was  voted  to  receive  this  request  as 
information. 

Dr.  Underwood  discussed  what  he  described  as  im- 
portant issues  facing  the  State  Department  of  Health. 

The  Council  named  Dr.  Slucher,  Dr.  Troutman 
and  Dr.  Baker  to  represent  the  KSMA  at  the  meeting 
of  the  Council  on  Allied  Medical  Services. 

Vincent  Pierce,  M.D.,  Covington,  President  of  the 
Kentucky  Blue  Shield,  discussed  a program  for  pro-  [ 

viding  medical  care  for  families  of  men  in  the  armed  j 

forces.  The  Council  voted  to  receive  this  informa-  f 

tion,  but  took  no  action.  ; 

The  Council  was  informed  that  Mr.  and  Mrs.  J.  G.  | 

Denhardt,  of  Bowling  Green,  who  had  published  the 
Journal  of  KSMA  for  the  past  fifty  years,  were  re- 
signing with  publication  of  the  April  issue.  Note  was 
taken  of  the  long  and  faithful  service  of  the  Den- 
hardts.  The  Council  voted  the  Denhardts  be  given  its 
sincere  thanks  and  their  resignation  accepted. 

The  following  are  positive  actions  taken  by  the 
January  26  meeting  of  the  Executive  Committee, 
held  at  the  Brown  Hotel  in  Louisville: 

1.  Dr.  Troutman,  Secretary-Editor  Pro  tern,  was 
introduced  as  the  new  member  of  the  Executive  Com- 
mittee. 

2.  The  Executive  Committee  reviewed  the  indigent 

care  study  conducted  by  the  Association  and  the 
proposal  looking  toward  enactment  of  legislation  ap- 
proved by  the  Council  and  the  1955  session  of  the  ■ 

House  of  Delegates. 

3.  Due  to  developments  beyond  the  control  of  ' 

members  of  the  Association  and  not  as  a result  of  any 
action  or  failure  to  act  on  the  part  of  any  member  of 

the  Association,  the  Committee  voted  to  disband  the 
present  KSMA  Legislative  Committee,  and  at  the 
same  time  express  to  the  Legislative  Committee  the 
profound  thanks  of  the  Association  for  its  splendid 
and  efficient  service  in  the  past. 

After  more  discussion  and  careful  consideration,  it 
was  felt  that  a smaller  committee  would  perhaps  work  • 

more  efficiently  and  it  was  decided  to  elect  Thomas  P.  I 

Leonard,  M.D.,  Frankfort,  as  Chairman  of  the  new  j 

committee  to  serve  with  O.  L.  Higdon,  M.D.,  Padu-  ] 

cah,  Alec  Spencer,  M.D.,  West  Liberty,  Norman 
Adair,  M.D.,  Covington,  and  William  J.  Keller,  M.D., 
Louisville  (later  W.  F.  Carmichael,  M.D.,  Maysville, 
was  appointed.) 

4.  Gaithel  Simpson,  M.D.,  Chairman  of  the  Com- 
mittee on  Medical  Service  that  had  conducted  the 
survey  on  Indigent  Care,  was  asked  to  appear  before 
the  Committee.  Dr.  Simpson  was  authorized  to  pro- 
ceed with  preparation  of  a bill  to  be  introduced  in  the 
Legislature  that  would  implement  the  indigent  care 
proposal  as  passed  by  the  House  of  Delegates. 

5.  The  matter  of  KSMA  support  of  safety  legisla- 
tion, involving  an  expanded  program  of  safety  educa- 
tion and  practices,  was  referred  to  the  KSMA  Legis- 
lative Committee  for  action. 

6.  The  Committee  authorized  the  Legislative  Com- 

mittee to  do  all  within  its  power  to  defeat  the  bill 
introduced  into  the  Legislature  giving  a man  who 
held  a limited  license  for  ten  consecutive  years  a 
regular  license.  | 

7.  On  the  National  front,  the  proposal  made  by 

HR  7225  to  lower  the  disability  benefits  to  age  50  I 
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were  discussed.  The  Committee  was  told  that  the 
AMA  had  requested  the  KSMA  to  send  a member  to 
Washington  to  testify  when  HR  7225  was  considered 
by  the  Senate  Finance  Committee.  O.  L.  Higdon, 
M.D.,  Paducah,  was  elected  to  represent  the  Associa- 
tion. The  Executive  Committee,  following  receipt  of 
the  request  from  the  AMA,  voted  to  authorize  a 
social  security  poll,  and  it  was  decided  to  conduct 
this  poll  in  the  February  issue  of  the  Secretary’s 
letter. 

8.  It  was  reported  that  161  had  attended  the  testi- 
monial dinner  for  Bruce  Underwood,  M.D.,  spon- 

- -sered  by  the  Association. 

9.  The  Committee  voted  to  authorize  the  Legisla- 
tive Committee  to  draw  an  appropriate  bill  to  imple- 
ment the  resolution  passed  by  the  House  of  Dele- 
gates, which  would  adjust  fees  for  lunacy  examina- 
tions. 

Following  are  positive  actions  of  the  Executive 
Committee  meeting  in  Louisville  on  May  17,  1956. 

1.  The  President  reported  he  had  spoken  at  the 
testimonial  dinner  for  Bruce  Underwood,  M.D.,  at- 
tended a number  of  the  Councilor  District  meetings, 
presided  at  the  morning  session  of  the  County  Society 
Officers’  Conference,  spoken  at  the  annual  KSMA 
Senior  Day  meeting,  and  attended  the  Charleston 
Conference  to  Study  Medical  Care  Problems  in  the 
Soft  Coal  Mining  Area.  Also  that  he  had  arranged 
for  Association  representation  at  other  meetings  when 
it  would  not  be  possible  for  him  to  attend. 

2.  In  the  Headquarters  report.  Dr.  Troutman  ex- 
plained that  this  office  working  under  special  com- 
mittee had  promoted  the  Bruce  Underwood  testi- 
monial dinner,  that  working  under  the  Committee  on 
Rural  Health  had  carried  the  heavy  end  of  the  an- 
nual Rural  Health  Conference  for  1957. 

He  said  that  the  Advisory  Committee  to  the  Editor 
had  held  a number  of  meetings  and  selected  a new 
printer  to  replace  the  Denhardts.  Also  that  the  Field 
Secretary  had  spent  most  of  his  time  in  Frankfort 
during  the  Legislature  and  that  the  Headquarters 
Office  had  co-operated  with  the  Legislative  Commit- 
tee. He  reported  the  County  Society  Officers’  Con- 
ference held  March  29  was  regarded  as  a success; 
that  the  Field  Secretary  was  conducting  six  public 
relations  courses  for  physicians’  secretaries;  that  the 
Headquarters  Office  had  promoted  seven  Councilor 
District  meetings;  and  was  helping  the  Committee  on 
the  Post  Graduate  Medical  Education  program. 

He  said  the  Senior  Day  Program,  developed  under 
a special  committee,  with  actions  implemented  by  the 
Headquarters  Office,  was  regarded  as  a success  and 
reported  the  Physicians’  Placement  Service  was  ex- 
panding its  services.  A letter  from  the  Chairman  of 
the  Committee,  Ralph  D.  Lynn,  M.D.,  Elkton,  was 
read  requesting  that  the  Field  Secretary  be  made 
Field  Secretary  to  the  Placement  Service.  This  was 
voted. 

Association  membership  for  the  year  to  date  was 
reported  as  1819  members,  a new  high  for  this  period. 
The  Headquarters  Office  was  actively  co-operating 
with  the  Committee  on  Scientific  Assembly  in  devel- 
oping the  1956  Annual  Meeting  program  and  the  As- 
sociation’s attorney,  E.  Gaines  Davis,  had  attended  a 
conference  for  State  Medical  Association  and  County 
Medical  Association  attorneys  in  Chicago  sponsored 
by  the  AMA.  It  was  indicated  that  the  Legislative 
Committee  and  the  Women’s  Auxiliary  had  been  ac- 
tive in  their  attempts  to  defeat  the  disability  amend- 
ment in  HR  7225,  and  that  five  physicians  elected  by 
the  Committee  on  Public  Information  and  Service 
would  represent  the  Association  at  the  annual  meet- 
ing of  the  Federation  of  Womens’  Clubs  on  June  5 
to  present  a panel  entitled  “The  Doctor’s  Role  in  Our 
Free  Way  of  Life.’’ 

3.  The  budget  for  the  1956-1957  year  as  proposed 
by  the  Budget  Committee  was  explained  by  Dr. 
Clardy  in  the  absence  of  the  Chairman  of  the  Com- 
mittee. The  Committee  accepted  the  budget  with  ap- 
preciation and  recommended  its  adoption  by  the 
Council. 


4.  The  Committee  was  informed  that  the  term  of 
T.  V.  Gudex,  M.D.,  on  the  Hospital  Licensure  Coun- 
cil, would  expire  in  1956  and  voted  to  recommend 
to  the  Governor  that  Dr.  Gudex  be  re-appointed. 

5.  A letter  from  David  M.  Cox,  M.D.,  Louisville, 
stating  that  he  could  not  serve  as  an  Alternate  Dele- 
gate to  the  AMA  for  Clark  Bailey,  M.D.,  until  De- 
cember 30,  1956,  was  read.  Robertson  O.  Joplin, 
M.D.,  Louisville,  was  elected  to  take  Dr.  Cox’s  place. 

6.  Dates  for  the  1957  County  Society  Officers’ 
Conference  were  voted  for  April  4,  1957. 

7.  The  Executive  Committee  refused  the  request 
of  an  insurance  company  for  a list  of  new  members 
of  KSMA. 

8.  The  date  of  the  1959  Annual  Meeting  of  the 
Association  was  set  for  September  22,  23  and  24. 

9.  Correspondence  was  read  by  the  Secretary  Pro 
tern  from  Physicians  in  Eastern  Kentucky  relating 
to  acceptance  of  certain  doctors  as  members  of  the 
County  Society  and  State  Association,  and  of  possible 
conflict  of  county  society  bylaws  relating  to  member- 
ship with  KSMA  bylaws.  It  was  voted  to  invite  to 
the  next  meeting  of  the  Council  representatives  from 
medical  societies  in  all  counties  in  which  the  Me- 
morial Hospital  Association — an  agency  of  the 
UMWA  is  located,  to  discuss  membership  problems. 

10.  The  Executive  Committee  was  told  that  the 
KSMA  Veterans’  Affairs  Committee  had  recom- 
mended renewal  of  the  contract  between  the  KSMA 
and  the  Veterans  Administration  to  provide  home- 
town medical  care  for  beneficiaries  of  that  program. 
The  Executive  Committee  unanimously  accepted  the 
recommendation  of  the  Veterans  Committee. 

11.  Correspondence  from  the  Bullitt  County  Medi- 
cal Society  requesting  reactivation  of  its  charter  was 
read.  The  Committee  received  this  request  favorably 
and  moved  that  it  be  sent  to  the  House  of  Delegates 
for  action. 

12.  A request  of  the  Chairman  of  the  State  Tuber- 
culosis Commission,  C.  C.  Howard,  M.D.,  Glasgow, 
that  the  Headquarters  Office  co-operate  in  publicizing 
two  seminars  each  year  planned  for  each  of  the  six 
sanitariums,  was  read.  The  Committee  voted  to  ap- 
prove Dr.  Howard’s  request. 

13.  A recommendation  was  heard  from  the  Com- 
mittee on  Rural  Health  that  the  Association  work 
with  4H  officials  in  making  available  health  educa- 
tion information  and  movies  to  4H  Club  camps 
throughout  the  State.  This  recommendation  was  ap- 
proved. 

14.  The  Public  Information  and  Service  Commit- 
tee’s recommendation  that  Senior  Day  at  the  Uni- 
versity of  Louisville  School  of  Medicine  become  an 
annual  affair  and  that  the  President  of  the  Association 
be  authorized  to  appoint  a committee  to  develop  the 
program  was  accepted. 

15.  William  H.  Cartmell.  M.D.,  Maysville.  was 
elected  to  fill  a vacancy  on  the  KSMA  Legislative 
Committee. 

FOURTH  MEETING . The  fourth  regular  meeting 
of  the  Council  was  held  in  the  Auditorium  of  the 
State  Department  of  Health,  Thursday,  June  21. 

The  President  reported  that  minutes  of  the  May  17 
meeting  of  the  Executive  Committee,  recently  mailed 
to  members  of  the  Council,  had  given  a detailed  re- 
port of  his  activities  for  the  first  half  of  1956.  He 
stated  his  plans  to  speak  at  a joint  meeting  of  the  12th 
and  15th  Councilor  Districts  at  Cumberland  Ealls  on 
June  28,  and  discussed  briefly  his  impressions  of  the 
annual  meeting  of  the  AMA  in  Chicago  held  on  June 
14.  He  told  of  his  continued  activity  in  behalf  of  the 
defeat  of  the  disability  clause  in  HR  7225. 

Dr.  Troutman's  Headquarters  Office  report  was 
brief.  He  stated  that  the  KSMA  Legislative  Commit- 
tee had  been  highly  complimented  by  the  AMA  Wash- 
ington office  in  its  effort  to  defeat  HR  7225,  that  the 
panel  presented  by  the  KSMA  at  the  Kentucky  Eed- 
eration  of  Woman's  Clubs  meeting  had  been  success- 
ful. and  that  the  Denhardts  had  thanked  The  Journal 
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for  the  article  in  the  May  issue  on  their  services  to 
the  Association. 

He  reported  the  death  of  a former  KSMA  Counci- 
lor, J.  R.  Greenwell.  M.D.,  New  Haven,  who  had 
been  the  AMA’s  outstanding  General  Practitioner  in 
1953.  He  said  flowers  were  sent  in  behalf  of  the  As- 
sociation. He  pointed  out  that  many  favorable  com- 
ments had  been  received  on  the  new  KSMA  Journal; 
that  G.  Y.  Graves,  M.D.,  had  been  inaugurated  as 
President  of  the  Conference  of  Presidents  and  Other 
State  Medical  Association  Officers  at  its  1956  meeting 
in  Chicago  just  prior  to  the  AMA  meeting;  and  that 
preparations  were  going  ahead  for  the  1956  KSMA 
Annual  Meeting.  He  stated  that  with  the  resignation 
of  Raymond  Dixon  as  Executive  Secretary  of  the 
Rural  Kentucky  Medical  Scholarship  Fund,  the 
KSMA  Executive  Secretary  had  been  elected  to  fill 
Mr.  Di.xon’s  place  and  that  all  activities  of  the  Eund 
would  now  be  conducted  at  the  Headquarters  Office. 
In  addition,  that  the  Eield  Secretary  of  the  KSMA 
had  been  elected  as  Field  Secretary  of  the  Scholarship 
Fund. 

At  this  point,  representatives  of  county  medical 
societies  from  Eastern  Kentucky,  in  which  UMWA 
hospitals  are  located,  were  recognized  and  called 
upon  to  discuss  problems  growing  out  of  the  opera- 
tions of  these  hospitals.  Before  these  men  spoke.  Dr. 
Troutman  read  correspondence  relating  to  this  sub- 
ject received  at  the  Headquarters  Office  or  by  officials 
of  the  Association. 

The  morning-long  discussion  heard  representatives 
from  Pike,  Bell,  and  Perry  counties.  In  addition,  Carl 
Fortune,  M.D.,  Chairman  of  the  KSMA  Advisory 
Committee  to  the  UMWA,  was  called  upon  to  give 
his  views.  Guests  were  invited  to  eat  lunch  with  the 
Council. 

The  first  action  of  the  Council  after  lunch  was  as 
follows; 

“Doctor  Van  Meter  moved  that  the  Council  ex- 
press its  disapproval  regarding  certain  unethical 
practices  approved  by  those  in  authority  in  the  new 
UMWA  hospitals  in  Kentucky;  namely,  (1)  The 
making  of  rounds  by  the  clinical  director  or  other 
staff  members  on  all  cases  in  a hospital,  regardless 
of  the  physician  in  charge;  (2)  The  acceptance  of 
non-referral  cases  in  out-patient  departments;  (3) 
The  acceptance  of  non-UMWA  patients  by  physi- 
cians who  are  on  salary  and  who  maintain  office 
in  or  out  of  their  respective  hospitals;  and  that 
these  matters  be  referred  to  the  KSMA  Advisory 
Committee  to  the  UMWA  Welfare  & Retirement 
Fund  for  study  and  report  to  the  next  regular  ses- 
sion of  the  House  of  Delegates.  Doctor  Johnson 
seconded  and  the  motion  carried.” 

The  Council  agreed  to  defer  action  until  its  next 
meeting  on  other  problems  brought  up  in  the  morn- 
ing discussion. 

John  D.  Handley,  M.D.,  Chairman  of  the  School 
Health  Committee,  from  Hodgenville,  was  intro- 
duced for  the  purpose  of  presenting  recommendations 
from  his  committee. 

Dr.  Handley  pointed  out  that  school  health  pro- 
grams at  the  local  level  are  important  for  the  health 
of  the  child  himself,  and  that  the  future  of  medical 
practice  in  general  may  well  be  influenced  by  policies 
in  this  field.  Due  to  the  fact  that  the  “Minimum 
Foundation  Program”  includes  provisions  for  expan- 
sion of  school-sponsored  medical  services,  the  Com- 
mittee felt  the  opportune  time  for  direction  of  such 
programs  by  the  medical  and  dental  professions  had 
arrived. 

The  Committee  felt  that  community  problems 
could  be  solved  at  the  local  level  and  no  immediate 
steps  should  be  taken  to  form  a state  school  health 
council.  It  recommended,  however,  that  representa- 
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tives  of  other  state  groups  interested  in  school  health 
be  consulted  regarding  formation  of  county  school 
health  committees.  It  further  recommended  that  an 
educational  program  be  directed  at  the  profession  re- 
garding the  school  health  problem,  and  that  the  Com- 
mittee undertake  encouragement  of  county  medical 
societies  to  form  school  health  committees  at  the  local 
level.  The  Council  approved  the  recommendations  ‘ 

and  thanked  Dr.  Handley  and  his  Committee  for 
their  efforts. 

The  1956-1957  budget  and  recommendations,  as 
proposed  by  the  Budget  Committee  and  approved  by 
the  Executive  Committee  were  presented  by  the 
Chairman  of  the  Budget  Committee,  Dr.  Toomey. 

These  recommendations  were  unanimously  accepted. 

The  Legislative  Committee  at  its  March  29  meet- 
ing made  two  requests  of  the  Council.  The  first,  had 
four  parts,  asked  the  Council  for  instructions  on  the 
following  points  likely  to  be  brought  up  at  the  1958 
session  of  the  Kentucky  General  Assembly:  (1) 

basic  science  law,  (2)  an  indigent  hospital  care  pro- 
gram, (3)  an  amendment  to  the  Optometry  Act  simi- 
lar to  that  defeated  in  1954  and  1956,  and  (4)  an 
amendment  to  the  Hospital  Licensure  Act  to  include 
nursing  homes  and  give  them  representation  on  the  i 

administrative  board.  After  the  reading  of  the  first  J 

part  of  the  recommendation,  the  Council  authorized 
the  Association’s  attorney  to  study  the  basic  science 
law  and  report  his  recommendations  at  a later  meet- 
ing. Action  on  the  other  three  items  was  deferred. 

The  second  part  of  the  Legislative  request  was 
suggested  that  an  ophthalmologist  be  named  to  the 
KSMA  Legislative  Committee.  The  Council  author- 
ized the  Executive  Committee  to  make  this  appoint- 
ment. 

Dr.  Bailey  discussed  important  subjects  on  which 
the  House  of  Delegates  of  the  AMA  took  action  at  its 
1956  annual  meeting  in  Chicago.  These  included 
hospital  accreditation,  evaluation  of  graduates  of 
foreign  medical  schools,  private  practice  by  medical 
school  faculty  members,  federal  aid  to  medical  edu-  ' 
cation  and  premature  publicity  on  new  drugs.  Vincent 
Pierce,  M.D.,  Covington,  the  other  Delegate  to  the 
AMA,  commented  briefly  on  the  meeting.  At  this 
point  the  Council  went  into  executive  session  which 
lasted  forty-six  minutes. 

It  was  reported  that  facilities  at  the  Phoenix  Hotel 
in  Lexington  were  not  available  for  the  County 
Society  Officers  Conference  on  March  29,  1957.  It 
was  decided  to  hold  the  meeting  on  April  4,  1957. 

The  Council  then  authorized  the  purchase  of  an  ad- 
vertisement in  the  Kentucky  State  Fair  and  Exposi- 
tion Center  special  issue  of  the  Courier-Journal,  to 
be  published  on  September  2,  1956.  Eollowing  this, 
the  meeting  adjourned. 

(The  report  of  the  Council  is  a summary  of  actions 
of  the  Executive  Committee  and  the  Council  during 
the  past  year.  Any  delegate  or  member  wishing  to 
read  the  full  minutes  of  any  of  the  meetings  of  the 
Executive  Committee  or  Council  is  welcome  to  do 
so  at  the  Headquarters  Office  of  the  Association. 

Respectfully  submitted, 

J.  Vernon  Pace,  M.D. 

Chairman  of  the  Council 

This  report  was  discussed  at  some  length 
and  it  was  noted  that  there  had  been  four  meet- 
ings of  the  Council  and  five  meetings  of  the 
Executive  Committee.  The  positive  actions  of 
the  Council  and  the  Executive  Committee  were 
noted  and  approved  (except  the  portions  rela- 
tive to  the  UMWA  problems,  which  were  re- 
ferred to  another  Reference  Committee).  i 
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APPROVED  K.S.M.A.  BUDGET  FOR  FISCAL  YEAR 
July  1,  1956  — June  30,  1957 
ESTIMATED  ASSETS  AS  OF  JULY  1,  1956 


GENERAL  OPERATING  and  JOURNAL  ACCOUNTS 

Current  Assets; 

CASH  IN  BANKS: 

Checking  Account  $ 2,500.00 

Savings  Accounts  45,000.00 

Total  Cash  in  Banks  $47,500.00 

ACCOUNTS  RECEIVABLE— ADVERTISING  1,850.00 

ADVANCES  for  EMPLOYEES’  PENSION  TRUST 

PREMIUMS  1,200.00 

Total  Estimated  Current  Assets  $50,550.00 


Fixed  Assets; 

Office  Equipment — Depreciated  Value 
Total  Fixed  Assets 

Total  Estimated  Assets — GENERAL  OPERATING  and 
JOURNAL  ACCOUNTS 

RESERVE  FUND  ACCOUNT 
INVESTMENTS: 

U.  S.  Government  Bonds — At  Cost 
Louisville  Title  Mortgage  Co.  Common  Stock — At  Cost 
Cash 

Total  Investments — RESERVE  FUND  ACCOUNT 

MCDOWELL  FUND  ACCOUNT 
Fixed  Assets: 

McDowell  House — At  Appraised  Value 
McDowell  Home  — Furnishings  — Appraised  Value 
Estimated 

Total  Fixed  Assets— McDOWELL  FUND  ACCOUNT 

GRANT  TOTAL  of  ALL  ESTIMATED  ASSETS  as  of 
JULY  1,  1956 

ESTIMATED  INCOME  AND  EXPENSES,  JULY  1,  1956  — JUNE  30,  1957 

Estimated 

Income 

GENERAL  OPERATING  ACCOUNT 

Income  $69,375.00 

Expenses; 

Current  Fund  Account 

Officers,  Councilors,  and  Miscellaneous  Committees 
Expense  Account 

Medico-Legal  Committee  Expense  Account 
Promotional  Expense  Account 
Diabetic  Detection  Program  Account 
Postgraduate  Medical  Education  Program  Account 
Annual  County  Society  Officers’  Conference  Account 
Rural  Health  Committee  Account 
Woman’s  Auxiliary  Account 

Physicians’  Placement  Committee  Expense  Account 

Total  Estimated  Income  and  Expenses — GENERAL 
OPERATING  ACCOUNT 
JOURNAL  ACCOUNT 
ANNUAL  MEETING  ACCOUNT 
McDOWELL  FUND  ACCOUNT 

TOTAL  BUDGETED  INCOME — All  Accounts  $104,835.00 

TOTAL  BUDGETED  EXPENSES— All  Accounts  101,452.50 

Gain  $ 3,382.50 


$69,375.00 

22,100.00 

10,360.00 

3,000.00 


$25,000.00 

23,031.00 


$41,006.63 

755.52 

1,000.00 


$ 4,725.00 

4,725.00 
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$55,275.00 


42,762.15 


48,031.00 


$146,068.15 


Estimated 

Expenses 


$56,942.50 

1,200.00 

350.00 

2,000.00 

200.00 

1,000.00 

500.00 

300.00 

500.00 

200.00 


$63,192.50 
25,000.00 
1 0,660.00 
2,600.00 
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It  was  felt  that  the  Chairman  of  the  Council 
should  be  relieved  of  reading  the  full  and  de- 
tailed report  of  the  Council  to  the  House  of 
Delegates;  that  in  the  future  the  principal 
actions  of  the  Council  be  published  in  the  issue 
of  the  Journal  of  KSMA  following  the  Annual 
Meeting;  and  that  the  report  read  to  the  House 
of  Delegates  be  a brief  resume  of  the  highlights 
of  the  preceding  year.  The  committee  felt  that 
Doctor  Pace,  Chairman  of  the  Council,  and 
the  other  Councilors  should  be  congratulated 
on  their  efficient  work  during  the  year. 

Mr.  Speaker  I move  the  adoption  of  this  sec- 
tion of  the  report. 

Motion  was  seconded  and  a thorough  dis- 
cussion followed. 

A motion  was  made  to  include  the  following 
amendment  in  this  section  of  the  report; 

That  whenever  Executive  Sessions  are  men- 
tioned in  the  minutes,  it  be  clarified  that  such 
sessions  deal  with  personality  differences  and 
that  no  actions  be  taken  that  effect  the  poli- 
cies of  the  Association. 

The  motion  was  seconded  and  the  amend- 
ment carried. 

Further  discussion  revealed  that  it  was  the 
intention  of  Reference  Committee  No.  1 to 
recommend  that  the  highlights  of  the  Council 
meetings  be  published  in  the  issue  of  The  Jour- 
nal following  each  meeting  and  not  in  the  issue 
following  the  Annual  Meeting  only,  as  the  re- 
port implied.  A motion  was  made,  seconded 
and  carried  that  the  Secretary  be  instructed  to 
make  this  correction. 

This  portion  of  the  report,  as  amended, 
passed. 

Report  of  the  Secretary  Pro  tern 

The  Secretary  Pro  tern,  who  took  office  the  first  of 
February,  1956,  reported  on  the  activities  of  the 
Headquarters  Office  for  the  past  year.  He  mentioned 
there  is  scarcely  an  activity  of  the  Association  in 
which  the  Headquarters  Office  does  not  participate  in 
one  way  or  another.  Among  these  are:  promotion  of 
the  Rural  Health  Conference,  County  Society  Officers’ 
Conference,  Annual  Senior  Day  Program;  the  prepa- 
ration and  mailing  of  the  Secretary’s  Letter  and 
“News  Capsules”;  the  preparation  for  the  Annual 
Meeting,  which  means  the  duplicating  of  and  assem- 
bling of  reports  of  more  than  sixty  committees;  and 
expanded  activities  of  the  Physicians  Placement  Serv- 
ice and  Rural  Kentucky  Medical  Scholarship  Fund. 
He  expressed  the  appreciation  of  the  Headquarters 
Office  to  the  President,  Chairman  of  the  Council, 
other  officers  and  committee  members,  and  the 
.Association’s  attorney,  Mr.  E.  Gaines  Davis. 

The  Secretary  Pro  tern  recommended  that  the  pres- 
ent policy  of  the  Secretary  also  serving  as  Editor  be 
abolished  and  that  the  positions  be  separated. 

The  committee  felt  that  Doctor  Woodford  B. 
Troutman  should  be  highly  complimented  for 
the  fine  job  he  has  done  as  Secretary  Pro  tern 
since  he  assumed  this  office  early  in  1956.  The 
committee  is  cognizant  of  his  numerous  activi- 
ties on  behalf  of  KSMA. 
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This  report  was  unanimously  approved  (ex- 
cept the  recommendation,  which  had  been 
referred  to  another  Reference  Committee). 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that  ’ 
the  Report  of  the  Secretary  Pro  tern  be  adopted. 

Report  of  the  Editor  Pro  Tern 

The  Editor  Pro  tern  pointed  out  two  important 
changes  in  the  Journal;  namely,  the  change  in  printers 
and  the  revamping  of  the  format.  The  Journal  has  en- 
joyed a good  year  and  has  received  many  compli- 
ments on  the  new  style  and  only  a few  criticisms. 

The  Editor  Pro  tern  expressed  appreciation  for  the 
diligent  services  of  the  Advisory  Committee  to  the 
Editor,  the  four  scientific  editors,  the  Board  of  Con- 
sultants, and  the  advertisers.  He  recommended  the 
proposed  separation  of  the  Secretary-Editor. 

The  Report  of  the  Editor  Pro  tern  was  dis-  ) 
cussed  and  unanimously  approved,  except  the 
recommendation  which  had  been  referred  to 
another  Reference  Committee.  Again,  Doctor 
Troutman  is  to  be  congratulated  on  his  splen- 
did work. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  Report  of  the  Editor  Pro  tern  be  accepted. 

Report  of  the  Treasurer 

The  Report  of  the  Treasurer  contained  the  recent 
audit  of  the  Association’s  financial  situation  with 
statement  of  the  income  and  expenses  for  the  fiscal 
year  ended  June  30,  1956. 

The  Treasurer’s  report  was  carefully  studied 
and  unanimously  approved. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  Report  of  the  Treasurer  be  accepted. 

Report  of  the  Advisory  Committee  to  the  Editor 

This  report  was  concerned  chiefly  with  activities 
following  the  resignation  of  the  Times-Journal  Pub- 
lishing Company.  Upon  authorization  of  the  Council 
the  Committee  made  a thorough  study  of  the  status 
of  the  Journal  and  sought  advice  from  every  available 
source.  Many  helpful  suggestions  were  received,  and 
the  new  contract  was  awarded  to  Gibbs-Inman  Co. 

While  much  progress  has  been  made,  the  committee 
is  ever  striving  to  improve  the  Journal’s  educational 
value  and  reader  interest. 

This  report  was  discussed  and  unanimously 
approved.  It  was  felt  that  the  Advisory  Com- 
mittee to  the  Editor  should  be  congratulated 
on  the  excellent  work  it  has  done  in  the  im- 
provement of  the  appearance  of  the  Journal  of 
KSMA  and  also  in  its  content. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  Report  of  the  Advisory  Committee  to  the 
Editor  be  approved. 

Resolution  B — Reapportionment  of  Councilor  Districts 

“WHEREAS,  at  present  the  Kentucky  State  Medi- 
cal Association  is  divided  into  15  districts  with  one 
councilor  elected  to  represent  all  the  doctors  within 
his  district,  and 
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“WHEREAS,  the  Council  is  the  executive  body  of 
the  House  of  Delegates  between  meetings  of  the 
House  with  full  authority  to  administer  the  activities 
and  functions  of  the  Secretary  and  Treasurer  of  the 
Association,  and 

“WHEREAS,  the  Council  has  the  right  and  duty  to 
communicate  the  views  of  the  medical  profession  in 
Kentucky  in  regard  to  matters  of  health,  medical  care 
and  other  important  items  as  from  time  to  time  may 
be  brought  to  the  attention  of  the  public  and  the  lay 
press,  and 

“WHEREAS,  in  view  of  the  above  duties  and 
authority  it  is  necessary  that  the  Council  be  a truly 
representative  body  reflecting  equally  the  views  of 
all  doctors  within  the  state,  and 

“WHEREAS,  in  the  present  15-district  apportion- 
ment we  note  that  it  is  possible  for  a Councilor  who 
represents  60  doctors  to  truly  reflect  their  views  it  is 
nearly  impossible  for  a Councilor  representing  over 
550  doctors  to  represent  all  the  thinking  and  views 
of  so  large  a group.  Also  it  is  nearly  impossible  for 
one  man  to  discharge  his  responsibilities  as  outlined 
in  the  bylaws  when  he  is  expected  to  serve  as  Coun- 
cilor, censor,  and  representative  for  so  large  a group, 
and 

“WHEREAS,  it  is  of  utmost  importance  that  the 
interest  of  each  county  society  member  be  maintained 
and  cultivated  in  order  that  the  state  association  may 
prosper  and  grow  yet  it  is  impossible  for  the  members 
of  a very  large  district  to  make  the  frequent  contacts 
with  their  Councilor  that  are  desirable,  and 

“WHEREAS,  the  method  of  selecting  Councilors 
with  consideration  to  the  doctor  population  is  truly 
representative  and  a method  that  is  now  in  practice 
by  such  states  as  Oregon,  Wisconsin,  Illinois  and 
others.  Many  states  are  now  in  the  process  of  chang- 
ing their  bylaws  to  permit  this  method  of  selecting 
Councilors,  therefore  be  it 

“RESOLVED,  that  for  reasons  as  shown  above 
and  in  the  interest  of  a stronger,  more  representative, 
and  effective  Council  the  15  Councilor  Districts  re- 
main the  same  but  that  the  Councilors  be  chosen  on 
the  basis  of  doctor  population,  and 

“RESOLVED,  that  section  6,  chapter  V of  the  by- 
laws be  changed  to  read  as  follows: 

‘The  delegates  from  the  counties  in  each  Counci- 
lor District  shall  form  the  Nominating  Committee 
for  the  purpose  of  nominating  a Councilor  or 
Councilors  for  the  Councilor  District  concerned. 
This  committee  shall  hold  a meeting  open  to  all  ac- 
tive members  of  the  Councilor  District  concerned 
who  are  in  attendance  at  the  meeting  for  the  pur- 
pose of  discussing  the  nomination  for  the  Counci- 
lor or  Councilors  to  serve  the  District.  Where  a 
Councilor  District  has  more  than  200  physicians, 
registered  as  active  members  of  the  state  associa- 
tion on  or  before  December  31  the  year  preceding 
the  annual  meeting,  that  district  committee  shall 
nominate  for  office  one  additional  Councilor  for 
each  200  members  or  fraction  thereof  for  election. 
Additional  nominations  may  be  made  from  the 
floor  by  any  member  of  the  House  of  Delegates 
when  the  Nominating  Committee  makes  its  report 
to  the  House  of  Delegates.’ 

“Also  that  section  14,  chapter  IV  be  amended  to 
insert  after  the  last  sentence  the  following: 

‘Each  Councilor  District  will  be  represented  in  the 
Council  by  a Councilor  for  each  200  active  mem- 
bers or  fraction  thereof.’  ’’ 

This  resolution,  submitted  by  the  Jefferson 
County  Medical  Society,  was  discussed  at 
length  and  numerous  witnesses  appeared  before 


this  committee.  It  was  decided  to  present  this 
resolution  to  the  House  of  Delegates  without 
comment. 

Mr.  Speaker,  I move  this  resolution  be  sub- 
mitted to  the  House  of  Delegates  for  action. 

The  motion  was  seconded  and  carried  that 
Resolution  B be  submitted  to  the  House  of 
Delegates  for  action. 

After  considerable  discussion,  the  Speaker 
ruled,  upon  advice  of  the  parliamentarian,  this 
resolution  could  not  be  adopted  by  a change  in 
the  bylaws,  as  requested,  but  would  have  to  be 
adopted  through  a change  in  the  constitution; 
and,  consequently,  was  out  of  order  at  this  time. 

It  was  moved,  seconded  and  carried  that 
Resolution  B be  tabled. 

Resolution  C — Journal  of  KSMA 

“WHEREAS,  the  official  publication  of  the  As- 
sociation is  the  Journal  of  the  Kentucky  State  Medi- 
cal Association  and  is  basically  a scientific  publication 
and  is  designed  to  provide  the  members  of  the  As- 
sociation with  the  most  recent  developments  in 
medicine, 

“WHEREAS,  the  loyal  and  faithful  friends  of  the 
Association,  the  J.  D.  Denhardts  of  Bowling  Green, 
saw  fit  to  withdraw  as  publishers  of  the  Journal  after 
50  years  of  excellent  service  and  it  became  necessary 
to  obtain  new  printers, 

“WHEREAS,  the  Council  of  the  KSMA  delegated 
to  the  Advisory  Committee  to  the  Editor,  under  the 
able  chairmanship  of  Dr.  Guy  And,  the  duty  of 
finding  new  printers  for  our  Journal, 

“WHEREAS,  the  Council,  following  the  resigna- 
tion of  former  editor  Bruce  Underwood,  elected  Dr. 
Woodford  B.  Troutman  acting  editor  of  the  Journal, 

“WHEREAS,  Dr.  Aud  and  his  committee,  working 
with  Dr.  Troutman  and  Mr.  Sanford,  executive 
secretary,  expended  many  long  hours,  attended  num- 
bers of  meetings,  held  numerous  consultations  in  de- 
veloping and  presenting  our  new  Journal  which  has 
been  greatly  improved  and  which  enhances  its  effec- 
tiveness, usefulness  and  attractiveness  to  the  members 
of  our  Association, 

“WHEREAS,  our  new  Journal  has  received  high 
and  genuine  praise  from  the  membership  of  our  As- 
sociation, from  the  State  Journal  Advertising  Bureau 
Board  of  Directors  at  the  AM  A in  June,  from  editors 
of  other  state  journals,  and  from  our  respected  and 
appreciated  advertisers,  from  members  of  our  allied 
professions  and  from  lay  people, 

“RESOLVED,  that  this  House  of  Delegates  express 
its  deep  appreciation  to  Dr.  Aud  and  his  committee. 
Dr.  Troutman,  and  Mr.  Sanford  for  the  splendid 
contribution  they  have  made  to  our  Association, 

“RESOLVED,  that  this  House  take  this  opportun- 
ity to  express  its  appreciation  to  the  four  scientific 
editors.  Doctors  Jack  Chumley,  Joseph  C.  Bell,  Sam 
A.  Overstreet,  and  Walter  Coe,  who  work  quietly 
from  month  to  month  to  provide  the  readers  of  the 
Journal  with  high  quality  and  constantly  improving 
scientific  material.’’ 

This  resolution,  submitted  by  the  Daviess 
County  Medical  Society,  was  approved  by  this 
committee. 

Mr.  Speaker  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
Resolution  C be  adopted. 
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Resolution  D — Reader’s  Digest  Article  on  UMWA, 
September  1956  issue 

“The  following  resolution  was  passed  by  the  Perry 
County  Medical  Society  at  its  regular  monthly  meet- 
ing, September  10,  1956. 

“We  feel  that  the  article  appearing  in  Reader’s  Di- 
gest for  September  1956  by  Ira  Wolfert  entitled  “The 
Miners’  Fund — A Tribute  to  Good  Management,” 
gives  a completely  false  and  misleading  impression 
of  the  medical  care  in  Eastern  Kentucky  before 
opening  of  the  UMWA  hospitals. 

“We  feel  that  this  article  was  written  either  without 
proper  background  information  or  with  the  actual 
intent  to  degrade  medical  care  practiced  here  so  that 
by  comparison  the  UMWA  Hospital  program  would 
be  more  impressive.  Under  either  circumstance  we 
feel  there  is  no  excuse  for  the  impression  conveyed 
by  the  article  and  request  the  House  of  Delegates 
of  the  Kentucky  State  Medical  Association  to  con- 
demn the  article  and  request  a retraction.” 

This  resolution,  submitted  by  the  Perry 
County  Medical  Society,  was  discussed  and 
unanimously  approved. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
Resolution  C be  adopted. 

Resolution  G — The  Journal  of  the 
Kentucky  State  Medical  Association 

“WHEREAS,  the  Journal  of  the  Kentucky  State 
Medical  Association  serves  the  physicians  in  Kentucky 
as  an  important  means  of  education,  information  and 
organizational  cordination,  and 

“WHEREAS,  there  are  those  who  give  continuously 
and  unstintingly  of  their  time  and  talents  to  further 
improve  the  general  appearance  and  effectiveness  of 
this  Journal,  and 

“WHEREAS,  we  have  noted  with  special  interest 
the  very  worthwhile  changes  in  format,  cover,  mate- 
rial and  advertising  that  have  been  accomplished 
since  the  April  1956  issue  which  have  resulted  in  a 
much  more  attractive,  readable  and  interesting  publi- 
cation, therefore, 

“BE  IT  RESOLVED,  that  the  House  of  Delegates 
of  the  Kentucky  State  Medical  Association  express 
its  compliments  and  gratitude  to  the  Editor,  Man- 
aging Editor,  Scientific  Editor,  Case  Discussions  Edi- 
tor, Medical  Editorial  Editor,  Book  Review  Editor, 
and  Organization  Editor  for  their  individual  and  col- 
lective efforts  toward  this  Journal  that  we  may  point 
to  with  pride.” 

This  resolution,  submitted  by  the  Jefferson 
County  Medical  Society,  was  unanimously 
approved. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
Resolution  G be  adopted. 

Resolution  J — Reader's  Digest  article 
on  Miners’  Fund 

“Ira  Wolfert,  a reporter  for  Reader’s  Digest,  wrote 
the  above  article  (“The  Miners  Fund — A Tribute  to 
Good  Management”)  in  the  September  issue  of  the 
Reader’s  Digest  distorting  facts,  giving  the  impression 
in  the  article  that  the  people  in  the  Kentucky — West 
Virginia  mountainous  areas  were  dying  for  lack  of 
medical  care.  That  the  doctors  were  practicing  medie- 
val type  of  medicine  up  until  a few  months  ago.  That 
the  good  citizenry  of  this  area  were  substandard. 

“WHEREAS,  we  as  members  of  the  medical  pro- 
fession disapprove  of  such  methods  of  writing,  and 
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especially  the  smearing  of  citizens  who  are  making 
every  effort  to  be  good  citizens. 

“Be  it  therefore,  resolved  that  the  members  of  the  . 

Harlan  County  Medical  Society  express  themselves  as  I 

disapproving  such  a misleading  article,  and  therefore  ] 

express  our  keen  disappointment  in  such  a poor  ex-  , 

hibition  of  journalism  by  the  above  author, 

“BE  IT  FURTHER  RESOLVED  that  the  editor  of 
Reader’s  Digest  be  requested  to  recognize  the  injustice 
and  the  damage  created  by  such  an  article  in  such 
an  important  journal  as  the  Reader’s  Digest  and  a 
copy  be  sent  to  the  House  of  Delegates  of  the 
KSMA.” 

This  report,  submitted  by  the  Harlan  County 
Medical  Society,  was  discussed  and  it  was  felt  | 
that  the  Harlan  County  Medical  Society  should  * 
be  complimented  on  its  action  regarding  the 
Reader’s  Digest  article,  and  that  the  House  of 
Delegates  should  support  them  in  this  worthy 
cause. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
Resolution  J be  accepted. 

Supplement  B to  the  Report  of  the  Chairman 
of  the  Council 

This  supplement  was  discussed  at  some 
length  and  the  following  recommendations  were 
made;  Since  there  is  a conflict  between  the 
resolution  presented  by  Doctor  Gaithel  Simpson 
and  his  committee  (which  is  being  studied  by 
another  Reference  Committee)  regarding  the 
adequacy  of  the  Code  of  Ethics  in  the  ability 
to  cope  with  certain  situations  in  Kentucky,  it 
is  recommended  that  certain  references  to  the 
Code  of  Ethics  on  page  2,  paragraph  5 of 
Supplement  B to  the  Council  Report  be  deleted 
in  order  that  there  might  be  uniformity  in  this 
House  of  Delegates. 

Mr.  Speaker,  I move  the  adoption  of  this 
supplement  as  amended. 

The  motion  was  seconded  and  carried  that 
Supplement  B to  the  Report  of  the  Council  be 
accepted  as  amended. 

Mr.  Speaker,  1 move  the  adoption  of  this 
report  as  a whole.  ' 

The  motion  was  seconded  and  carried  that 
the  report  of  Reference  Committee  No.  1 be 
adopted  as  a whole. 

Signing  the  report  of  Reference  Committee 
No.  1 were;  E.  M.  Howard,  M.D.,  Harlan, 
chairman;  Rankin  C.  Blount,  M.D.,  Lexington, 
vice-chairman;  H.  E.  Martin,  M.D.,  Ashland; 

A.  O.  Miller,  M.D.,  Louisville;  J.  L.  Tanner, 

M.D.,  Henderson. 

REFERENCE  COMMITTEE  NO.  2 

Richard  G.  Elliott,  M.D.,  Chairman 

Reports  on  Medical  Care,  Medical  Education, 

Hospitals  and  Related  Subjects 

Committee  on  Medical  Service 

The  Committee  reported  its  activities  in  lending 
assistance  to  the  Legislative  Committee  and  in  com- 
plying with  requests  of  the  Council. 
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This  report  was  studied  and  the  committee 
is  to  be  commended  for  its  activities  during  the 
past  year.  Two  meetings  were  held,  one  May  24 
and  the  other  July  12,  1956.  Recommendations 
were  made,  at  the  request  of  the  KSMA  Coun- 
cil, to  the  Council  and  will  be  considered  in  its 
report  to  the  House.  These  recommendations 
implement  the  request  of  the  President,  which 
was  adopted  by  the  House  at  the  1955  meeting, 
“that  the  House  of  Delegates  instruct  the  Medi- 
cal Service  Committee  to  study  our  major  un- 
solved problems,  placing  them  in  position  of 
relative  importance  and  reporting  its  findings 
to  the  Council.  It  is  further  moved  that  the 
Council  be  directed  to  bring  to  the  House  in 
1956  positive  recommendations  as  to  how 
these  problems  are  to  be  solved  and  a goal  to 
be  reached  within  the  next  5 to  10  years.” 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Committee  on  Medical  Service 
be  adopted. 

Committee  on  Hospitals 

This  committee  held  one  meeting  during  the  past 
year  and  at  that  time  matters  and  problems  pertain- 
ing to  hospitals  in  Kentucky  were  thoroughly  dis- 
cussed. 

This  committee  met  on  April  21,  1956  and 
discussed  the  following  matters;  ( 1 ) UMWA 
Hospitals  are  in  the  province  of  the  KSMA 
Advisory  Committee  to  the  UMWA  rather 
than  in  those  of  this  committee.  (2)  There 
should  be  a minimum  standard  for  practice  in 
the  hospitals  of  this  state  and  these  standards 
should  vary  according  to  the  size  of  the  hos- 
pital. (3)  That  lay  hospital  boards  be  con- 
demned for  the  practice  of  deciding  what  per- 
centage a pathologist  or  radiologist  can  make 
from  his  practice  in  the  hospital.  The  committee 
recommends  that  hospitals  should  rent  space 
and  equipment  at  a sufficient  cost  to  make  it 
profitable  to  the  hospital  and  that  any  profit 
above  this  should  go  to  the  pathologist  or 
radiologist.  Any  change  should  be  decided  by 
the  medical  staff  in  conjunction  with  the  admin- 
istrator and  lay  board.  (4)  Hospital  inspection 
should  be  done  by  qualified  personnel  of  the 
AMA,  but  this  committee  should  act  in  an 
advisory  capacity  to  consult  with  any  hospital 
or  physician  who  desires  help  and  advice. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Committee  on  Hospitals  be 
adopted. 

Physicians’  Placement  Service  Committee 

This  report  outlined  the  aims  of  the  Physicians’ 
Placement  Service  and  itemized  the  progressive  steps 
that  have  been  taken  to  make  placement  listings  avail- 
able in  an  adequate  and  current  form. 


The  Kentucky  State  Medical  Association 
operates  a physicians  placement  service  to 
young  doctors  seeking  a place  to  locate  and  to 
Kentucky  communities  in  need  of  professional 
talent.  Three  basic  principles  are  followed  in 
this  service;  ( 1 ) The  community  asking  assist- 
ance in  locating  a physician  is  cleared  by  the 
local  county  medical  society  secretary  of  the 
KSMA  councilor  for  the  district.  (2)  Each 
community  must  furnish  standard  information 
designed  to  give  the  prospective  physician  a 
clear  picture  of  what  he  may  expect.  ( 3 ) The 
physician  seeking  placement  must  give  com- 
plete data  on  his  training  and  background, 
availability  and  objectives.  The  service  keeps 
up-to-date  lists  of  communities  rated  “in  need” 
and  of  physicians  seeking  locations.  Towns 
under  the  1,000  population  mark  and  with 
a priority  rating  “A”  for  need  seem  to  lack 
acceptability  to  the  applying  physician  and  his 
family.  The  Chairman  of  the  committee  met 
with  Governor  A.  B.  Chandler  and  the  Rural 
Scholarship  Committee  at  the  invitation  of  Dr. 
C.  C.  Howard  at  Frankfort  on  May  31,  1956 
and  discussed  the  placement  problem.  Mr.  John 
Guy  Miller  of  the  staff  of  KSMA  will  be  called 
upon  to  try  to  help  communities  to  use  the 
priority  rating  plan  and  to  realize  their  short- 
comings. In  the  past  year,  70  communities  and 
physicians  have  been  assisted  by  the  Kentucky 
Physicians  Placement  Service. 

Mr.  Speaker,  1 move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Physicians'  Placement  Service 
Committee  be  adopted. 

Commiltee  on  Postgraduate  Medical  Education 

Although  only  one  formal  meeting  was  held  during 
the  year,  this  committee  has  been  effective  in  stimu- 
lating an  interest  in  postgraduate  courses  which  have 
been  made  available  to  all  sections  of  the  state. 

A formal  meeting  of  the  committee  was  held 
on  December  1,  1955.  It  was  agreed  that  the 
committee  should  strive  to  develop  an  adequate 
and  effective  program  of  post  graduate  courses 
which  could  be  taken  into  each  section  of  the 
state  within  easy  traveling  distance  of  all  KSMA 
members.  It  is  further  agreed  that  such  a pro- 
gram must,  of  necessity,  move  slowly  and  that 
a given  section  of  the  state  should  be  selected 
in  which  two  or  three  trial  runs  would  be  held. 
The  ensuing  activities  have  been  participated 
in  by  the  committee  to  date:  ( 1 ) Harrodsburg 
Seminar,  to  be  held  in  March  each  year.  (2) 
The  KSMA  cooperated  with  the  University  of 
Louisville  in  sponsoring  the  “Spring  Post- 
graduate Series”  at  General  Hosptial.  (3)  Mays- 
ville  Postgraduate  Seminar  in  conjunction  with 
the  9th  Councilor  District  Meeting.  (4)  The 
association  cooperated  actively  with  the  annual 
Pediatrics  Seminar  presented  by  the  Children's 
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Hospital,  Louisville,  in  May  and  June.  (5) 
Arranged  a scientific  program  and  joint  meeting 
of  the  12th  and  15th  Councilor  Districts  at 
Cumberland  Falls  in  June.  (6)  The  committee 
will  cooperate  with  the  State  Tuberculosis  Com- 
mission in  its  postgraduate  program. 

Mr.  Speaker  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Committee  on  Post  Graduate 
Medical  Education  be  adopted. 

Medical  School  Advisory  Committee 

It  was  not  necessary  for  the  Chairman  to  call  any 
meetings  of  this  committee  during  the  past  year. 

No  meeting  was  held  by  the  committee  dur- 
ing the  past  year.  The  Medical  School  graduated 
93  members  in  the  Senior  class — 77  from  Ken- 
tucky. One  hundred  seven  freshmen  have  been 
accepted  for  admission  this  year — 97  from  Ken- 
tucky. 

Dean  Kinsman  has  carried  out  the  suggestion 
of  the  Committee  with  reference  to  a Medical 
School  Newsletter.  Three  of  these  letters  have 
been  sent  through  the  Alumni  office,  and  on 
one  occasion  the  addressing  facilities  of  the 
KSMA  were  employed.  The  committee  recom- 
mends this  newsletter  be  continued  and  en- 
larged. 

Mr.  Speaker  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  to  the 
Medical  School  be  adopted. 

Committee  on  Nurse  Training 

This  committee  held  one  meeting  during  the  past 
year. 

The  committee,  after  consulting  with  the 
State  Board  of  Health,  felt  that  it  was  permis- 
sible for  nurses  to  give  intravenous  injections 
under  the  direction  of  or  by  the  order  of  a 
Doctor  of  Medicine,  and  that  nurses  should  be 
taught  to  give  such  injections  during  their  train- 
ing period. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Committee  on  Nurse  training 
be  adopted. 

Professional  Relations  Committee 

This  committee  did  not  consider  it  necessary  to. 
hold  a meeting  during  the  past  year,  but  one  will 
be  held  sometime  during  the  State  Medical  Conven- 
tion for  the  purpose  of  clearing  up  any  unfinished 
business  that  might  have  accumulated  during  the  year. 

No  meeting  has  been  necessary  during  the 
year  as  there  has  been  a marked  decrease  in 
the  number  of  complaints.  This  is  due  to  the 
formation  of  similar  committees  by  county 
medical  societies,  which  handle  these  matters 
locally,  and  to  better  understanding  between 
the  public  and  the  profession  generally. 


Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that  ' 
the  report  of  the  Professional  Relations  Com- 
mittee be  adopted. 

Resolution  E — Regulation  of  Fees 

“WHEREAS,  there  is  a movement  by  the  health 
insurance  industry,  the  Blue  Shield  organization, 
some  officials  of  the  AMA,  the  Federal  government 
and  some  members  of  the  KSMA  to  establish  a na- 
tion-wide fixed  fee  schedule  for  medical-surgical  serv- 
ices, 

“WHEREAS,  the  Kentucky  Blue  Shield  at  the  time 
of  its  incorporation  by  the  KSMA  and  quite  recently 
has  promoted  the  adoption  of  a service  plan  to  re- 
place the  present  indemnity  plan. 

“WHEREAS,  these  two  approaches  toward  social- 
ized medicine  are  of  such  an  important  nature  that 
mature  consideration  should  be  given  them  and  action 
on  them  should  not  be  taken  by  a simple  majority 
vote  of  the  House  of  Delegates,  but  should  be  subject 
to  the  same  rules  which  govern  adoption  of  amend- 
ments to  the  constitution;  viz.,  a two-thirds  majority 
vote  of  the  House  of  Delegates  with  a year  elapsed 
between  proposal  and  vote  for  consideration  by  all 
members  of  the  KSMA,  therefore  be  it 

“RESOLVED  that  Article  II  of  the  constitution  be 
amended  by  inserting  after  the  last  sentence  the  fol- 
lowing: 

‘The  Association  shall  take  no  action  in  pursuance  , 

of  these  or  any  objectives  which  will  directly  or  in- 
directly regulate  or  attempt  to  regulate  physicians’ 
fees.’  ’’ 

This  Reference  Committee  after  much  dis- 
cussion felt  this  resolution  lacks  flexibility  and 
would  embarrass  the  KSMA  in  future  discus- 
sion and  action  connected  with  physicians’  fees.  ' 

The  Committee  recommends  that  the  proposed  j 

constitution  amendment  be  amended  to  read:  | 

Resolved  that  Article  II  of  the  Constitution  be 
amended  by  inserting  after  the  last  sentence  the 
following; 

“The  Association  shall  take  no  action  in 
pursuance  of  these  or  any  objectives  which 
will  directly  or  indirectly  regulate  or  attempt 
to  regulate  physicians’  fees  except  by  a 
% majority  vote  of  the  House  of  Delegates.” 

Mr.  Speaker  I move  the  adoption  of  this 
section  of  the  report  as  amended. 

The  motion  was  seconded  and  carried  that 
the  resolution  (#E)  on  the  regulation  of  fees, 
submitted  by  the  Fayette  County  Medical 
Society,  be  accepted  as  amended. 

The  Speaker  pointed  out  that  the  above  reso- 
lution would  now  have  to  lay  over  for  one  year. 

Council  Resolution — University  Of 
Kentucky  Medical  School 

“WHEREAS,  the  Board  of  Trustees  of  the  Uni- 
versity of  Kentucky  has  established  a medical  school 
at  Lexington,  and 

“WHEREAS,  the  initial  steps  have  been  taken 
toward  the  planning  and  building  of  such  a medical  j 

school,  including  the  appointment  of  a dean,  now  | 

therefore 

“BE  IT  RESOLVED,  by  the  House  of  Delegates  of 
the  Kentucky  State  Medical  Association  that  official 
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notice  be  taken  of  this  action  and  that  a letter  be 
written  to  the  President  of  the  University  and  the 
Dean  of  the  Medical  School  commending  them  on 
this  step  in  medical  education  and  assuring  them  that 
the  House  of  Delegates  stands  ready  to  aid  and  co- 
operate in  any  way  possible  in  the  interest  of  im- 
proved health  and  expanded  medical  education  in  this 
commonwealth.” 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  Council  Resolution  re  the  University  of 
Kentucky  Medical  School  be  adopted. 

Reference  Committee  No.  2 wishes  to  com- 
mend the  committees  and  their  chairmen  on 
the  hard  work  and  thought  which  have  gone 
into  the  formulation  and  implementation  of 
their  committees’  work.  The  Chairman  of  this 
reference  committee  wishes  also  to  thank  the 
members  of  his  committee  for  their  help  and 
cooperation  in  the  preparation  of  this  report. 

Mr.  Speaker,  I move  the  acceptance  of  this 
report  as  a whole. 

The  motion  was  seconded  and  carried  that 
the  report  of  Reference  Committee  No.  2 be 
accepted  as  a whole. 

Signing  the  report  of  Reference  Committee 
No.  2 were:  Richard  G.  Elliott,  M.D.,  Lexing- 
ton, chairman;  Chris  Jackson,  M.D.,  Danville, 
vice-chairman;  John  D.  Handley,  M.D.,  Hod- 
genville;  W.  Burford  Davis,  M.D.,  Louisville; 
Marc  Reardon,  M.D.,  Covington. 


REFERENCE  COMMITTEE  NO.  3 

Carl  H.  Fortune,  M.D.,  Vice  Chairman 

Reports  on  Legislation  and  Public  Relations 

Report  of  the  Committee 
on  Public  Information  & Service 

The  Committee  on  Public  Information  and  Service 
has  this  year  replaced  the  Education  Campaign  Com- 
mittee which  had  functioned  so  efficiently  for  the  past 
four  years.  Usually  one  major  project  is  started  and 
developed  throughout  a year.  At  the  present  time 
an  indoctrination  leaflet  is  being  prepared  for  dis- 
tribution to  each  KSMA  member  and  to  each  new 
physician  as  he  receives  his  state  license.  This  leaflet 
will  be  entitled  “Your  Activities  In  KSMA.”  Other 
major  activities  of  this  committee  were  the  continua- 
tion of  “News  Capsules,”  which  is  brief  enough  to 
promote  maximum  reading,  the  PR  Courses  for 
secretaries  and  assistants  of  doctors  (with  total  at- 
tendance of  172):  the  Second  Senior  Day  Program  at 
the  University  of  Louisville  School  of  Medicine;  the 
“Exhibit,”  which  this  year  was  sponsored  jointly 
with  the  Committee  on  Public  Health  and  had  as  its 
theme  “Immunization;  health  exhibits  sponsored  by 
the  AMA  and  obtained  from  the  state  Headquarters 
Office  upon  request;  and  distribution  of  AMA  leaflets, 
radio  transcriptions  and  motion  pictures. 

The  report  of  the  Committee  was  studied 
and  the  excellent  work  was  noted. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 


the  report  of  the  Committee  on  Public  Informa- 
tion and  Service  be  accepted. 

Report  of  the  Medico  Legal  Administrator 

In  his  report  the  Medical  Legal  Administrator 
points  out  that  only  a few  physicians  are  sued.  In 
connection  with  a study  being  conducted  by  the  Legal 
Department  of  the  AMA  to  determine  the  back- 
ground of  professional  liability  suits,  the  Administra- 
tor has  reviewed  twenty-five  cases  in  Kentucky. 

The  Committee  wishes  to  call  attention  to 
the  following  section  of  this  report  and  call  it 
to  the  careful  consideration  of  all  members  of 
this  Association.  We  commend  the  Adminis- 
trator on  his  excellent  report. 

“Twenty-five  cases  were  reviewed  in  which 
complete  files  were  available.  Of  these 
twenty-five  cases,  seven  were  due  directly  to 
an  opinion  expressed  by  one  doctor  regard- 
ing previous  treatment  of  the  case  by  an- 
other physician.  Two  were  purposely  mali- 
cious. If  this  represents  the  overall  picture, 
the  concern  of  the  American  Medical  Asso- 
ciation over  this  particular  cause  of  mal- 
practice suits  is  easily  understood.” 

Mr.  Speaker,  1 move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Medico-Legal  Administrator 
be  adopted. 

Committee  on  Corporate  Practice  of  Medicine 

This  committee  had  little  activity  during  the  year. 
It  had  been  asked  to  submit  a definition  of  ‘corporate 
practice’  but  after  considerable  thought  and  consulta- 
tion deferred  compliance  until  after  the  clinical  ses- 
sion of  the  AMA  on  November  27-30,  when  final 
action  is  to  be  taken  on  the  revised  version  of  medical 
ethics,  and,  also,  until  after  final  settlement  of  the 
litigation  between  Iowa  State  Medical  Association 
and  the  Iowa  Hospital  Association.  Both  events  will 
strongly  influence  any  definition  by  the  KSMA. 

The  Ex.  Committee  expresses  appreciation 
for  the  Committee's  work  and  agrees  that  the 
definition  of  corporate  practice  requested  by 
the  1955  session  of  the  House  of  Delegates 
should  be  delayed  until  after  legal  action  in 
the  State  of  Iowa  is  completed  and  until  after 
the  AMA  Code  of  Ethics  is  revised. 

Mr.  Speaker,  I move  the  adoption  of  this 
report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Medico-Legal  Administrator 
be  adopted. 

Legislative  Committee 

The  Legislative  Committee  kept  a close  watch  of 
and  took  an  active  interest  in  the  activities  of  the 
General  Assembly  and  worked  hard  to  support  legis- 
lation which  would  benefit  the  health  and  welfare  of 
Kentuckians.  This  committee  held  four  meetings  dur- 
ing the  year  and  also  met  with  other  groups  when 
necessary.  ( 

The  Committee  wishes  to  call  attention  to 
the  recommendation  of  the  Legislative  Com- 
mittee that  a special  department  be  added  to 
the  KSMA  News  Capsules  as  needed  to  inform 
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members  fully  of  state  and  national  legislative 
matters.  We  believe  this  is  a worthwhile  sug- 
gestion. We  wish  to  express  our  appreciation 
for  the  work  of  this  Committee. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Legislative  Committee  be 
adopted. 

Committee  to  Study  the  Medical  Examiner  System 

It  is  the  consensus  of  opinion  of  this  committee  that 
its  previous  reports  as  well  as  those  of  its  predecessor 
committees  have  expressed  fully  the  feelings  of  the 
present  members  of  the  committee.  The  committee’s 
primary  recommendations  were:  (1)  The  present 

coroner  system  be  replaced  by  an  adequately  con- 
ceived medical  examiner  system,  which  would  require 
changes  in  the  Constitution  of  the  Commonwealth 
of  Kentucky.  Until  this  can  be  accomplished,  it  is  the 
tenor  of  the  present  committee  that  a sound  approach 
to  the  problem  as  presented  is  one  of  compromise  and 
a concerted  effort  on  the  part  of  the  KSMA  to  supple- 
ment the  present  coroner  system  and  to  make  avail- 
able to  coroners  of  the  state  modern  scientific  methods 
for  investigation.  (2)  The  committee  recommends 
that  the  Kentucky  Medical  Association,  through  ap- 
propriate channels,  initiate  and  support  legislation 
for  creation  of  a state  laboratory  for  the  investigation 
of  all  unnatural  deaths  occurring  within  the  bounda- 
ries of  the  state. 

The  Committee  spent  considerable  time  con- 
sidering this  report  and  expresses  sincere 
appreciation  of  the  concrete  suggestions  which 
have  been  presented.  The  report  recommends 
that  the  Kentucky  Medical  Association,  through 
appropriate  channels,  initiate  and  support  legis- 
lation for  creation  of  a state  laboratory  for  the 
investigation  of  all  unnatural  deaths  occurring 
within  the  boundaries  of  the  State.  It  then  goes 
to  delineate  the  functions  and  purposes  of  this 
laboratory.  It  points  out  that  the  coroner 
system  is  a part  of  the  Constitution  of  Kentucky 
and  that  any  system  must  work  under  the 
present  framework  unless  the  Constitution  is 
changed.  It  further  recommends  that  considera- 
tion be  given  to  the  establishment  of  this 
laboratory  in  Louisville  in  connection  with  the 
University  of  Louisville. 

There  was  also  presented  to  the  Committee 
during  the  discussion,  the  Model  Post-Mortem 
Examinations  Act  drafted  by  the  National  Con- 
ference of  Commissioners  on  Uniform  State 
Laws. 

The  Committee  did  not  feel  that  it  was  pos- 
sible to  present  to  this  meeting  of  the  House  of 
Delegates  a definite  recommendation  for  legis- 
lation. It  was  felt  that  the  matter  of  Post 
Mortem  Examinations  Act  should  be  carefully 
studied.  It  was  further  felt  that  since  a State 
University  School  of  Medicine  is  being  estab- 
lished, consideration  should  be  given  to  this 
institution  in  the  establishing  of  a state  labora- 
tory. 
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Mr.  Speaker,  I recommend  that  this  report 
be  referred  to  the  Council  of  the  Kentucky  State 
Medical  Association  for  further  study,  and  that 
it  be  presented  at  the  next  regular  House  of 
Delegates  with  recommendations  for  the  initia- 
tion of  legislation.  Mr.  Speaker,  I so  move. 

The  motion  was  seconded  and  carried  that 
the  Report  of  the  Committee  to  Study  Medical 
Examiner  System  be  referred  to  the  Council 
of  the  KSMA  for  further  study  and  that  it  be 
presented  at  the  next  regular  House  of  Dele- 
gates with  recommendations  for  the  initiation 
of  legislation. 

Veterans  Committee 

This  committee  reported  that  the  contract  between 
KSMA  and  Veterans  Administration  for  “Home 
Town  Medical  Care”  of  serviee  eonneeted  disabilities, 
as  revised  in  1955,  has  been  renewed  in  1956.  The 
committee  recommended  that  all  members  of  KSMA 
congratulate  their  Congressmen  and  Senators  for  the 
work  they  have  done  in  preventing  waste  and  abuse 
of  the  VA  funds  for  unwarranted  pensions  and  urged 
that  everything  possible  be  done  for  adequate  medical 
care  and  pensions  for  veterans  with  service  connected 
disabilities  only. 

The  Reference  Committee  expresses  appre- 
ciation of  the  work  of  this  Committee  and  notes 
that  there  are  no  definite  recommendations  to 
be  acted  on. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Veterans  Committee  be 
adopted. 

Report  of  the  Advisory  Committee  on  United  Mine 
Workers  Welfare  and  Retirement  Fund 

The  opening  of  the  Memorial  Hospitals  of  the 
UMWA  is  producing  changes  in  medical  practice  in 
Eastern  Kentucky.  While  it  is  not  possible  to  com- 
pletely evaluate  these  changes  at  this  point,  there  are 
definitely  certain  elements  of  controversy  between 
the  Fund  and  the  physicians  of  Eastern  Kentucky. 

The  efforts  of  this  committee  have  been  largely  di- 
rected to  trying  to  delineate  the  problems  and  if  possi- 
ble accomplish  adjustment  of  some  of  the  differences. 

The  committee  recommended:  (1)  The  principle 
already  adopted  should  be  reaffirmed;  namely,  “We 
believe  that  free  choice  of  physician  among  ethical 
and  qualified  individuals  and  fee  for  service  payment 
is  in  the  best  interest  of  good  medical  care.”  (2)  The 
making  by  a physician  of  ward  rounds  on  the  patients 
of  another  physician  without  his  request  or  consent 
and  without  the  request  of  the  patient,  is  unwarranted 
interference  in  the  doctor-patient  relationship  and  is 
to  be  condemned.  (3)  Subsidy  payments  intended  to 
induce  physicians  to  participate  in  any  health  program 
are  to  be  condemned  if  they  in  any  way  lead  to 
monopoly  or  control  of  medical  practice  in  an  area, 
or  if  there  is  exploitation  either  of  the  public  or  the 
physicians  involved.  (4)  The  county  medical  society 
is  an  autonomous  unit.  It  has  the  right  to  refuse 
membership  to  individuals  if  it  considers  these  indi- 
viduals to  be  engaged  in  practices  which  are  un- 
ethical. A difference  of  opinion  on  the  most  desirable 
method  of  medical  practice  does  not  necessarily  imply 
that  either  method  is  unethical.  It  is  hoped  that  the 
differences  can  be  resolved  on  the  local  level.  If  this 
is  not  possible  it  is  recommended  that  the  House  of 
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Delegates  approve  the  reference  of  the  differences  to 
the  Subcommittee  on  Medical  Care  of  Industrial 
Workers  of  the  American  Medical  Association. 

The  Reference  Committee  considered  at 
great  length  the  problems  of  the  physicians  in 
Eastern  Kentucky.  It  wishes  specifically  to  call 
attention  to  the  recommendations,  which  have 
already  been  summarized  above. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  this  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  on 
United  Mine  Workers  Welfare  and  Retirement 
Fund  be  adopted. 

Report  of  the  Council  (portion  of) 

This  portion  of  the  Report  of  the  Council 
concerns  the  disagreement  between  the  UMWA 
Welfare  and  Retirement  Plan  and  members  of 
the  medical  profession  in  Eastern  Kentucky. 
This  was  referred  to  the  Advisory  Committee 
of  the  UMWA  Retirement  Fund  and  is  covered 
in  Report  #53. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  Council  Report. 

The  motion  was  seconded  and  carried  that 
the  above  portion  of  the  Council  report  be 
adopted. 

Council  Resolution — Code  of  Ethics 

“WHEREAS,  it  has  come  to  our  attention  that  the 
American  Medical  Association  recognized  that  per  se 
the  practice  of  medicine  by  salary  or  subsidy  is  ethi- 
cal. 

“WHEREAS,  it  has  also  come  to  our  attention  that 
salary  with  exploitation  is  unethical;  that  subsidy 
with  the  interest  of  control  is  unethical;  that  total 
community  care  which  eliminates  the  element  of  free 
enterprise  making  competition  is  impracticable 

“WHEREAS,  since  the  judicial  council  of  the  AMA 
is  now  making  a study  of  the  Code  of  Ethics  with  the 
expectation  of  recommending  certain  changes  in  the 
Code  of  Ethics,  be  it  therefore 

“RESOLVED,  that  the  Kentucky  State  Medical 
Association  request  the  Judicial  Council  of  the  AMA 
to  include  in  its  report  on  the  Code  of  Ethics  of  AMA 
recognition  of  the  above  mentioned  abuses  of  ethical 
medical  practice  and  condemnation  in  the  Code  of 
Ethics  of  the  above  named  dangerous  abuses  of  medi- 
cal practice; 

“BE  IT  FURTHER  RESOLVED,  that  the  Ken- 
tucky State  Medical  Association  House  of  Delegates 
feels  that  should  the  proper  recognition  of  these  in- 
sidious violations  of  the  Code  of  Ethics  be  stated  by 
the  Judicial  Council,  it  will  greatly  deter  abuses  of 
the  Code  of  Ethics.” 

The  Committee  feels  that  this  is  an  excellent 
presentation  of  the  highest  ethical  approach  to 
the  difficult  problem  of  the  practice  of  medicine 
by  salary  or  subsidy. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  Resolution  of  the  Council  on  a Code  of 
Ethics  was  adopted. 


Resolution  K — Unethical  Practices 

“The  Pike  County  Medical  Society  at  its  regular 
meeting  on  September  11,  1956  passed  the  following 
resolution  concerning  the  ethical  practice  to  be  pre- 
sented to  the  Kentucky  State  Medical  Society  House 
of  Delegates  for  their  consideration. 

“The  use  of  salary  payments  to  practicing  physi- 
cians for  services  rendered  is  unethical. 

“This  conclusion  is  based  upon  an  analysis  of  cer- 
tain policies  by  organizations  pertaining  to  the  prac- 
tice of  medicine  in  Pike  County,  Kentucky. 

“Salary  payments  as  implementation  of  these 
policies  are  unethical  by  reason  of  the  following  con- 
siderations; 

1.  These  payments  produce  conditions  of  sub- 
sidizing one  physician  while  censuring  the  fees 
of  the  independent  practitioner. 

2.  These  lead  to  the  practice  of  fee  splitting  with  a 
third  party. 

3.  These  create  exploitation  of  physicians. 

4.  These  place  the  salaried  physician  in  the  un- 
ethical position  of  advertising  by  reason  of  ad- 
vertising by  the  third  party  and  its  instruments. 

5.  These  interfere  with  the  freedom  of  the  physi- 
cian to  act  as  an  individual. 

6.  These  pervert  the  concepts  of  charity.” 

This  is  a resolution  presented  by  the  Pike 
County  Medieal  Society  concerning  the  same 
problem  considered  by  the  resolution  of  the 
Council  above.  The  Committee  feels  that  the 
problems  presented  in  this  resolution  are 
covered  in  the  resolution  of  the  Council.  The 
Committee  further  feels  that  this  resolution  is 
too  broad  in  that  it  states,  “the  use  of  salary 
payments  to  practicing  physicians  for  services 
rendered  to  patients  is  unethical.” 

Mr.  Speaker,  I move  that  this  resolution  be 
not  approved. 

The  motion  was  seconded  and  carried  that 
Resolution  K on  Unethical  Practices,  submitted 
by  the  Pike  County  Medical  Society,  be  not 
approved. 

Supplement  “A”  to  the  Council  Report 

In  accordance  with  the  provision  of  Public  Law 
569,  85th  Congress,  which  makes  available  Medical 
care  for  military  dependents  and  which  goes  into 
effect  December  8,  1956,  the  Council  wishes  to  point 
out  the  following  facts. 

When  this  law  was  enacted,  the  Defense  Depart- 
ment came  to  organized  medicine  with  the  request 
that  medicine  work  with  the  Department  in  imple- 
menting the  law.  It  is  understood  that  the  Depart- 
ment of  Defense  was  not  obligated  to  do  this  and  is 
empowered  to  develop  its  own  program  without  con- 
sultation with  the  medical  profession. 

It  should  be  emphasized  that  the  Department  of 
Defense  working  with  the  American  Medical  Associa- 
tion is  requesting  three  things:  First,  that  the  State 
Medical  Association  become  the  contractural  agent 
with  the  Defense  Department  to  provide  medical  care 
for  military  dependents;  Second,  that  the  State  Medi- 
cal Association  name  a fiscal  agent  whose  duty  it 
would  be  to  receive  and  pay  out  Government  funds  in 
implementing  this  program;  and  third,  that  it  submit 
by  October  1,  1956  a fee  schedule  covering  some  two 
procedures  called  for  in  the  Uniform  Nomenclature 
listed. 

There  followed  a list  of  approximately  200  of  the 
more  common  procedures  and  the  maximum  fees 
(Continued  on  Page  1080) 
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ACHROMYCIN 

Hydrochloride 
Tetracycline  HCl  Lederle 


in  the  treatment  of 

genitourinary  infections 

Urologists  report  the  decided  advantages  of 
oral  efficacy,  minimal  side  effects,  and 
wide  range  antibacterial  activity  offered  by 
Achromycin  in  the  treatment  of  urinary  tract 
infections. 

Finland’s^  group  of  patients  with  acute  infec- 
tions of  the  urinary  tract  (principally  E.  coli) 
demonstrated  excellent  response,  both  clini- 
cal and  bacteriological,  following  administra- 
tion of  tetracycline. 

Prigot  and  MarmelP  reported  49  out  of  50 
patients  with  gonorrhea  showed  a negative 
smear  and  culture  on  the  first  post-treatment 
visit.  Purulent  discharge  disappeared  in  these 
patients  within  24  hours  after  a usual  1.5  Gm. 
dose  of  tetracycline. 

Trafton  and  Lind^  found  tetracycline 
(Achromycin)  an  effective  antibiotic  for 
treating  many  urinary  tract  infections  caused 
by  both  Gram-negative  and  Gram-positive 
organisms. 

English,  et  al.*  noted  that  a daily  dose  of  1 to 
1.5  Gm.  of  tetracycline  resulted  in  urinary 
levels  as  high  as  1 mg.  per  milliliter. 

To  suit  the  needs  of  your  practice  and  to  fur- 
ther the  patient’s  comfort  Achromycin  is 
offered  in  a complete  line  of  2 1 dosage  forms. 


filled  seated  capsules 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


* 


REO.  U.  S.  PAT.  OFF. 


Keferences: 

1.  Finland.  M..  et  fll. ; J.A.A/.A.  1 54  :5 6 1 (Feb.  13)  1954. 

2 Prigot.  A.  and  Marmell.  M.  Anfibiotirs  and  Chemotherapy  4:1117 
(Oct.)  1954. 

3.  Trafton.  H.  and  Lind.  H. : idem  4 ;697  (June)  1954. 

4.  English,  A.,  et  at.:  idem  4:441  (April)  *195  4. 


(Continued  from  Page  1077) 
recommended  for  these  procedures  in  Kentucky, 
which  the  Defense  Department  has  requested  by 
October  1,  1956. 

(This  list  is  a part  of  the  113-page  official  format 
of  uniform  nomenclature,  and  represents  the  proced- 
ures that  the  Defense  Department  must  have  at  this 
time.  Recommendation  on  the  balance  of  the  list  set 
forth  in  the  113-page  uniform  nomenclature  must  be 
submitted  at  an  early  date.  The  schedule  listing  the 
200  items  mentioned  above  is  on  file  at  the  Head- 
quarters office  of  KSM.A  and  is  available  to  all 
KSMA  members.) 

The  Council  of  KSM.A.  moved  to  submit  this  re- 
port of  fee  schedule  to  the  House  of  Delegates  with 
approval  and  a word  of  compliment  to  the  Committee 
on  Medical  Care  for  Military  Dependents  and  its 
Chairman,  Robertson  O.  Joplin.  Nl.D.,  for  diligent 
work  in  its  preparation  and  approved  in  principal  the 
cooperation  of  the  KSM.\  with  the  Department  of 
Defense  in  carrying  out  the  program  for  medical 
care  for  dependents  and  also  approved  the  Blue 
Shield  as  fiscal  agent  for  carrying  it  out  in  Kentucky, 
and  that  KSM.\  become  the  contractual  agent. 

The  Committee  considered  Supplement  “A” 
in  considerable  detail.  This  report  states  that 
the  State  Medical  Association  shall  become  the 
contractual  agent  with  the  Defense  Department 
to  provide  medical  care  for  military  dependents. 
It  then  goes  on  to  list  a considerable  number 
of  procedures  with  suggested  fees.  The  Com- 
mittee recommends  before  final  fees  are  settled 
upon  that,  if  possible,  conference  be  held  with 
various  specialty  groups  and  with  the  Kentucky 
Academy  of  General  Practice  with  regard  to 
these  fees.  The  report  then  closes  with  a motion 
which  states  in  part: 

“.  . . we  approve  in  principal  the  cooperation 
of  the  KSMA  with  the  Department  of  De- 
fense in  carrying  out  the  program  for  medical 
care  for  dependents  and  that  we  also  approve 
the  Blue  Shield  as  fiscal  agent  for  carrying 
it  out  in  Kentucky,  and  that  the  KSMA  be- 
come the  contractual  agent.” 

The  Committee  wishes  to  commend  Robert- 
son O.  Joplin,  M.D.,  for  his  diligent  work  in 
the  preparation  of  this  report.  The  Committee 
feels,  however,  that  for  the  sake  of  clarity  the 
phrase  “Kentucky  Physicians  Mutual,  Inc.” 
should  be  substituted  for  “Blue  Shield”  in  the 
motion  stated  above. 

Mr.  Speaker,  I move  that  the  motion  be  re- 
phrased so  that  it  says  . . we  also  approve 
the  Kentucky  Physicians  Mutual,  Inc.,  as  fis- 
cal agent  for  carrying  it  out  in  Kentucky.” 

The  motion  was  seconded  and  carried  that 
this  amendment  be  adopted. 

Mr.  Speaker,  I move  the  adoption  of  this 
report  as  amended. 

A lengthy  and  involved  discussion  followed 
in  which  the  following  additional  amendments 
were  moved  and  seconded:  ( 1 ) The  Committee 
on  Medical  Care  for  Military  Dependents  shall 


be  empowered  to  consider  recommendations 
from  various  specialty  groups  and  from  the 
Kentucky  Academy  of  General  Practice  pro- 
vided these  recommendations  be  in  the  hands 
of  the  committee  by  October  1.  (2)  The  word 
‘maximum’  should  be  deleted  from  the  intro- 
ductory sentence  of  the  recommended  fee 
schedule.  These  amendments  carried. 

The  motion  to  adopt  the  Supplement  “A” 
as  amended  was  seconded  and  carried. 

Resolution  “F" — Essay  Contest 

“WHEREAS,  the  Association  of  Physicians  and 
Surgeons  each  year  for  eleven  years  has  sponsored  a 
national  essay  contest  for  high  schools  on  the  advan- 
tages of  private  medical  care  and  has  for  the  1957 
contest  seen  fit  to  offer  a second  choice  of  subject, 
namely,  the  advantages  of  the  American  free  enter- 
prise system,  and  offer  $1,000  first  prize,  $500  second 
prize,  $100  third  prize,  and  $25  each  for  fourth,  fifth 
and  sixth  prizes, 

“RESOLVED,  that  the  Association  of  American 
Physicians  and  Surgeons  feels  that  this  is  a very 
w'orthy  contest  and  prays  that  the  Kentucky  State 
Medical  Association  House  of  Delegates  will  approve 
the  contest  so  that  it  may  be  offered  with  the  State 
Medical  Association's  blessings.” 

This  is  a resolution  submitted  by  A.  L. 
Cooper,  M.D.,  of  Pulaski  County.  It  requests 
approval  of  the  House  of  Delegates  for  essay 
contests  being  conducted  by  the  Association  of 
Physicians  and  Surgeons  on  the  advantages  of 
the  American  free  enterprise  system.  It  is  the 
feeling  of  the  Committee  that  to  endorse  such 
a project  would  be  endorsing  the  aims  and  pur- 
poses of  the  Association  of  Physicians  and  Sur- 
geons. Since  the  Committee  is  not  sufficiently 
familiar  with  the  Association  of  American  Phy- 
sicians and  surgeons  to  form  an  intelligent 
opinion,  it  is  recommended  that  further  study 
be  given  to  this  matter  by  the  Committee  on 
Public  Information  and  Service. 

Mr.  Speaker,  I move  that  this  report  be  re- 
ferred to  the  Committee  on  Public  Information 
and  Service,  to  be  reported  back  to  the  next 
meeting  of  the  House  of  Delegates. 

The  motion  was  seconded  and  carried  that 
Resolution  “F”  be  referred  to  the  Committee  on 
Public  Information  and  Service  for  study  and 
report  to  next  year’s  House  of  Delegates. 

Resolution  “I” 

Kentucky  Exposition  Center 

“WHEREAS,  the  state  of  Kentucky  has  in  its  new 
Exposition  Center  at  the  Fairgrounds,  modern  facili- 
ties which  are  unmatched  in  their  unique  attraction 
for  the  year  round  promotion  of  fairs,  sporting  events, 
conventions  and  other  entertainment,  and 

“WHEREAS,  it  is  planned  that  a portion  of  this 
Exposition  will  be  used  for  the  year  around  display 
of  products  and  services  in  a manner  that  will  be  edu- 
cational and  attractive  to  the  many  guests  who  will 
be  in  attendance,  and 

“WHEREAS,  it  is  quite  apparent  that  this  Exposi- 
tion Center  is  destined  to  contribute  widely  as  an  in- 
fluence not  only  in  the  lives  of  many  people  from 
Kentucky  but  from  all  over  the  United  States,  there- 
fore 
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“BE  IT  RESOLVED,  that  the  House  of  Delegates 
of  the  Kentucky  State  Medical  Association  instructs 
the  Council  of  the  state  association  to  study  the  ad- 
visability of  obtaining  permanent  space  at  this  Exposi- 
tion Center  for  the  year  around  display  of  exhibits 
and  material  that  would  add  to  the  prestige  and  in- 
fluence of  medicine  in  the  State  of  Kentucky.” 

This  is  a resolution  presented  by  the  Jeffer- 
son County  Medical  Society  instructing  the 
Council  to  study  the  advisability  of  obtaining 
permanent  space  at  the  Exposition  Center  for 
year  around  display  of  exhibits  and  material 
that  would  add  to  the  prestige  and  influence 
of  medicine  in  the  State  of  Kentucky. 

It  is  also  reported  to  the  Committee  that 
the  cost  of  such  space  would  amount  to  approx- 
imately $500  a year  without  provision  for  the 
cost  of  exhibits  or  for  the  maintenance  of  the 
exhibit  space.  The  Committee  feels  that  the 
annual  exhibit  at  the  Kentucky  State  Fair  is 
well  worthwhile  but  that  the  advisability  of  a 
permanent  exhibit  is  questionable,  particularly 
in  view  of  the  considerable  expense  which 
might  be  involved. 

Mr.  Speaker,  I recommend  that  this  resolu- 
tion be  not  adopted. 

The  motion  was  seconded  and  carried  that 
Resolution  “I”  be  not  adopted. 

Mr.  Speaker,  I move  the  adoption  of  this 
report  as  a whole. 

The  motion  was  seconded  and  carried  that 
the  report  of  Reference  Committee  No.  3 be 
accepted. 

On  the  basis  that  new  business  may  be  sub- 
mitted at  the  final  session  if  it  is  done  so  with 
the  unanimous  consent  of  the  House,  a motion 
was  made  and  seconded  that  Resolution  “B,” 
introduced  by  the  Jefferson  County  Medical 
Society  for  the  Reapportionment  of  Councilor 
Districts,  be  resubmitted  as  a proposed  amend- 
ment to  the  Constitution.  Unanimous  consent 
was  not  given. 

Signing  the  report  of  Reference  Committee 
No.  3 were:  Carl  H.  Fortune,  M.D.,  Lexington, 
vice-chairman  (presiding);  Ralph  D.  Lynn, 
M.D.,  Elkton;  Norman  Adair,  M.D.,  Coving- 
ton; S.  E.  Farmer,  M.D.,  Brownsville;  R.  W. 
Robertson,  M.D.,  Paducah. 

REFERENCE  COMMITTEE  NO.  4 

T.  O.  Meredith,  M.D.,  Chairman 

Reports  on  Miscellaneous  Business 

Diabetes  Committee 

This  report  announced  that  1 22  new  cases  of 
diabetes  were  detected  in  the  1955  drive,  and 
806  cases  during  a 5-year  period.  Twelve 
counties  have  done  over  1 ,000  tests.  The  com- 
mittee hopes  for  better  support  from  KSMA 
members  in  future  drives.  Thanks  was  extended 
to  the  Ames  Company,  radio  stations,  televi- 
sion stations,  newspapers  and  journals  who 


supported  the  program.  The  next  drive  will  be 
November  11-17. 

We  wish  to  commend  the  Committee  for  this 
report. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Diabetes  Committee  be 
adopted. 

Dietetic  Committee 

There  have  been  no  new  developments  in 
the  program  of  the  standard  diet  manual  for 
use  in  the  hospitals  in  the  State. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Dietetic  Committee  be 
adopted. 

McDowell  Home  Committee 

This  report  states  that  the  affairs  of  the  Mc- 
Dowell Home  had  progressed  satisfactorily. 
Road  signs  are  all  still  up,  the  house  has  been 
painted,  roof  repaired  and  upkeep  maintained. 
The  house  is  furnished  entirely  in  antiques — 
valuation  $23,000.  The  total  assets  of  the  Mc- 
Dowell Home  are  $50,237.  The  committee 
thanked  the  KSMA  for  its  appropriation  of 
$l,^i00  and  the  Kentucky  Surgical  Association 
for  its  donation  of  $ 1 ,000.  Thanks  were  also 
expressed  to  the  Woman's  Auxiliary  to  KSMA 
for  the  care  given  the  gardens. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  McDowell  Home  Committee 
be  adopted. 

Advisory  Committee  on  Industrial  Medicine  & Surgery 

This  report  comments  on  the  increase  of 
industry  and  the  increasing  responsibility  that 
is  imposed  on  all  Kentucky  physicians  and 
requests  their  cooperation  with  the  State  Board 
of  Health  in  new  Health  regulations. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  on  In- 
dustrial Medicine  & Surgery  be  adopted. 

Advisory  Committee  on  Mental  Hygiene 
& Mental  Institutions 

This  report  deals  with  the  various  clinics  and 
institutions  that  operate  in  Kentucky.  Mention 
is  made  that  the  Subcommittee  on  Alcoholism 
has  been  very  active.  The  State  Mental  Hospital 
Program  is  progressing  satisfactorily.  The  fol- 
lowing comments  were  of  especial  interest: 

(a ) There  has  been  a decrease  in  the  cenus 
of  the  hospitals  during  the  past  year. 

(b)  Tuberculosis  Centers  are  planned  at 
Eastern  and  Central  State  Hospitals. 
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(c)  A Children's  Ward  has  been  established 
at  Central  State  Hospital  and  a special  staff 
devotes  full-time  to  the  children’s  project. 

(d)  Five  research  studies  have  been  directed 
to  evaluate  various  new  ataraxic  drugs. 

(e  ) Personnel  officers  have  been  added  in 
each  hospital  for  recruiting,  screening,  and 
orientation  of  new  employees. 

(f)  A Student  Nurse  Affiliation  was  estab- 
lished at  Western  State  Hospital. 

(g)  Teaching  seminars  were  sponsored  for 
employees. 

(h)  A consultant  in  dietetics  was  employed. 

(i)  A consultant  in  Psychiatric  Nursing  was 
employed. 

(j)  A cooperative  venture  between  Western 
State  Hospital  and  the  Public  Health  Nurses 
was  planned  to  provide  follow-up  service 
for  discharged  patients  through  regular 
visits  by  these  nurses. 

(k)  A part  time  clinic  was  opened  in  Ash- 
land. 

(l)  $100,000  was  obtained  from  the  Gover- 
nor’s Emergency  Fund;  drugs  were  pur- 
chased and  a statistical  evaluation  is  being 
made  of  these  drugs. 

The  Committee  also  commended  the  ex- 
cellent work  of  the  Commissioner  of  Mental 
Health  and  said  that  he  has  been  most  coopera- 
tive while  working  with  and  advising  the  com- 
mittee. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  on  Men- 
tal Hygiene  & Mental  Institutions  be  adopted. 

Advisory  Committee  on  Public  Health 

This  Committee  urges  all  physicians  to  maintain 
good  immunization  records  and  urges,  also,  the  con- 
tinuation of  Immunization  Week  in  Kentucky  and 
endorsement  of  the  Immunization  Act.  Progress  has 
been  made  in  the  development  of  a cooperative  acci- 
dent prevention  education  program  in  coordination 
with  the  Kentucky  State  Department  of  Public  In- 
struction, the  Kentucky  State  Department  of  Health 
and  other  interested  groups.  Work  of  the  Committee 
has  borne  fruit  in  the  decision  of  the  Governor  and 
Legislature  to  create  a Department  of  Safety  in  the 
State  government. 

The  Committee  wishes  to  urge  all  physicians 
to  keep  up  good  immunization  records  and  urge 
full  endorsement  of  the  Immunization  Act  in 
Kentucky.  We  wish  to  thank  the  Committee 
for  its  influence  on  the  Governor  for  creating 
a new  Department  of  Safety. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  on  Public 
Health  be  adopted. 

Advisory  Committee  to  the  Blue  Cross 

The  Advisory  Committee  to  Blue  Cross  usually 
meets  once  a year — at  the  time  of  the  KSMA  Annual 
meeting.  Such  a meeting  is  planned  for  1956.  The 


Chairman  of  the  Committee  maintains  relatively 
close  contact  with  the  officials  of  Blue  Cross  and 
meets  with  them  about  four  times  yearly  to  discuss 
problems  of  mutual  concern.  These  problems  are 
conveyed  to  the  profession,  usually  by  letter,  which 
to  date  has  been  satisfactory  to  the  physicians. 

We  wish  to  commend  the  Committee  for 
its  excellent  work  and  hope  it  will  continue  to 
inform  all  members  of  the  KSMA  on  further 
developments. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  to  Blue 
Cross  be  adopted. 

Advisory  Committee  to  the  Woman’s  Auxiliary 

The  Woman’s  Auxiliary  to  the  Kentucky 
State  Medical  Association  has  not  requested 
any  advice  and  no  meetings  of  the  Committee 
were  held. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  to  the 
Woman’s  Auxiliary  be  adopted. 

Resolution  “A” 

American  Medical  Association  Dues,  Mandatory 

“WHEREAS,  the  activities  and  accomnlishments 
of  the  American  Medical  Association  in  their  many 
fields  of  endeavor  are  ever  increasing  in  scope  and 
benefit  to  the  entire  medical  profession,  and 

“WHEREAS,  each  physician  benefits  by  the  work 
of  the  officers,  councils,  bureaus  and  departments  in 
such  worthwhile  programs  as  medical  education, 
internship  and  residency  training,  physician  placement, 
scientific  publications,  package  library  service,  scien- 
tific meetings  and  exhibits,  guidance  on  drugs,  cos- 
metics and  foods,  information  on  quacks,  hospital 
standards,  research  assistance,  public  relations,  legis- 
lation, health  education,  medico-legal  problems,  phy- 
sicians directory,  ethical  practices  and  others, 

“WHEREAS,  the  national  association  is  of  un- 
limited benefit  to  the  state  and  county  societies  in  such 
matters  as  exhibits,  journal  advertising,  medical  films, 
public  relations  projects,  conventions  plans  and  pro- 
grams, assistance  to  the  over-all  planning  of  many 
programs,  and  the  source  of  untold  amounts  of  fact- 
ual information,  and 

“WHEREAS,  the  position  of  the  profession  in 
matters  of  science  and  legislation  becomes  increas- 
ingly important  from  year  to  year.  It  is  well  known 
that  the  American  Medical  Association  has  served  the 
public  for  many  years  in  the  field  of  legislation  by 
advocating  the  passage  of  laws  to  protect  their  health 
and  opposing  such  legislation  as  may  not  be  in  the 
best  interests  of  good  medical  care.  The  public  is 
served  in  many  ways  through  the  American  Medical 
Association  work  in  education,  investigation  and  in- 
formation, and 

“WHEREAS,  the  vast  majority  of  members  of  this 
association  are  now  members  of  the  American  Medi- 
cal Association,  and 

“WHEREAS,  many  states,  such  as  Arizona,  Cali- 
fornia, Colorado,  Illinois,  Mississippi,  Nebraska, 
Nevada,  Oklahoma,  and  Wisconsin,  subscribe  to  the 
belief  that  American  Medical  Association  member- 
ship is  equally  important  to  that  of  the  state  and 
county  societies,  thus  establishing  organized  medicine 
as  a truly  representative  association  from  the  county 
to  the  National  level,  therefore  be  it 
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“RESOLVED,  that  this  House  of  Delegates  instruct 
the  Council  of  the  state  association  to  study  the  ad- 
visability of  an  amendment  to  Section  I,  Chapter 
IX  of  the  Association’s  bylaws  which  would  require 
membership  in  the  American  Medical  Association  as 
well  as  the  county  society  in  order  for  a physician  to 
belong  to  this  association,  and 

“RESOLVED,  that  after  study  the  Council  report 
back  to  the  House  of  Delegates  at  the  1957  session 
with  recommendations  concerning  mandatory  Ameri- 
can Medical  Association  membership. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
Resolution  “A,”  submitted  by  the  Jefferson 
County  Medical  Society,  be  adopted. 

Mr.  Speaker,  I move  the  adoption  of  this  re- 
port as  a whole. 

The  motion  was  seconded  and  carried  that 
the  report  of  Reference  Committee  No.  4 be 
adopted. 

Signing  the  report  of  Reference  Committee 
No.  4 were:  T.  O.  Meredith,  M.D.,  Harrods- 
burg,  chairman;  W.  E.  Becknell,  M.D.,  Man- 
chester, vice-chairman;  Robert  S.  Dyer,  M.D., 
Louisville;  T.  R.  Davis,  M.D.,  Barbourville; 
John  Allen,  Jr.,  M.D.,  Louisville. 

REFERENCE  COMMITTEE  NO.  5 

Roy  H.  Moore,  M.D.,  Chairman 
Reports  on  Miscellaneous  Business 

Committee  to  Study  the  Constitution  & Bylaws 

This  report  sets  forth  changes  in  the  Constitution 
and  Bylaws  as  recommended  by  the  Committee.* 

The  Committee  recommends  the  change  as 
proposed  in  Chapter  VI,  Section  6;  the  change 
as  proposed  in  Chapter  VI,  Section  7;  the 
change  as  proposed  in  Chater  VII,  Section  7; 
and  the  change  as  proposed  in  Chapter  VII, 
Section  1 1.  The  Reference  Committee  carefully 
considered  Report  No.  4,  Supplement  No.  “C” 
to  the  Report  of  the  Council  of  the  KSMA  and 
heard  considerable  testimony  regarding  this 
supplemental  report,  but  it  was  the  unanimous 
decision  of  the  Reference  Committee  to  follow 
the  recommendation  of  the  Committee  to 
study  the  Constitution  and  Bylaws  relative  to 
the  wording  of  Chapter  VII,  Section  11.  The 
Committee  recommends  the  change  as  proposed 
in  Chapter  VII,  Section  I,  except  that  the 
following  sentence,  “Said  Executive  Committee 
shall  exercise  all  the  powers  delegated  to  the 
Council  between  sessions  of  said  Council,  ex- 
cept those  powers  specifically  reserved  by  the 
Council  for  itself,”  which  the  Committee  pro- 
posed to  be  added  to  the  end  of  this  section, 
be  changed  to  read  “Between  sessions  of  the 
Council,  the  Executive  Committee  shall  exer- 
cise all  of  the  powers  belonging  to  the  Council 
except  those  powers  specifically  reserved  by 
the  Council  to  itself.”  This  Committee  recom- 
mends the  change  as  proposed  in  Chapter  VIII, 


*The  Constitution  and  Bylaws,  as  amended,  will  be  found  on 
page  1100  of  this  issue  of  The  Journal. 


Section  1,  the  changes  as  proposed  in  Chapter 
VIII,  Section  2;  the  change  as  proposed  in 
Chapter  VIII,  Section  3;  the  change  as  pro- 
posed in  Chapter  IV,  Section  4;  the  change 
proposed  in  Chapter  XII,  Section  8;  and  the 
change  as  proposed  in  Chapter  VII,  Section  6. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

After  discussion,  the  motion  was  seconded 
and  carried  by  a two-thirds  majority  that  the 
report  of  the  Committee  to  Study  the  Consti- 
tution and  Bylaws  be  accepted. 

World  Medical  Association  Committee 

The  Committee  wishes  to  encourage  all  physicians 
in  Kentucky  who  can  to  join  this  worthwhile  medical 
organization.  The  activity  of  the  World  Medical  As- 
sociation joined  with  the  United  Nations  makes  a 
strong  organization  for  the  advancement  of  medical 
science  throughout  the  world. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  World  Medical  Association 
Committee  be  adopted. 

Committee  to  Study  the  Committee 
& Organizational  Structure  of  KSMA 

The  creation  of  this  committee  was  authorized  by 
the  House  of  Delegates  in  1955  for  the  purpose  of 
studying  and  recommending  changes  that  would  im- 
prove the  committee  and  organization  structure  of 
KSMA.  The  committee  recommended  a regrouping 
of  the  Association’s  committees  into  main  committees 
and  subcommittees;  namely,  House  of  Delegates  ap- 
pointed, Council  appointed,  and  president  appointed. 
The  committee  also  suggested  several  other  changes. 

Your  Reference  Committee  has  carefully 
studied  the  report  of  the  Committee  to  Study 
the  Committee  and  Organizational  Structure 
of  the  KSMA  to  the  1956  session  of  the  House 
of  Delegates.  Your  Reference  Committee  ap- 
proves the  proposed  regrouping  of  the  associa- 
tion's committees  into  main  committees  and 
subcommittees  under  the  three  appointing 
authorities  as  listed  in  the  report  with  the  fol- 
lowing exception:  Report  No.  4,  Supplement 
No.  “D”  to  the  Report  of  the  Council  of  the 
KSMA  to  the  House  of  Delegates  was  carefully 
considered.  This  report  recommended  that  the 
Legislative  Committee  be  appointed  by  the 
Council  rather  than  the  Speaker  of  the  House 
of  Delegates.  Your  Reference  Committee  sug- 
gests that  this  recommendation  of  the  House 
of  Delegates  be  carried  out  so  that  the  Com- 
mittee on  Legislation  be  appointed  by  the  Coun- 
cil rather  than  the  House  of  Delegates.  This 
reference  committee  recommends  the  change  as 
proposed  in  Chapter  VIII,  Section  1 ; the  change 
as  proposed  in  Chapter  VIII,  Section  5;  the 
change  as  proposed  in  Chapter  VIII,  Section  6. 
Your  Reference  Committee  recommends  that 
the  change  in  Chapter  VIII,  Section  7,  be  de- 
leted and  that  Chapter  VIII,  Section  7 remain 
the  same  as  written  in  the  existing  bylaws.  Your 
Reference  Committee  approves  the  last  para- 
graph of  this  report  which  recommends  that  the 
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World  Medical  Association  Committee  be 
abolished. 

Mr.  Speaker  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Committee  to  Study  the  Com- 
mittee and  Organizational  Structure  of  KSMA 
be  adopted. 

Advisory  Committee  on  Blood  Banks 

No  problems  in  blood  banking  have  been  referred 
to  the  State  Committee  and,  consequently,  a meeting 
of  this  committee  has  not  been  necessary. 

Attention  of  the  Association  is  called  to 
the  function  of  this  Committee  on  Blood  Banks 
and  it  is  recommended  that  local  problems  in 
blood  banking  be  referred  to  the  Advisory 
Committee  on  Blood  Banks.  This  Reference 
Committee  suggests  that  the  Chairman  of  this 
Committee  contact  the  local  societies,  inform- 
ing them  of  the  purpose  for  which  this  Com- 
mittee was  organized. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  on 
Blood  Banks  be  adopted. 

Advisory  Committee  on  Cancer 

Since  no  matters  were  referred  to  this  committee 
during  the  past  year,  no  formal  meeting  of  the  com- 
mittee was  held.  Each  member  was  contacted  by 
letter  and  the  committee  feels  the  following  facts 
should  be  entertained:  (1)  Cancer  is  the  fifth  major 
cause  of  death  in  Kentucky.  (2)  Kentucky  should 
assume  the  care  of  indigent  cases  in  the  State.  (3) 
Kentucky  should  have  two  or  three  well-organized, 
well-equipped  treatment  centers,  strategically  located, 
dedicated  soley  to  the  treatment  and  management  of 
malignant  disease. 

This  Reference  Committee  has  studied  this 
report  and  recommends  that  the  Report  of 
the  Cancer  Committee  be  resubmitted  after 
careful  review  of  the  existing  program  of  the 
Kentucky  Division  of  the  American  Cancer 
Society. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  on  Can- 
cer be  accepted. 

Advisory  Committee  on  Crippled  Children 

Since  no  matters  have  been  referred  to  this  com- 
mittee for  consideration  during  the  year,  no  meetings 
were  held.  So  far  as  is  known,  the  work  of  the  official 
State  agency,  Kentucky  Crippled  Children’s  Com- 
mission, has  proceeded  at  its  usual  pace. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  on  Crip- 
pled Children  be  adopted. 

Advisory  Committee  on  General  Practice 

At  its  formal  meeting  this  Advisory  Committee 
discussed  the  following  topics:  (1)  Passage  of  legis- 
lation by  the  AMA  and  KSMA  for  the  establishment 
of  General  Practice  Sections  in  all  hospitals  and 
medical  schools.  (2)  At  least  one  general  practitioner 
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be  on  the  Blue  Cross — Blue  Shield  Committees.  (3) 

A preceptorship  system  be  reestablished  in  the  Medi- 
cal School  at  Louisville.  i 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  on  Gen- 
eral Practice  be  adopted. 

Advisory  Committee  on  Pediatrics 

Projects  which  this  committee  was  formerly  in- 
terested in  are  now  being  handled  by  other  KSMA 
committees.  These  include  accident  and  poison  pre-  | 

vention  and  school  health.  The  committee  recom- 
mends that  the  House  of  Delegates  instruct  the  ap- 
propriate authority  to  definitely  define  the  purposes 
and  scope  of  its  activities  in  order  it  may  better  serve 
the  Association  and  its  patients. 

The  report  of  the  Advisory  Committee  on 
Pediatrics  has  been  studied  and  attention  is 
called  to  paragraph  3 recommending  that  the  i 

House  of  Delegates  instruct  the  appropriate 
authority  to  definitely  define  the  purpose  and 
scope  of  the  activities  of  this  committee  in  order 
that  it  may  better  serve  the  Association  and 
patients.  Your  Reference  Committee  recom- 
mends that  this  problem  be  referred  to  the 
Committee  on  Medical  Service. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report.  i 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  on  Pedi- 
atrics be  adopted. 

Advisory  Committee  on  Tuberculosis  | 

Since  no  action  has  been  taken  on  the  report  of  j 

this  committee,  which  was  approved  by  the  1955 

House  of  Delegates,  that  “a  locked  facility  be  estab- 
lished for  the  care  of  recalcitrant  ‘open’  tuberculous 
patients,”  the  committee  feels  this  matter  should 
again  be  brought  to  the  attention  of  the  Governor 
and  Legislators  at  Frankfort. 

The  report  of  the  Advisory  Committee  on 
Tuberculosis  has  been  studied. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
this  section  of  the  report  be  adopted. 

Rural  Kentucky  Medical  Scholarship  Fund 

This  report  reviewed  the  activities  of  the  Fund  for 
the  past  year.  A total  of  295  loans  was  made  or 
was  in  the  process  of  being  made  at  the  time  the  re- 
port was  prepared.  A total  of  $50,000  for  the  Fund 
was  assigned  to  the  State  Department  of  Health  in  ' 

the  Governor’s  budget  recommendations  for  the  bi-  ( 

ennium  from  July  1,  1956  to  June  30,  1957.  The  pro- 
gram of  the  Fund  continues  to  make  a threefold 
contribution:  (1)  worthy  medical  students  are  being 
helped  to  finance  their  way  through  medical  school; 

(2)  people  in  many  rural  areas  of  our  State  are  re- 
ceiving more  adequate  medical  care;  and  (3)  the 
medical  profession  is  gaining  good  public  relations. 

The  Reference  Committee  has  studied  this 
report  carefully. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Rural  Kentucky  Medical 
Scholarship  Fund  be  adopted.  , 
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Board  of  Directors  of  Kentucky  Physicians  Mutual,  Inc. 

This  report  concern  the  seventh  year  of  operation 
of  the  plan.  Attention  is  called  to  its  continued  rapid 
growth  and  its  sound  financial  condition,  together 
with  a condensed  financial  statement.  The  success  and 
continued  growth  has  been  due  in  no  small  measure 
to  the  efficient  administrative  and  enrollment  organi- 
zation which  has  been  available  through  affiliation 
with  the  Kentucky  Blue  Cross  Hospital  Plan,  Inc.  At 
the  meetings  of  the  Board  of  Directors  and  various 
committees  actions  were  taken  by  the  Board,  as 
deemed  necessary,  and  attention  was  called  to  other 
important  matters.  Among  these  were  the  appoint- 
ment of  a committee  to  restudy  the  subject  of  “Serv- 
ice vs.  Indemnity  Benefits,”  the  appointment  of  a 
long-range  planning  committee,  the  matter  of  medi- 
cal-surgical coverage  for  the  dependents  of  Service 
personnel  was  discussed,  and  as  a result  of  a sugges- 
tion made  during  the  Annual  Conference  of  Blue 
Shield  and  Blue  Cross  Plans  a forum  was  presented 
by  the  Kentucky  Physicians  Mutual  in  Louisville,  to 
which  officers  of  State  and  County  Medical  Societies 
and  the  members  of  the  Insurance  Committee  of 
KSMA  were  invited. 

Vour  Reference  Committee  has  studied  this 
report  carefully. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Board  of  Directors  of  the  Ken- 
tucky Physicians  Mutual  be  adopted. 

Report  of  the  President 

This  section  of  the  President’s  report  pertains  to  his 
suggestion  that  KSMA  continue  to  have  a physician 
as  the  official  secretary  of  the  organization. 

Your  Reference  Committee  has  carefully 
considered  this  paragraph  of  the  President’s  re- 
port and  strongly  endorses  the  recommendation 
contained  therein. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
this  portion  of  the  President’s  report  be 
adopted. 

Report  of  the  Secretary  Pro  tern  I Recommendation ) 

“After  serving  as  your  Secretary-Editor  these  past 
months  and  observing  the  duties  of  both  offices  at 
close  range,  it  is  my  opinion  that  the  two  positions 
should  be  separated.” 

This  Reference  Committee  has  studied  this 
portion  of  the  report  and  endorses  this  recom- 
mendation. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  recommendation  of  the  Secretary  Pro  tern, 
relative  to  the  separation  of  the  offices  of  Secre- 
tary-Editor be  adopted. 

Report  of  the  Editor  Pro  tern  IRecommendation) 

This  recommendation  is  the  same  as  that 
made  in  the  report  of  the  Secretary  Pro  tern. 

This  Reference  Committee  endorses  the 
recommendation  in  this  report,  so  that  the 
position  of  Secretary-Editor  be  separated  in 
order  that  the  Editor  will  not  be  involved  with 
the  duties  of  the  Secretary.  The  Committee  to 


Study  the  Constitution  and  Bylaws  has  a speci- 
fic recommendation  on  this  matter. 

Mr.  Speaker,  1 move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  recommendation  contained  in  the  report  of 
the  Editor  Pro  tern  be  adopted. 

Supplement  “C”  to  the  Report  of  the  Council 

“The  Council  recommends  to  the  House  of  Dele- 
gates a change  in  the  bylaws  whereby  the  election  of 
the  Executive  Secretary  of  KSMA  be  made  with  the 
approval  of  the  Secretary  of  the  KSMA.” 

As  indicated  in  the  first  paragraph  of  this 
Reference  Committee’s  report,  which  was  on 
the  Committee  to  Study  the  Constitution  and 
Bylaws,  this  Supplement  “C”  was  carefully 
studied  and  after  considerable  testimony  it  was 
the  unanimous  decision  of  this  Reference  Com- 
mittee to  follow  the  recommendation  of  the 
Committee  to  Study  the  Constitution  and  By- 
laws relative  to  the  wording  of  Chapter  VII, 
Section  1 1 . 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report  as  amended. 

The  motion  was  seconded  and  carried  that 
recommendation  in  Supplement  “C”  be  han- 
dled as  suggested  in  the  Report  of  the  Com- 
mittee to  Study  the  Constitution  and  Bylaws. 

Supplement  “D"  to  the  Report  of  the  Council 

“The  Council  wishes  to  go  on  record  as  recom- 
mending to  the  House  of  Delegates  that  the  Legisla- 
tive Committee  be  appointed  by  the  Council  rather 
than  by  the  Speaker  of  the  House  of  Delegates  as 
recommended  in  the  report  of  the  Committee  to  Study 
the  Committee  and  Organizational  Structure  of  the 
Kentucky  State  Medical  Association.” 

Your  Reference  Committee  carefully  con- 
sidered this  recommendation  which  was  carried 
out  and  which  is  contained  in  the  Report  of  the 
Committee  to  Study  the  Committee  and  Or- 
ganizational Structure  of  the  KSMA. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  made  and  seconded  that 
Supplement  “D”  to  the  Council  Report  be 
adopted. 

Resolution  “H” — Number  of  Delegates 

“WHEREAS,  Warren  County  has  had  more  than 
25  active  members  and  only  one  delegate  for  many 
years. 

“WHEREAS,  it  takes  many  years  for  counties  of 
our  size  to  increase  as  many  as  13  members  (which 
is  the  required  number  over  multiples  of  25)  in  order 
to  obtain  an  additional  delegate. 

“RESOLVED,  that  the  following  part  of  Chapter 
XII,  Section  12,  of  the  KSMA  bylaws,  which  reads 
as  follows: 

“ ‘Each  component  society  may  be  represented  by 
one  delegate  for  each  25  members  in  good  standing 
or  major  fraction  thereof.  Provided,  however,  that 
each  component  society  shall  be  entitled  to  at  least 
one  delegate  regardless  of  the  number  of  members 
it  may  have  . . .’ 

Be  amended  to  read: 

“ ‘Each  component  society  may  be  represented  by 
one  delegate  for  each  25  members  in  good  standing 
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plus  one  delegate  for  one  or  more  members  in  ex- 
cess of  multiples  of  25.  Provided,  however,  that 
each  component  society  shall  be  entitled  to  at  least 
one  delegate  regardless  of  the  numbers  of  members 
it  may  have  . . ” 

Your  Reference  Committee  has  carefully 
studied  this  Resolution. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
Resolution  “H,”  submitted  by  the  Warren 
County  Medical  Society  be  adopted. 

Mr.  Speaker,  I move  the  acceptance  of  this 
report  as  a whole. 

The  motion  was  seconded  and  carried  that 
the  report  of  Reference  Committee  No.  5 be 
accepted. 

Signing  the  report  of  Reference  Committee 
No.  5 were;  Roy  H.  Moore,  M.D.,  Louisville, 
chairman;  Frank  Duncan,  M.D.,  Monticello, 
vice-chairman;  Glenn  W.  Bryant,  M.D.,  Louis- 
ville; George  Riley,  M.D.,  Covington;  Charles 
F.  Martin,  M.D.,  Winchester. 

REFERENCE  COMMITTEE  NO.  6 

Leon  Higdon,  M.D.,  Chairman 
Reports  on  Miscellaneous  Business 

Delegation  to  AMA 

The  Delegates  to  AMA  presented  a very  complete 
report  of  their  activities  in  that  capacity  for  the  past 
year.  They  attended  the  interim  session  at  Boston 
as  well  as  the  Annual  AMA  Meeting  in  Chicago. 
Doctor  Elmer  Hess  retired  as  President  of  AMA, 
Doctor  Dwight  H.  Murray  was  inducted  as  President 
and  Doctor  David  Allman  of  Atlantic  City  was  named 
President — elect.  Hospital  accreditation,  evaluation  of 
graduates  of  foreign  medical  schools,  private  practice 
of  medical  school  faculty  members,  federal  aid  to 
medical  education  and  premature  publicity  on  new 
drugs  were  among  the  major  subjects  acted  upon  by 
the  House  of  Delegates  of  the  American  Medical  As- 
sociation at  its  105th  Annual  Meeting,  which  was 
held  in  Chicago  in  June. 

This  Committee,  as  well  as  the  members  of 
the  House  of  Delegates,  has  heard  the  splendid 
report  of  Doctors  Clark  Bailey  and  W.  Vinson 
Pierce  read  to  us  by  Doctor  Bailey  Monday 
night.  We  wish  to  commend  our  delegates  to 
the  American  Medical  Association  for  the 
splendid  manner  in  which  they  have  brought 
us  up-to-date  on  the  activities  of  the  American 
Medical  Association. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Kentucky  Delegation  to  the 
American  Medical  Association  be  adopted. 

Committee  on  Arrangements 

The  committee  reported  that  arrangements  for  the 
development  of  the  1956  Annual  Meeting  of  KSMA 
have  long  since  been  made  and  published.  During  the 
1955  session  of  the  House  of  Delegates  the  Commit- 
tee to  Study  the  Constitution  and  Bylaws  was  author- 
ized to  submit  a proposal  to  the  1956  session  that 
would  abandon  the  Arrangements  Committee  and 
transfer  the  duties  to  the  Committee  on  Scientific  As- 
sembly. 
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Mr.  Speaker,  we  wish  to  recognize  the  vast  i 

amount  of  work  and  planning  which  has  been 
necessary  for  the  Committee  on  Arrangements 
and  heartily  commend  them  for  the  smooth 
manner  in  which  their  efforts  are  being  carried 
out. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Committee  on  Arrangements 
be  adopted. 

Committee  on  Scientific  Assembly  t 

The  Committee  reported  that  it  had  begun  work  on 
this  1956  Annual  Meeting  immediately  after  the  1955 
meeting.  Two  more  specialty  groups  were  added 
(Orthopedic  and  Radiologic),  making  a total  of  ' 

eleven.  Other  additions  were  three  postgraduate  re-  ! 

fresher  courses  and  scientific  movies.  j 

We  wish  to  point  to  the  very  excellent  scienti-  I 

fic  program  which  your  Committee  has  pre- 
pared. The  success  of  our  meeting  is  due 
largely  to  their  good  work  and  their  long 
preparation. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Committee  on  Scientific  As- 
.sembly  be  adopted. 

Cerebral  Palsy  Committee  i 

This  Committee  did  not  meet  during  the  past  year. 

However,  the  chairman  has  been  in  frequent  contact 
with  the  Cerebral  Palsy  Center  and  spoke  before  a 
regular  meeting  of  the  parents  of  patients  under  treat- 
ment by  the  Center. 

Although  this  Committee  had  no  meeting 
during  the  year,  we  wish  to  commend  it  for  the 
present  policy  of  keeping  in  contact  and  co- 
operating with  the  family  or  referring  physician 
so  far  as  possible.  It  is  recommended  that  the 
Committee  make  an  effort  to  have  at  least  one 
meeting  during  the  year.  We  respectfully  point 
out  the  value  of  a close  contact  between  the 
medical  profession  and  these  various  lay  com- 
mittees which  deal  with  health  matters.  Such 
close  contact  will  help  control  their  activities, 
fund  raising  drives,  budget  matters,  etc. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Cerebral  Palsy  Committee  be 
adopted. 

Committee  on  Emergency  Medical  Service 
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This  committee  did  not  meet  during  the  past  year. 

As  this  report  points  out,  there  has  been  no 
meeting  of  the  Committee  this  year.  However, 
I should  like  to  say  that  as  a former  member 
of  the  Committee,  a lot  of  work  has  been  done 
by  the  Committee  during  the  previous  years. 
The  work  of  the  five  mobile  support  groups 
throughout  the  year  has  remained  active  and 
is  carrying  out  the  planning  of  this  Committee. 
We  recommend  that  the  major  suggestion  made 
by  this  Committee  last  year  be  adopted; 
namely,  that  the  medical  profession  encourage 


all  people  to  have  some  accurate  knowledge  of 
their  blood  type  and  RH  factor  on  a form  that 
would  obviate  the  necessity  for  repetition.  Also, 
I should  like  to  point  out  that  90%  of  the 
services  of  physicians  in  any  emergency  de- 
pends upon  the  physicians’  knowledge  of  their 
subject.  The  other  10%  can  readily  be  worked 
out  in  time  of  emergencies.  We  should  like  to 
further  recommend  increasing  efforts  on  the 
part  of  the  medical  profession  on  the  matter 
of  educating  the  public  as  to  the  value  of  such 
immunization  as  tetanus  and  typhoid  toxoids. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Committee  on  Emergency 
Medical  Service  be  adopted. 


This  committee  held  one  meeting  during  the  past 
year.  There  was  discussion  on  Kentucky  Physicians 
Mutual’s  place  in  the  overall  health  insurance  pro- 
gram; and  a plan  was  presented  whereby  insurance 
companies  could  get  the  necessary  information  from 
hospital  records  to  evaluate  a claim  without  having 
unrestricted  access  to  the  patient’s  confidential  record. 

This  report  has  been  reviewed  by  your  Com- 
mittee, and  we  recommend  acceptance  of  the 
report  with  the  exception  of  paragraph  four 
(of  the  “Plan”)  action  which  is  deferred  to 
Committee  No.  3.  This  paragraph  deals  with 
amending  the  Kentucky  State  Medical  Associa- 
tion Constitution,  and,  therefore,  is  deferred  to 
Committee  No.  3. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Insurance  Committee  be 
adopted. 

Committee  on  Infant  and  Maternal  Mortality 

This  committee  held  one  meeting  during  the  year, 
at  which  time  it  decided  to  present  the  following 
resolution  to  the  House  of  Delegates: 

“That  this  committee  recommend  to  the  House  of 
Delegates  of  the  Kentucky  State  Medical  Associa- 
tion that  a Maternal  Mortality  Committee  be  acti- 
vated for  the  purpose  of  a study  of  maternal  mortal- 
ity and  that  a program  be  developed  similar  to  pro- 
grams in  other  states  and  that  this  study  be  con- 
tinued for  at  least  five  years.  It  is  suggested  that 
the  committee  be  composed  of  ten  appointed  mem- 
bers; that  two  of  these  be  appointed  for  five  years, 
two  for  four  years,  two  for  three  years  and  two  for 
two  years  and  two  for  one  year.  Each  succeeding 
year  two  members  shall  be  appointed  by  the  presi- 
dent of  KSMA.  Also,  that  the  Director  of  the  Di- 
vision of  Maternal  and  Child  Health  of  the  State 
Department  of  Health  and  one  full-time  member  of 
all  medical  schools  Obstetrical  Department  in  the 
State  of  Kentucky  be  ex-officio  members.  It  is 
further  suggested  that  the  KSMA  president  appoint 
one  of  the  senior  members  as  chairman  and  that 
the  other  senior  member  be  co-chairman.” 

This  Committee  presents  the  following  reso- 
lution: “That  this  Committee  recommend  to 
the  House  of  Delegates  of  the  Kentucky  State 
Medical  Association  that  a Maternal  Mortality 
Committee  be  activated  for  the  purpose  of  a 


study  of  maternal  mortality  and  a program  be 
developed  similar  to  programs  in  other  states 
and  that  this  study  be  continued  for  at  least 
five  years.” 

Mr.  Speaker,  we  recommend  the  adoption  of 
this  report  and  that  the  President  appoint  such 
a Committee  as  suggested  by  this  resolution. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Committee  on  Infant  and 
Maternal  Mortality  be  adopted. 

Advisory  Committee  to  Selective  Service 

This  report  states  that  the  demand  for  physicians 
has  been  very  light  during  the  past  year.  The  coming 
year  indicates  more  action  because  many  physicians 
will  be  discharged  in  early  1957.  By  July  1,  1957  the 
"Doctors  Draft”  law  will  expire  and  it  is  unlikely 
that  it  will  be  re-enacted.  Young  physicians  will  be 
inducted  or  encouraged  to  enlist.  Insofar  as  possible, 
Kentucky  men  in  key  and  isolated  areas  will  be  pro- 
tected and  encouraged  to  remain  at  present  locations, 
unless  replacements  can  be  secured. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  to  Selec- 
tive Service  be  adopted. 

Committee  on  Scientific  Exhibits 

This  committee  reported  the  number  of  exhibits 
and  the  spaces  utilized  were  reduced,  but  it  felt  they 
would  be  in  a better  location  for  viewing  than  in  the 
past. 

Mr.  Speaker,  we  recommend  adoption  of 
this  report  and  urge  all  Kentucky  State  Medical 
Association  members  to  view  the  scientific  ex- 
hibits. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Committee  on  Scientific  Ex- 
hibits be  adopted. 

Woman’s  Auxiliary 

Ihe  Woman’s  Auxiliary  to  the  KSMA  reported  a 
very  active  year.  At  the  1956  National  Convention  of 
the  Woman’s  Auxiliary  to  American  Medical  Associa- 
tion, which  was  held  in  Chicago.  Mrs.  Clark  Bailey 
of  Harlan  was  elected  second  vice  president  and  Mrs. 
Karl  Winter,  immediate  past  president,  is  Southern 
Regional  Chairman  of  the  Public  Relations  Commit- 
tee of  the  National  Auxiliary.  The  Auxiliary  expects 
to  continue  expanding  during  the  coming  year. 

Mr.  Speaker,  we  move  the  adoption  of  this 
report.  We  would  like  to  point  out  that  the 
Woman’s  Auxiliary  has  a membership  of  1,051 
with  60  new  members  in  the  current  year.  We 
should  like  to  commend  them  for  their  zealous 
activities  and  thank  them  for  their  many  efforts 
in  our  behalf. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Woman’s  Auxiliary  to  KSMA 
be  adopted. 

Mr.  Speaker,  1 move  the  acceptance  of  this 
report  as  a whole. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Reference  Committee  No.  6 
be  accepted. 

Signing  the  report  of  Reference  Committee 
No.  6 were:  Leon  Higdon,  M.D.,  Paducah, 
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“1.  That  the  President  of  the  KSMA  for  the 
year  1956-57  be  directed  to  name  one  physician 
from  each  Councilor  District  to  be  responsible 
for  the  promotion  of  attendance  at  the  1957 
National  Conference  for  his  Councilor  District. 

“2.  That  each  physician  appointed  under 
No.  1 recommendation  select  one  physician 
from  each  county  in  the  Councilor  District  who 
will  be  responsible  for  the  promotion  of  attend- 
ance from  his  home  county. 

“3.  That  the  House  of  Delegates  direct  that 
the  promotion  of  the  Twelfth  National  Confer- 
ence on  Rural  Health,  which  will  be  held  at 
the  Brown  Hotel  on  March  7,  8,  and  9,  1957, 
be  recognized  as  of  major  importance  to  each 
member  of  the  Kentucky  State  Medical  Asso- 
ciation.” 

After  conference  with  the  Chairman  of  this 
Committee,  it  is  further  recommended  that  the 
President  of  the  Kentucky  State  Medical  Asso- 
ciation request  of  the  President  of  the  Jefferson 
County  Medical  Society  that  a Hospitality 
Committee  be  appointed  to  serve  with  the  Com- 
mittee on  Rural  Health. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Rural  Health  Committee  be 
adopted. 

Committee  on  School  Health 

It  was  the  opinion  of  this  committee  that  this  is  the 
opportune  time  for  greater  emphasis  on  direction  of 
school  health  activities  by  the  medical  and  dental  pro- 
fessions, but  there  is  still  need  for  wider  understand- 
ing of  the  problems  by  the  individual  physicians  and 
dentists  and  a willingness  on  the  part  of  county  socie- 
ties to  cooperate.  Such  a state-wide  program  cannot 
be  implemented  in  a hasty  manner.  The  committee 
rcommends:  (1)  consultation  with  the  State  Dental 
Association,  State  Department  of  Public  Instruction 
and  State  Department  of  Health  regarding  the  forma- 
tion of  county  school  health  committees;  (2)  an  edu- 
cational program  directed  at  the  profession  regarding 
the  school  health  problem  by  means  of  the  Secretary’s 
Letter  and  Journal;  and  (3)  distribution  of  a copy 
of  the  approved  principles  of  a school  health  program 
to  each  county  medical  society  secretary  with  the  re- 
quest that  they  be  read  to  the  society. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  School  Health  Committee  be 
adopted. 

Advisory  Committee  on  Physical  Therapy 

This  committee  had  no  activities  of  note  to  report. 

Mr.  Speaker,  I move  the  adoption  of  this 
report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Advisory  Committee  on  Physi- 
cal Therapy  be  adopted. 

Committee  on  Technical  Exhibits 

This  committee  reported  that  all  available  booths 
(65)  were  rented,  and  several  companies  were  on  the 
waiting  list.  It  has  endeavored  to  maintain  the  high 
standards  of  the  exhibitors  and  carry  on  the  campaign 


chairman;  Carl  Pigman,  M.D.,  Whitesburg, 
vice-chairman;  Blaine  Lewis,  Jr.,  M.D.,  Louis- 
ville; Douglas  Jenkins,  M.D.,  Richmond; 
Robert  J.  Hoffman,  M.D.,  Covington. 

REFERENCE  COMMITTEE  No.  7 

L.  F.  Beasley,  M.D.,  Chairman 
Reports  on  Miscellaneous  Business 

Committee  for  Contribution  to  American 
Medical  Education  Foundation 

The  chairman  of  this  committee  reported  that  he 
had  attended  the  meeting  of  the  National  Committee 
of  the  American  Medical  Education  Foundation  where 
methods  of  raising  funds  were  discussed.  It  was  de- 
cided that  the  best  method  to  follow  was  one  of  indi- 
vidual solicitation;  however  this  did  not  prove  very 
successful  during  the  past  year.  The  committee  re- 
ported, also,  that  the  Woman’s  Auxiliary  to  the  AMA 
had  been  very  active  in  behalf  of  the  American  Medi- 
cal Education  Foundation. 

Mr.  Speaker,  I move  the  adoption  of  this  re- 
port. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Committee  for  Contribution 
to  American  Medical  Education  Foundation  be 
adopted. 

Committee  on  Geriatrics  and  Long-term  Illness 

No  meetings  of  this  committee  were  held  during 
the  past  year  and  there  is  no  business  to  report.  The 
Chairman  feels  that  this  is  an  area  of  activity  in 
which  the  Association  should  take  an  active  and  con- 
tinuing interest. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Committee  on  Geriatrics  and 
Long-term  Illness  be  adopted. 

KSMA  Dental  Committee 

No  new  business  was  referred  to  this  committee 
and  it  did  not  meet  during  the  past  year. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  KSMA  Dental  Committee  be 
adopted. 

KSMA  Pharmacy  Commitfee 

No  meetings  were  held  and  no  business  was  trans- 
acted by  this  committee  during  the  past  year. 

Mr.  Speaker,  I move  the  adoption  of  this  re- 
port. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  KSMA  Pharmacy  Committee 
be  adopted. 

Committee  on  Rural  Health 

This  Committee  has  started  work  on  one  of  the 
most  important  public  relations  projects  ever  given  to 
organized  medicine  in  Kentucky — the  National  Con- 
ference on  Rural  Health,  which  will  be  held  in  Louis- 
ville on  March  7,  8,  and  9,  1957.  Mr.  Aubrey  Gates, 
Field  Director  of  the  AMA  Council  on  Rural  Health, 
will  be  working  with  KSMA  and  the  Kentucky  Rural 
Health  Council  in  the  promotion  of  this  project.  The 
Committee  submitted  three  recommendations  that  it 
felt  would  help  make  this  Conference  a success. 

Our  Reference  Committee  feels  that  this 
Committee  is  to  be  commended  for  the  work  it 
has  done  and  for  its  report  in  which  the  follow- 
ing recommendations  were  made; 


December  1956  • The  Journal  of  the  Kentucky 

i 


1088 


to  acquaint  the  membership  with  their  products  and 
services. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Committee  on  Technical  Ex- 
hibits be  adopted. 

Conference  of  Presidents  and  Other  Officers  of 
Medical  Associations 

This  conference  was  held  on  June  10  at  Chicago. 
At  this  meeting  KSMA’s  representative  G.  Y.  Graves, 
M.D.,  was  inducted  as  President.  Doctor  Graves  sub- 
mitted a resume  of  the  program. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Conference  of  Presidents  and 
Other  Officers  of  Medical  Associations  be 
adopted. 


Joint  Commission  for  Improvement  of  Patient  Care 

This  commission  reported  that  it  had  discussed 
problems  confronting  hospitals,  physicians,  and  nurses 
in  relation  to  the  patient.  This  Joint  Commission  con- 
tinues to  educate  its  members  in  the  variety  of  prob- 
lems that  present  themselves  and  serves  a useful  pur- 
pose in  that  impressions  from  various  viewpoints  are 
brought  together. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  the  Joint  Commission  for  Im- 
provement of  Patient  Care  be  adopted. 

Advisory  Council  to  the  U.  of  L.  School  Student  AMA  Chapter 

The  KSMA  representative  on  this  Council  reported 
favorably  on  the  program  and  commended  the  fine 
work  of  Robert  Overstreet,  who  was  elected  President 
of  the  Student  AMA  this  past  May. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  KSMA’s  Representative  on  the 
Advisory  Council  to  U.  of  L.  School  Student 
AMA  Chapter  be  adopted. 

Mr.  Speaker,  I move  the  adoption  of  this 
section  of  the  report. 

The  motion  was  seconded  and  carried  that 
the  report  of  Reference  Committee  No.  7 be 
adopted. 

Signing  the  report  of  Reference  Committee 
No.  7 were:  L.  F.  Beasley,  M.D.,  Franklin, 
chairman;  Keith  P.  Smith,  M.D.,  Corbin,  vice- 
chairman;  Carl  Cooper,  Jr.,  M.D.,  Bedford; 
Charles  C.  Rutledge,  M.D.,  Hazard;  J.  S. 
Llewellyn,  M.D.,  Louisville. 

There  was  no  unfinished  business. 

The  Speaker  requested  that  the  nominees 
selected  by  the  Awards  Committee  be  pre- 
sented again  and  that  other  nominations,  if 
any,  be  made  from  the  floor. 

The  nominees,  as  presented  by  the  Awards 
Committee,  were: 

C.  T.  Coleman,  M.D.,  for  the  General  Prac- 
titioner Award 


Joseph  T.  Molony,  M.D.,  for  the  Distin- 
guished Service  Award 

A motion  was  made,  seconded  and  carried 
that  the  nominations  be  closed  and  that  the 
Secretary  cast  a single  ballot  electing  Doctors 
Coleman  and  Molony. 


At  this  time  the  following  were  elected  to 
fill  the  vacant  offices  for  the  coming  year. 


President  Elect 

Vice  Presidents: 
Central 

Eastern 

Western 

Secretary 

Speaker 

Vice  Speaker 

Delegate  to  AMA 

Alternate  Delegate 
to  AMA 


Edward  B.  Mersch, 

M.D.,  Covington 

Karl  D.  Winter,  M.D., 
Louisville 

Carl  Norfleet,  M.D., 
Somerset 

Charles  R.  Yancey, 

M.D.,  Hopkinsville 

Woodford  B.  Troutman, 
M.D.,  Louisville 

Clyde  C.  Sparks,  M.D., 
Ashland 

George  W.  Pedigo,  Jr., 
M.D.,  Louisville 

W.  Clark  Bailey,  M.D., 
Harlan 

Robert  C.  Long,  M.D., 
Louisville 


At  this  time  the  delegates  from  the  counties 
in  the  districts  which  were  to  elect  councilors 
and  who  had  held  individual  meetings  after  the 
first  session  of  the  House  presented  their 
nominations  and  the  following  were  elected: 


First  District  J.  Vernon  Pace,  M.D., 

Paducah 

Third  District  Ralph  D.  Lynn,  M.D., 

Elkton 

Fourth  District  W.  Keith  Crume,  M.D., 

Bardstown 

Eighth  District  Norman  Adair,  M.D., 

Covington 

(to  fill  unexpired  term  of  Doctor  Mersch) 

Twelfth  District  Garnett  J.  Sweeney, 

M.D.,  Liberty 

Fourteenth  District  Charles  C.  Rutledge, 
M.D.,  Hazard 


The  Nominating  Committee  to  serve  at  the 
1957  Annual  Meeting  was  elected  as  follows: 

C.  C.  Johnston,  M.D.,  Lexington 
V.  G.  Kinnaird,  M.D.,  Lancaster 
John  S.  Llewellyn,  M.D.,  Louisville 
A.  O.  Miller,  M.D.,  Louisville 
Carlisle  Morse,  M.D.,  Louisville 

The  new  Speaker  announced  that  he  would 
appoint  the  Awards  Committee  at  a later  date. 

There  being  no  further  business  a motion 
was  made,  seconded  and  carried  that  the  meet- 
ing adjourn  at  11:26  p.m. 
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“WHY” 


From  the  earliest  days  of  civilization,  ever 
since  man  has  attempted  to  resolve  differ- 
ences with  his  fellow  man  by  wars,  certain 
general  strategic  principles  have  been  accepted 
as  sound  in  pressing  any  military  endeavor  to  a 
successful  conclusion. 

Among  these  is  that  a well-planned  and  well- 
executed  offense  is  much  more  effective  than 
even  the  best  managed  defense.  An  army  cap- 
able of  launching  an  offensive  at  a time  and 
place  of  its  own  choosing,  has  a decided  tacti- 
cal advantage  over  its  enemy  who  must  wait 
with  uncertainty  until  the  battle  is  a reality,  and, 
at  that  time,  the  deployment  of  his  forces  may 
not  be  commensurate  with  the  striking  power 
of  his  enemy. 

In  the  ancient  game  of  chess,  the  player  who 
is  able  to  take  over  the  offensive,  to  deploy  his 
knights,  rooks,  and  pawns  to  strike  at  a time 
and  place  of  his  own  design,  is  able  to  decimate 
gradually  his  opponents’  forces  while  his  adver- 
sary futilely  jumps  from  space  to  space  attempt- 
ing to  prevent  a complete  annihilation  of  his 
men.  But  as  long  as  his  opponent  retains  the 
offensive,  the  eventual  weakening  of  his  posi- 
tion will  result  in  the  inevitable  check-mate. 

Keeping  this  in  mind,  let  us  be  introspective 
for  a moment  and  evaluate  medicine’s  position 
in  the  field  of  the  medical  care  of  our  people. 
Certain  fundamental  questions  present  them- 
selves demanding  an  answer.  Why  must  private 
medicine  be  continually  placed  in  the  position 
of  defending  its  very  existence?  Why  are  na- 
tional lay  groups  taking  over  piece  by  piece 
certain  diseases  such  as  cancer,  poliomyelitis, 
or  cerebral  palsy,  etc.,  or  certain  phases  of 
medical  care,  dictating  its  method  of  treatment, 
who  shall  or  shall  not  care  for  the  patient,  what 
the  care  of  the  disease  shall  cost,  or  how  much 
to  remunerate  the  physician  for  dispensing  his 
services? 

Why  is  the  government,  through  its  various 
agencies,  repeatedly  and  under  numerous  sub- 
terfuges, attempting  to  get  ever  increasing 
numbers  of  people  out  of  the  hands  of  private 
medicine  and  under  the  domain  of  a medical 
bureaucracy  administered  to  a large  extent  by 
non-medical  personnel  who  dictate  an  overall 
medical  policy  to  the  professional  hirelings 
whom  they  employ?  Why  is  private  medicine 
gradually  surrendering  its  prerogatives  to 
sociologists  of  one  type  or  another  when  these 


latter  have  already  shown  their  ineffectiveness 
and  their  inability  to  keep  abreast  sociologi- 
cally with  the  pace  set  by  medicine  in  keeping 
larger  and  larger  numbers  of  people  alive  and 
healthy  over  longer  and  longer  periods  of  time? 

A critical  self-evaluation  is  mandatory  NOW. 
Have  we  been  guilty  of  allowing  the  softness  of 
prosperous  time  or  the  comforts  of  present 
civilization  to  narcotize  us  into  a blissful  sense 
of  complacency?  Are  we  actually  so  self- 
centered  that  we  have  forgotten  the  needs  of 
the  people  whom  we  are  dedicated  to  serve? 
Have  we  entrenched  ourselves  in  a fortress  of 
smug  indifference  or  behind  a wall  of  vanity? 
Thus  we  have  been  accused  by  those  attempt- 
ing to  usurp  the  prerogatives  of  private  medi- 
cine. Or  are  the  present  members  of  the  medi- 
cal profession  so  spineless  and  lacking  in  the 
intestinal  fortitude  which  characterized  our  pro- 
fessional forbears  that  we  abjectly  succumb  to 
whatever  and  whomever  desires  to  emasculate 
us  and  render  us  a completely  negligible  force 
in  their  overall  plans. 

Are  we  too  weak  or  are  we  afraid  to  fight? 
Must  we  docilely  submit  to  a not  too  gradual 
dismemberment  until  only  a shell  of  what  was 
once  a virile  profession  remains?  Or  are  we 
still  capable  of  launching  a powerful  offensive? 

Medicine  is  now  definitely  on  the  defensive. 
WHY? 

Richard  J.  Rust,  M.D. 

HOW  DEEP  IS  YOUR  CONVICTION? 

A House  Committee  of  the  United  States 
Congress  has  recently  mailed  a question- 
naire to  most  medical  organizations  rela- 
tive to  federal  aid  to  medical  education.  The 
implications  of  this  questionnaire  are  apparent 
to  all  of  us. 

As  you  know,  the  American  Medical  Educa- 
tion Foundation  was  organized  and  sponsored 
by  the  American  Medical  Association  in  1951 
to  seek  financial  contributions  in  behalf  of  the 
medical  schools.  The  medical  profession’s  an- 
nual goal  is  $2,000,000  and  this  sum  is  needed 
in  addition  to  funds  contributed  annually  from 
other  sources.  Industry  and  business  are  asked 
(Continued  on  Page  1091) 
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(Continued  from  Page  1090) 
to  assist  in  raising  the  additional  amounts  to 
meet  the  annual  $10,000,000  operational 
deficit  of  our  medical  schools.  Unless  we  re- 
duce this  deficit,  the  practice  of  medicine  as 
we  know  it  today  will  no  longer  exist. 

In  1955  the  A.M.E.F.  disbursed  $1,120,000 
to  the  medical  schools.  Since  1951  the  total 
forwarded  by  the  Foundation  has  been 
$4,684,312.  Together  with  contributions  from 
industry  collected  through  the  National  Fund 
for  Medical  Education  $9,598,491  has  been 
made  available  to  the  schools  since  1951. 

The  fifth  annual  report  of  the  Foundation 
shows  that  while  approximately  20  per  cent  of 
Kentucky’s  physicians  contributed  to  the 
alumni  programs  of  their  own  schools,  a sub- 
stantially smaller  percentage  contributed  to  the 
A.M.E.F. 

Unquestionably,  the  overwhelming  majority 
of  physicians  will  want  to  share  in  this  vital 
program  when  they  understand  its  full  meaning. 
It  may  only  be  concluded  from  the  statistics 
that  most  of  our  physicians  have  not  been  made 


aware  of  the  pressing  financial  need  that  exists 
in  our  medical  schools  and  need  to  be  educated 
to  the  important  role  they  as  individuals  must 
play  in  meeting  the  school’s  plight. 

By  contributing  to  the  A.M.E.F.  the  medical 
profession  is  factually  stating  its  depth  of  con- 
viction in  the  present  character  of  our  medical 
schools.  Additional  solid  response  from  our 
profession  will  stimulate  a like  response  from 
business  and  industrial  groups.  Louis  H.  Bauer, 
M.D.,  A.M.E.F.  President,  points  out,  “As 
long  as  our  institutions  of  higher  learning  re- 
main free  from  Federal  subsidy  and  control, 
the  future  freedom  of  this  nation  is  assured 
and  the  rights  of  the  individual  protected.’’ 

Your  KSMA  Committee  for  Contributions  to 
A.M.E.F.  urges  each  member  to  recognize  the 
opportunities  and  obligations  that  face  us.  Mail 
your  contribution  to  the  A.M.E.F.,  535  North 
Dearborn  St.,  Chicago  10,  before  January  1, 
1957.  You  may  designate  the  school  you  wish 
to  have  receive  your  contribution  if  you  so  de- 
sire. 

Claude  C.  Waldrop,  M.D.,  Chairman, 
Committee  for  Contributions  to  A.M.E.F. 
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Rural  Health  Leaders  Plan 
for  National  Conference 

Approximately  25  state-wide  organizations,  inter- 
ested in  elevating  rural  health  in  the  Commonwealth, 
are  cooperating  with  the  Kentucky  Rural  Health 
Council  to  promote  attendance  at  the  1957  National 
Conference  on  Rural  Health,  to  be  held  at  the 
Brown  Hotel  in  Louisville,  March  7-9.  The  Con- 
ference is  sponsored  annually  by  the  American  Medi- 
cal Association. 

Activities  are  under  the  general  direction  of  Wyatt 
Norvell,  M.D.,  New  Castle,  chairman  of  the  KSMA 
Committee  on  Rural  Health  and  of  the  Kentucky 
Rural  Health  Council.  Suggestions  for  program 
topics,  entertainment,  and  special  features,  as  re- 
ceived from  the  various  groups,  are  being  coordi- 
nated, and  the  annual  nation-wide  convention — com- 
ing to  Kentucky  for  the  first  time — promises  to  be  an 
outstanding  one,  according  to  Dr.  Norvell. 

Committees  at  the  county  level  are  handling  local 
publicity  and  making  arrangements  for  car-pools  to 
the  March  meeting.  Every  county  in  the  state  has 
been  asked  to  send  at  least  two  car  loads  of  rural 
health  supporters,  stated  Dr.  Norvell. 

AMA  Clinical  Meeting  Held  on 
West  Coast  in  November 

Some  2,000  physicians  and  3,000  guests  were  ex- 
pected to  attend  the  annual  Clinical  Session  of  the 
AMA,  held  at  Seattle  November  27-30.  This  meeting 
was  the  10th  clinical  session  held  by  the  AMA. 

The  “postgraduate  education”  meeting  for  the  fam- 
ily doctor  included  four  types  of  instruction;  lectures 
and  panels,  closed  circuit  color  television,  motion 
pictures  and  exhibits  with  demonstrations. 

Twelve  clinic  demonstrations  and  seven  operations 
were  televised  directly  from  rooms  in  Doctors  Hospi- 
tal to  Civic  Auditorium,  headquarters  for  the  scientific 
sessions.  Connecting  cables  ran  from  trucks  parked 
outside  the  hospital  to  regular  and  surgical  cameras 
in  the  surgery  suite.  A moderator,  in  direct  contact 
with  the  hospital,  passed  along  questions  from  the 
audience  to  physicians  participating  in  the  telecast. 

Cincinnati  Medical  Academy 
100  Years  Old  in  February 

The  Academy  of  Medicine  of  Cincinnati  will  ob- 
serve its  100th  Anniversary  with  a week-long  cele- 
bration, beginning  February  27,  at  the  Queen  City’s 
Music  Hall. 

There  will  be  a 175-booth  exhibition  from  the 
fields  of  science,  research,  medicine,  health,  corn- 
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munity  service,  and  the  related  areas  of  education, 
business  and  industry. 

In  addition  to  educational  movies  and  lectures, 
there  will  be  a health  exhibit  featuring  “Juno,”  a 
transparent  plastic  depiction  of  the  female  body,  on 
loan  from  the  1956  Dominican  International  Exposi- 
tion. 


Dr.  McCarty  Named  Chairman 
of  SMA  Council 

A.  Clayton  McCarty,  M.D.,  Louisville,  was  elected 
chairman  of  the  Council  of  the  Southern  Medical  As- 
sociation at  the  second  general  session  of  the  Golden 
Anniversary  Meeting  in  Washington  on  November  14. 

J.  P.  Culpepper,  Jr,,  M.D.,  Hattiesburg,  was  in- 
stalled as  SMA’s  53rd  president  and  W.  Kelly  West, 
M.D.,  Oklahoma  City,  was  elected  president-elect. 

Sixty-seven  Kentucky  physicians  attended  the 
Anniversary  Meeting  during  the  three-day  session, 
November  12-15,  according  to  the  SMA  Daily  Bulle- 
tin. They  were: 

Henry  B.  Asman,  Oren  A.  Beatty,  J.  Randolph  Buskirk,  David 
M.  Cox,  John  D.  Gordinier,  W.  O.  Johnson,  Jesshill  Love,  A. 
Clayton  McCarty,  J.  B.  Marshall,  William  Ray  Moore,  Carlisle 
Morse.  H.  N.  Ritter.  Sam  A.  Overstreet.  Gradie  R.  Rowntree, 
Richard  R.  Slucher,  Silas  H.  Starr,  Carroll  L.  Witten.  Robert  P. 
Eergner,  Robert  Lich,  Glenn  R.  Powell,  John  J.  Robbins,  Oren 
L.  Beatty,  Walter  S.  Coe,  W.  M.  Ewing,  Charles  E.  Gaupin. 
Aurom  M.  Isaacs,  Robert  Liert,  Jr.,  Robert  W.  Lykins,  Robert 
F.  Monroe,  Alfred  O.  Miller,  Oscar  O.  Miller,  John  Papas, 
James  E.  Ryan,  and  George  C.  Sivak,  all  of  Louisville; 

Rufus  C.  Alley,  John  B.  Floyd,  Jr.,  William  K.  Massie,  Robert 
D.  Shepard,  J.  A.  Stoeckinger,  George  J.  Gumbert,  Wallace  E. 
Herrell,  W.  N.  Lipscomb.  Maurice  Kaufman,  Learns  R.  Thomp- 
son. Lexington;  John  A.  Bishop.  Jeffersontown;  E.  E.  DeVillez, 
Clifford  N.  Heisel,  Howard  R.  Molony,  James  A.  Ryan,  Arthur 
J.  Schwertman.  Covington;  W.  H.  Diessner,  Middlesboro;  Wil- 
liam V.  Eaton,  Paducah:  M.  D.  Flanary,  Pikeville; 

Charles  C.  Kissinger,  D.  L.  Vaughn,  Henderson;  Max  D.  Klein, 
L.  A.  Wahle,  Shelbyville;  Ralph  D.  Lynn.  Elkton;  W.  P.  McKee, 
W.  H.  Rush,  Frankfort:  Robert  J.  Salisbury,  Mt.  Sterling;  A.  D. 
Steely,  Bardstown;  R.  G.  Townsend,  Grayson;  Charles  A.  Wood, 
Auburn;  Paul  F.  Maddox,  Campton;  Walter  F.  Williams,  Ash- 
land; Shelby  Carr,  Richmond. 

Approximately  3000  physicians  registered  for  the 
three-day  meet. 


Dr.  Adams  Represents  KSMA  at 
Civil  Defense  Meet  in  Chicago 

Theodore  L.  Adams,  M.D.,  Lexington,  chairman  of 
the  Committee  on  Emergency  Medical  Service, 
represented  the  KSMA  at  the  seventh  County  Medical 
Societies  Civil  Defense  Organization  conference  in 
Chicago  on  November  10-11. 

The  conference  was  sponsored  by  the  American 
Medical  Association’s  Council  on  National  Defense, 
and  was  designed  to  help  local  medical  personnel 
plan  their  work  in  case  of  an  emergency. 

A conference  symposium  was  devoted  to  the  prob- 
lems of  psychological  disorders  and  their  effect  in 
large  scale  civilian  disaster  and  defense. 
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Dr.  Hancock  Heads  Blue  Shield 

J.  Duffy  Hancock, 
M.D.,  Louisville,  KSMA 
president  in  1954-55,  has 
been  elected  president  of 
the  Kentucky  Physicians 
Mutual,  Inc.,  which  is  the 
Blue  Shield  plan  for  Ken- 
tucky. 

Re-elected  first  and 
second  vice-presidents 
were  Coleman  C.  Johns- 
ton, M.D.,  Lexington,  and 
William  H.  Cartmell,  M. 
D.,  Maysville,  Branham  B.  Baugham,  M.D.,  Frank- 
fort, was  re-named  treasurer.  J.  P.  Sanford,  Louisville, 
executive  secretary  of  KSMA  will  serve  as  secretary 
of  the  Physicians  Mutual.  Stanley  T.  Simmons,  M.D., 
Louisville,  will  serve  as  medical  advisor.  D.  Lane 
Tyne,  Louisville,  is  the  executive  director  and  Robert 

L.  Dean,  Louisville,  was  named  assistant  treasurer. 

New  Council  is  Governing  Body 
of  4,000  Med.  School  Alumni 

The  20-man  Advisory  Council  of  the  Alumni  As- 
sociation of  the  U of  L School  of  Medicine  held  its 
first  meeting  November  1,  according  to  Leslie  Shively, 
director,  alumni  relations. 

Six  representatives  from  Jefferson  County  and  one 
from  each  Councilor  District  in  Kentucky  make  up 
the  Council,  the  governing  body  of  the  4,000  medical 
school  alumni.  Officers  are:  Karl  Winter,  M.D., 

Louisville,  chairman;  Maurice  Kaufman,  M.D.,  Lex- 
ington, vice-chairman;  and  George  McAuliffe,  M.D., 
Louisville,  secretary. 

Projects  for  the  coming  year  are:  (1  ) initiation  of 
a postgraduate  education  program,  ( 2 ) an  expanded 
news  bulletin,  (3)  establishment  of  an  Alumni  Day 
during  the  KSMA  Annual  Meeting,  (4)  selection  of 
an  “Alumnus  of  the  Year,”  (5)  meetings  for  the 
medical  alumni  throughout  the  state. 

The  Advisory  Committee  includes:  Dist.  1,  Robert 
Robertson,  M.D.;  Dist.  2,  F.  Hayes  Threlkel,  M.D.; 
Dist.  3,  Gaithel  Simpson,  M.D.;  Dist.  4,  Keith  Crume, 

M. D.;  Dist.  5,  Charles  Bryant,  M.D.,  Max  Jones, 
M.D.,  Sam  Clark,  M.D.,  D.  P.  Hall,  M.D.,  George 
McAuliffe,  M.D.,  and  Karl  Winter,  M.D.;  Dist.  6,  C. 
C.  Howard,  M.D.;  Dist.  7,  Joe  Liebman,  M.D.;  Dist. 
8,  Vinson  Pierce,  M.D.;  Dist.  9,  Joe  McKinney,  M.D.; 
Dist.  10,  Maurice  Kaufman  M.D.;  Dist.  11,  Joe  Bush, 
M.D.;  Dist.  12,  Garnett  Sweeney,  M.D.;  Dist.  13, 
Clyde  Sparks,  M.D.;  Dist.  14,  Ballard  Cassaday, 
M.D.;  Dist.  15,  Keith  Smith,  M.D. 

Increase  in  Nurses  Still  Does 
Not  Satisfy  Demand 

An  increase  in  the  employment  of  professional 
nurses  from  401,6(30  in  1954  to  430,000  in  1956  has 
failed  to  meet,  the  demand  for  service,  according  to 
the  American  Nurses’  Association. 

The  need  for  more  and  more  nurses  has  been 
brought  about  by  advances  in  medical  sciences,  pre- 
payment insurance  plans,  hospital  construction  and 
the  awareness  of  better  health  possibilities  on  the 
part  of  the  general  public. 

The  present  allocation  of  nurses,  the  ANA  reports, 
is  as  follows:  hospital  and  related  institutions,  265,800; 
private  duty,  72,000;  office  nurses,  36,000;  public 
health,  27,200;  industry  17,000;  nursing  education, 
10,400;  other  fields,  1,600.  The  increase  from  1954 
has  been  rather  evenly  distributed  among  all  the 
groups  shown,  the  report  discloses. 


Doctors’  Aides  Organize 
at  Milwaukee  Meeting 

Some  250  employees  in  physicians’  offices  from  16 
states  met  recently  at  Milwaukee  and  formed  a na- 
tional organization  known  as  the  American  Associa- 
tion of  Medical  Assistants. 

The  group  included  nurses,  secretaries,  technicians, 
receptionists  and  the  combination  “Girl  Friday”  to 
busy  doctors.  They  were  from  states  where  local 
groups  had  organized  for  the  purpose  of  “inspiring 
members  to  render  honest,  loyal  and  more  efficient 
service  to  the  profession  and  the  public,  to  strive 
with  the  profession  in  improving  public  relations  and 
to  render  additional  service  for  the  self-improvement 
to  the  members.” 

The  organization  is  non-profit  and  its  members  are 
pledged  never  to  “become  a trade  union  or  a collec- 
tive bargaining  agency,”  according  to  George  F.  Lull, 
M.D.,  secretary-general  manager  of  the  AMA. 

Sixth  Councilor  District 
Presents  TB  Panel 

John  H.  Gross,  M.D.,  senior  staff  physician  of  the 
Battey  Hospital  of  Rome,  Georgia,  was  scheduled  to 
speak  at  the  Sixth  Councilor  District  meeting  at 
Glasgow  on  December  5. 

A panel  on  “Diseases  of  the  Chest,”  moderated  by 
Clifton  G.  Follis,  M.D.,  Glasgow,  listed  the  follow- 
ing participants:  R.  F.  Grise,  M.D.,  Bowling  Green, 
E.  S.  Dunham,  M.D.,  Edmonton,  Nathan  Lavene, 
M.D.,  Louisville,  John  H.  Gross,  M.D.,  Rome,  Ga., 
W.  S.  Burton,  M.D.,  Glasgow,  E.  F.  Puess,  M.D., 
Glasgow. 

Doctor-Lawyer  Relations  to 
Be  Shown  in  New  Film 

“The  Medical  Witness,”  a film  premiered  Nov.  27, 
at  the  AMA  interim  meeting  in  Seattle  re-enacts  the 
trial  of  a personal  injury  case,  and  unites  the  forces 
of  the  American  Medical  Association  with  the  Ameri- 
can Bar  Association  in  a service  to  both. 

Doctors  and  lawyers  are  shown  how  to  develop 
expert  testimony  in  the  best  interest  of  the  plaintiff, 
the  judge  and  the  jury.  It  provides  medical  societies 
and  bar  associations  with  answers  to  questions  arising 
from  the  practice  of  presenting  medical  evidence 
through  partisan  experts  hired  by  parties  to  law  suits. 

Medical  societies  wishing  to  arrange  for  showings 
of  “The  Medical  Witness”  may  write  to  the  Film 
Library,  American  Medical  Association,  535  North 
Dearborn  St.,  Chicago  10,  HI. 

Eleventh  Councilor  District 
Holds  Meeting  at  Berea 

Richard  R.  Slucher,  M.D.,  Louisville,  KSMA  presi- 
dent, spoke  at  the  annual  dinner  meeting  of  the 
Eleventh  Councilor  District  at  Boone  Tavern  in 
Berea  on  November  8.  His  subject:  “Why  Belong  to 
the  KSMA?” 

Arthur  Keeney,  M.D.,  instructor  of  ophthalmology 
at  the  University  of  Louisville  School  of  Medicine, 
presented  the  evening’s  scientific  lecture.  He  dis- 
cussed “The  Bloody  Eye.” 

Approximately  55  physicians  and  their  wives  at- 
tended the  meeting,  according  to  Hugh  Mahaffey, 
M.D.,  Richmond,  Eleventh  District  Councilor. 
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STUDENT  AMA 


It  was  my  pleasure  and  privilege  to  be  the  student 
representative  from  the  University  of  Louisville  to  the 
Golden  Anniversary  Meeting  of  the  Southern  Medical 
Association,  held  in  Washington,  D.C.,  November 
10-15.  I would  like  to  use  this  month’s  column  to 
express  the  pleasure  it  was  for  me  to  make  this  ex- 
pense-paid trip,  and  to  cite  for  you  the  opportunities 
that  became  available  to  me  while  in  Washington. 

The  medical  schools  represented  at  this  meeting 
were: 

Powman  Gray;  Duke  University;  Georgetown  University; 

George  Washington  University;  Johns  Hopkins  University; 

University  of  Louisville;  University  of  Maryland;  University 

of  North  Carolina;  University  of  Virginia;  Medical  College 

of  Virginia. 

The  students  assembled  in  Washington  at  noon  on 
Saturday,  November  10,  for  luncheon,  registration, 
and  getting  acquainted.  We  then  met  with  the  Coun- 
cil of  the  S.M.A.  and  found  out  that  the  idea  of  stu- 
dent representatives  is  being  tried  for  the  first  time 
this  year  and  will  be  continued  if  it  is  considered  suc- 
cessful. 

The  group  was  given  box  seats  to  the  Washington 
Redskins  professional  football  game  on  Sunday. 

The  meeting  officially  opened  on  Monday  and  we 
were  allowed  to  attend  the  scientific  sessions  of  our 
choice.  There  were  cocktails  and  dinner  in  our  honor 
Monday  evening  and  a number  of  brief  talks.  These 
interesting  and  certainly  timely  remarks  included: 
“The  Physician  and  the  AMA,”  George  F.  Lull,  M.D., 
Secretary  and  General  Manager,  AMA,  Chicago; 
“The  Physician  and  His  State  Medical  Society,”  Jo- 
seph P.  Sanford,  Executive  Secretary,  KSMA,  Louis- 
ville; “The  Physician  and  His  Local  Medical  Society,” 
Steve  Yates,  Executive  Secretary,  Jefferson  County 
Medical  Society,  Birmingham;  “The  Medical  Student 
and  the  Student  American  Medical  Association,”  Rus- 
sell F.  Staudacher,  Executive  Secretary,  SAMA,  Chi- 
cago; “So  You  Want  to  Publish  a Paper?”  R.  H. 
Kampmeier,  M.D.,  Editor  SMA  Journal  and  the 
Journal  of  Tennessee  State  Medical  Association, 
Nashville;  “Where  Does  the  Southern  Medical  As- 
sociation Come  In?”  A.  Clayton  McCarty,  M.D., 
Vice-chairman,  SMA  Council,  and  Councilor  for  Ken- 
tucky, Louisville. 

The  first  General  Session  was  held  that  night,  at 
which  time  we  were  officially  introduced.  We  then 
heard  an  address  “Fifty  Years  of  Progress”  by  W. 
Raymond  McKenzie,  M.D.,  president  of  the  SMA. 
Tuesday  was  not  officially  scheduled  in  order  to  give 
the  students  a chance  to  attend  more  sessions  and  to 
visit  the  technical  and  scientific  exhibits.  Outstanding 
papers  were  presented  in  20  sections. 

Wednesday  was  “Education  Day”  for  section  meet- 
ings and  exhibits.  The  second  General  Session  was 
Wednesday  night.  David  B.  Allman,  M.D.,  president- 
elect of  the  A.M.A.,  impressed  upon  us  the  democratic 
opportunities  and  values  of  organized  medicine  in  his 
talk,  “Who  Will  Carry  the  Torch?” 

On  Thursday  the  group  had  luncheon  with  the 
officers  and  staff  of  the  S.M.A.  at  which  time  we  had 
the  opportunity  to  express  our  gratitude  for  the  trip 
and  to  hear  their  evaluation  of  the  success  of  the 
meeting.  The  practice  of  inviting  senior  medical  stu- 
dents is  to  be  continued  in  the  future. 

The  students  were  given  a one-year  complimentary 
subscription  to  the  Journal  of  the  S.M.A.,  in  which 
we  can  read  many  of  the  talks  that  we  heard  and 
some  of  those  on  sessions  we  were  unable  to  attend. 

The  entire  meeting  impressed  us  with  the  enthusi- 
astic spirit  of  the  Southern,  the  progress  of  medicine 
through  the  Southern,  and  the  absolute  value  of  or- 
ganized medicine  in  the  form  of  associations  such  as 
the  Southern. 

Robert  G.  Overstreet,  President 
U.  Of  L.  Chapter,  Student  AMA 


State  Hospital  Head  Retires 

Richard  S.  Ahrens,  M.D.,  will  retire  in  December 
as  superintendent  of  Kentucky  State  Hospital,  Dan- 
ville, due  to  ill  health,  according  to  an  announcement 
by  Frank  M.  Gaines,  M.D.,  State  mental-health  com- 
missioner. Dr.  Ahrens  was  on  the  faculty  of  the 
University  of  Minnesota  many  years  before  coming 
to  Kentucky  in  1947  as  clinical  director  at  the  Dan- 
ville hospital.  No  successor  has  been  named. 

Dr.  Coleman  Appears  on  TV 

C.  T.  Coleman,  M.D.,  named  the  Outstanding 
Practitioner  of  the  Year  by  the  House  of  Delegates 
of  the  KSMA  in  September,  recently  appeared  on  a 
Louisville  television  program. 

Dr.  Coleman  was  interviewed  relative  to  his  medi- 
cal practice  and  civic  projects  at  Frankfort  as  a 
guest  of  Phyllis  Knight  on  “Small  Talk.” 

Symposium  Held  in  Lexington 

A two-day  symposium,  sponsored  by  the  Lexington 
Clinic,  was  held  at  the  Lafayette  Hotel  in  Lexington 
on  October  12-13. 

Approximately  150  physicians  from  Central  and 
Eastern  Kentucky  attended  the  meeting  and  heard 
the  scientific  papers  presented. 

Gen.  Burney  Named  to  NRS 

Leroy  Burney,  M.D.,  Surgeon  General  of  the  U. 
S.  Public  Health  Service,  has  been  appointed  to  the 
Advisory  Board  of  the  National  Resuscitation  Society, 
Inc. 

The  Society  will  present  a course  in  Clinical  Hy- 
poxia on  December  7-8,  open  to  physicians  and 
dentists.  Attention  will  be  focused  on  didactic  and 
clinical  material  (lectures,  demonstrations,  dog  work, 
anesthetized  patients  and  cadaver  practice)  to  ac- 
quaint the  student  with  the  death  zone  of  the  respira- 
tory tract. 

Educator  is  Research  Advisor 

J.  Murray  Kinsman,  M.D.,  E.A.C.P.,  Dean,  School 
of  Medicine,  University  of  Louisville,  has  accepted 
membership  in  the  advisory  committee  of  the  Na- 
tional Disease  and  Therapeutic  Index  medical  statisti- 
cal research  program,  it  has  been  announced. 

The  Index  is  designed  to  provide  continuous  statisti- 
cal information  for  study  of  the  reasons  why  patients 
see  doctors  and  the  types  of  treatment  they  receive. 
Nine  hundred  doctors  in  27  representative  areas  are 
each  making  a full  report  of  all  patients  seen  during 
a consecutive  two-day  period  once  each  quarter. 

Cancer  Unit  Aids  Speech  Program 

Einancial  support  for  an  esophageal  speech  pro- 
gram for  laryngectomized  persons  will  be  provided  by 
the  Kentucky  Division  of  the  American  Cancer  So- 
ciety, according  to  James  N.  Burrows,  administrator 
of  the  Rehabilitation  Center,  Louisville. 

An  instructor  who  has  been  using  esophageal 
speech  since  undergoing  a laryngectomy  has  been  em- 
ployed to  take  charge  of  the  program.  His  work  will 
be  supervised  by  a certified  speech  therapist.  The  pro- 
gram will  be  conducted  at  the  Rehabilitation  Center, 
340  East  Madison,  Louisville,  as  another  service  to 
physicians. 

Call  KSMA  at  JUniper  5-5815 

The  new  telephone  number  for  the  Kentucky  State 
Medical  Association’s  Headquarters  office  in  Louis- 
ville is  JUniper  5-5815.  It  became  effective  at  Mid- 
night, November  17. 
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FOR  POSITIVE  DIURESIS 


ROLICTON' 

• oral  b.  i.  d.  dosage 

• continuous  control  of  edema 


The  new,  highly  effective  oral  diuretic, 
Rolicton,  greatly  simplifies  the  task  of  main- 
taining an  edema-free  state  in  the  patient 
with  congestive  heart  failure.  Rolicton  meets 
the  criteria  for  a dependable  diuretic:  con- 
tinuous effectiveness,  oral  administration 
and  clinical  safety. 

In  extensive  clinical  studies  the  diuretic 
response  clearly  indicates  that  a majority 
of  patients  can  be  kept  edema -free  with 
Rolicton.  In  these  investigations  it  was  noted 
that  side  reactions  were  uncommon.  When 
they  did  occur  they  were  usually  mild. 

In  most  edematous  patients  Rolicton  may 
be  employed  as  the  sole  diuretic  agent.  When 
used  adjunctively  in  severe  cases,  Rolicton 
is  also  valuable  in  eliminating  the  “peaks  and 
valleys”  associated  with  the  parenteral  ad- 
ministration of  mercurial  diuretics. 

One  tablet  of  Rolicton  b.i.d.,  after  meals, 
is  usually  adequate  for  maintenance  therapy 
after  the  first  day’s  dosage  of  four  tablets. 
Some  patients  respond  well  to  one  tablet 
daily.  G.  D.  Searle  & Co.,  Chicago  80,  Illi- 
nois. Research  in  the  Service  of  Medicine. 
a 


♦Trademark  of  G.  D.  Searle  & Co. 
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Gov.  Names  Jane  Crawford  Day 

December  13  has  been  proclaimed  as  Jane  Todd 
Crawford  Day  by  Governor  A.  B.  Chandler,  in 
honor  of  the  woman  who  submitted  to  the  first 
ovarian  tumor  operation  in  Kentucky.  The  operation 
was  performed  by  Ephriam  McDowell,  M.D.,  called 
the  father  of  ovariotomy.  The  McDowell  House  at 
Danville  has  been  made  a shrine,  commemorated  to 
the  historical  operation. 

UK  Dean  Joins  Indigent  Unit 

Dean  William  R.  Willard,  M.D.,  of  the  University 
of  Kentucky  Medical  School,  Lexington,  has  been 
appointed  to  serve  on  the  commission  on  indigent 
care  by  Governor  A.  B.  Chandler.  Previously  named 
to  the  commission  were  KSMA  members  Gaithel 
Simpson,  M.D.,  Greenville,  and  Thomas  P.  Leonard, 
M.D.,  Frankfort.  Keith  P.  Smith,  M.D.,  Corbin  and 
Russell  Teague,  M.D.,  Louisville.  Dr.  Teague  is 
chairman  of  the  commission. 

Dr.  Humpert  is  TB  Chairman 

Joseph  H.  Humpert,  M.D.,  Covington,  has  been 
named  chairman  of  the  Kentucky  State  Coordinating 
Council  for  the  Control  of  Tuberculosis.  Other  offi- 
cers include  Donald  P.  Conwell,  M.D.,  director  of 
the  bureau  of  preventive  medicine  of  the  State  De- 
partment of  Health,  vice-chairman,  and  Joe  D.  Miller, 


executive  director  of  the  State  TB  Hospital  Commis- 
sion, secretary. 

Two  members  from  each  of  seven  allied  organiza- 
tions comprise  the  council.  Representatives  of  the 
Kentucky  Hospital  Association,  the  Kentucky  Board 
of  Nursing  Education  and  Registration,  and  the  Ken- 
tucky State  Association  of  Registered  Nurses  have 
recently  been  added  to  the  membership. 

Dr.  Overstreet  Named  to  ACG  Post 

Sam  A.  Overstreet,  M.D.,  Louisville,  was  elected  a 
governor  of  the  American  College  of  Gastroenterol- 
ogy at  its  recent  annual  meeting  in  New  York.  Dr. 
Overstreet  was  graduated  from  the  U of  L Medical 
Department  in  1923  and  served  as  the  KSMA  Cen- 
tennial Year  president. 

Dr.  Steigman  is  Honored 

Alex  J.  Steigman,  M.D.,  Louisville,  was  recently 
awarded  the  honorary  degree  of  doctor  of  science  by 
his  alma  mater.  Temple  University,  at  Philadelphia. 
The  award  was  made  in  recognition  of  his  study, 
research  and  discoveries  in  child-health  problems. 

Dr.  Steigman  is  professor  of  child  health  at  the 
U.  of  L.  School  of  Medicine,  head  of  the  department 
of  pediatrics,  and  director  of  the  Child  Health  Foun- 
dation’s virus  laboratory  at  the  U.  of  L.  His  work  has 
included  the  uncovery  of  two  viruses  which  cause 
symptoms  like  polio. 


C I B A 

Summit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Traaentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg,  phenobarbitaL 


2/22rSft 
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MONODRAL-  MEBARAL 


ANTICHOLINERGIC  • SEDATIVE 

in  peptic  nicer  management 

• relieves  pain  promptly  • promotes  healing 

• reduces  tension  safeiy  • maintains  anacidity  for  hours 

• tranquiiizes  without  duiiing  • controls  hyperactivity  of 

• weli  toierated  upper  gastro-intestinal  tract 

Monodral  with  Mebaral — the  “psycho vis- 
ceral stabilizer” — provides  for  patients  with  ulcer 
and  gastro-intestinal  spasm  an  effective  barrier 
against  the  impact  of  environmental  stimuli  . . . 
controls  gastric  hypersecretion  and  hypermotility 
for  three  and  one  half  to  five  hours.* 

KACH  TABLET  CONTAINS:  DOSAGE:  1 OF  2 tablets  three  or 

Monodral  bromide 5 mg.  four  times  daily. 

Mebaral 32  mg.  Available  on  prescription  only. 

Bottles  of  100  tablets. 

Laboratories  New  York  18,  N.  Y. 

Monodral  (brand  of  penthienate)  and  Mebaral  (brand  of  mepbobarbital),  trade- 
marka  reg.  U.  S.  Pat.  Off. 

^References  and  clinical  trial  supplies  available  on  request. 


Heads  Outpatient  Service 

Hobart  D.  Belknap,  M.D.,  a retired  Army  colonel, 
has  been  named  chief  of  the  emergency  room  at 
Louisville’s  General  Hospital,  and  director  of  its  out- 
patient services.  He  will  also  direct  a Medical  Edu- 
cation for  National  Defense  program  at  the  Univer- 
sity of  Louisville  starting  January  I. 

A veteran  of  three  wars,  including  service  around 
the  world.  Dr.  Belknap  was  retired  this  fall  due  to 
age,  while  commanding  the  34th  General  Hospital 
in  Orleans,  France. 

Four  MDs  Promoted  at  U of  L 

Recent  promotions  at  the  U.  of  L.  School  of  Medi- 
cine include:  Armand  E.  Cohen,  M.D.  to  associate 
professor  of  medicine;  Alphonso  Guiglia,  M.D.  to 
associate  professor  of  psychiatry;  L.  Douglas  Ather- 
ton, M.D.  to  instructor  in  urology;  and  Wynant  Dean, 
M.D.,  to  instructor  in  ophthalmology. 

News  Items 

Noble  T.  McFarlane,  Jr.,  M.D.,  a pediatrician, 
began  his  duties  on  the  staff  of  the  Lexington  Clinic 
in  October.  Dr.  McFarlane  received  his  medical 
degree  from  the  University  of  Virginia  School  of 
Medicine  in  1953.  He  interned  at  Virginia  Mason 
Hospital,  Seattle  and  completed  a residency  at  the 
St.  Louis,  Mo.,  Children’s  Hospital  in  June. 


A.  M.  McKeithen,  M.D.,  a Louisville  surgeon  for 
many  years,  has  moved  to  Cameron,  N.  C. 

Patricia  K.  Conian,  M.D.,  Louisville,  has  been  ap- 
pointed health  officer  for  the  Hardin  County  Health 
Department.  She  is  a graduate  of  the  U.  of  L.  School 
of  Medicine  in  the  Class  of  1952. 

E.  H.  Miller,  M.D.,  and  Mrs.  Miller,  Vine  Grove, 
celebrated  their  50th  wedding  anniversary  on  October 
20.  A veteran  of  World  Wars  I and  II,  Dr.  Miller 
completed,  on  September  1,  his  50th  year  of  practic- 
ing medicine. 

E.  J.  Yelton,  M.D.,  and  Mrs.  Yelton,  Germantown, 
were  recently  honored  on  their  golden  wedding  anni- 
versary at  a reception  attended  by  more  than  two 
hundred  well-wishers.  Dr.  Yelton  was  graduated  from 
the  U.  of  L.  Medical  Department  in  1907. 

John  L.  Housley,  M.D.,  has  begun  a practice  at 
Berry,  in  Harrison  County.  A native  of  Akron,  Ohio, 
and  a graduate  of  New  York  Homeopathic  Medical 
College  in  1931,  Dr.  Housley  came  to  Harrison  from 
Lee  County.  He  had  served  as  a medical  missionary 
in  the  home  mission  field. 

Edward  Perraut,  a graduate  of  the  U.  of  L.  School 
of  Medicine  in  1946,  has  resumed  his  practice  of  medi- 
cine at  London  following  his  return  from  military 
service. 
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Council  Appointed  Committees 
1956-  1957 

Committee  on  Medical  Education  and  Economics 

Gaithel  Simpson,  M.D.,  Greenville,  Chairman 
A.  B.  Barrett,  M.D.,  Lexington 
Morris  M.  Garrett,  M.D.,  Covington 
Robertson  O.  Joplin,  M.D.,  Louisville 
Claude  C.  Waldrop,  M.D.,  Williamstown 

Associate  Committee  on  Insurance 

A.  B.  Barrett,  M.D.,  Lexington,  Chairman 
Lillard  F.  Beasley,  M.D.,  Franklin 
Auldin  J.  Bishop,  M.D.,  Jeffersontown 
Arthur  L.  Cooper,  M.D.,  Somerset 
Robert  E.  Reichert,  M.D.,  Covington 

Associate  Advisory  Committee  to  the  University 
of  Louisville  School  of  Medicine 

Robert  O.  Joplin,  M.D.,  Louisville,  Chairman 
John  G.  Archer,  M.D.,  Prestonsburg 
Mitchell  B.  Denham,  M.D.,  Maysville 
C.  C.  Howard,  M.D.,  Glasgow 
John  S.  Quertermous,  M.D.,  Murray 

Associate  Committee  on  Veterans 

Morris  M.  Garrett,  M.D.,  Covington,  Chairman 

B.  Earl  Caywood,  M.D.,  Danville 
Thomas  J.  Crume,  M.D.,  Owensboro 
John  Dickinson,  M.D.,  Glasgow 
Wendell  V.  Lyon,  M.D.,  Ashland 

Associate  Committee  for  Contribution  to  the 
American  Medical  Education  Foundation 

Claude  C.  Waldrop,  M.D.,  Williamstown 
J,  Gant  Gaither,  M.D.,  Hopkinsville 


Delou  P.  Hall,  M.D.  Louisville 
Paul  B.  Hall,  M.D.,  Paintsville 
Coleman  C.  Johnston,  M.D.,  Lexington 

Medico-Legal  Administrator 

John  D.  Gordinier  M.D.,  Louisville 

Advisory  Committee  to  the  Editor 

Richard  J.  Rust,  M.D.,  Newport,  Chairman 
James  E.  Hix,  M.D.,  Owensboro 
Francis  M.  Massie,  M.D.,  Lexington 

Committee  on  Public  Information  and  Service 

Richard  G.  Elliott,  M.D.,  Lexington,  Chairman 
Joe  M.  Bush,  M.D.,  Mt.  Sterling 
Carl  Cooper,  Jr.,  M.D.,  Bedford 
George  W.  Pedigo,  M.D.,  Louisville 
Robert  W.  Robertson,  M.D.,  Paducah 

Committee  on  Physicians  Placement  Service 

Delmas  M.  Clardy,  M.D.,  Hopkinsville,  Chairman 

N.  L.  Bosworth,  M.D.,  Lexington 

Joe  M.  Bush,  M.D.,  Mt.  Sterling 

Walter  S.  Coe,  M.D.,  Louisville 

Julian  B.  Cole,  M.D.,  Henderson 

Russell  H.  Davis,  M.D.,  Pikeville 


OFFICE  SPACE 

Ideal  location,  professional  building,  con- 
venient to  all  forms  of  transportation;  near 
all  hospitals;  air  conditioning,  parking  facil- 
ities about  600  sq.  ft.;  alterations  to  suit 
tenant.  Contact  Mr.  Morgan  Goodpaster, 
Security  Trust  Company,  Lexington,  Kentucky. 


For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  Ciianamid COMPANY  Pearl  River,  New  York 


PATENTED  WEDC 
GIVES  SUPPORT 
TO  CENTER  LINE 
OF  BODY 
WEIGHTS 


r 


•jc  Insole  extension  a 
heel  where  support  is 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Geor-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  tor  free  booklet,  "The  Ptttefvolion  ot  the  function  ot  the 
fool  Balancing  and  Synchronizing  the  Shoe  with  the  Foal." 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Compony 

< 
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PERTINENT  PARAGRAPHS 

Postgraduate  courses  on  Diseases  of  the  Chest  will 

be  presented  by  the  Council  on  Postgraduate  Medical 
Education  of  the  American  College  of  Chest  Physi- 
cians as  follows:  Vanderbilt  University,  Nashville, 
January  14-18;  Mark  Hopkins  Hotel,  San  Francisco, 
February  25-March  1;  Bellevue-Stratford  Hotel, 
Philadelphia,  April  1-5.  Tuition  for  each  course  is 
$75.  For  further  information  write  to  the  Executive 
Director,  American  College  of  Chest  Physicians,  112 
East  Chestnut  Street,  Chicago  11,  111. 

The  United  Brotherhood  of  Carpenters  and  Joiners, 

one  of  the  labor  organizations  that  joined  the  medical 
profession  in  fighting  national  compulsory  health 
insurance  during  the  Truman  administration,  cele- 
brated its  75th  anniversary  in  Washington  recently. 
Representatives  present  from  the  American  Medical 
Association  heard  President  Eisenhower  refute  charges 
that  his  administration  was  dedicated  to  furthering 
the  interest  of  ‘big  business.’  ” 


Announcement  has  been  made  of  the  establishment 

of  the  National  Medical  Foundation  for  Eye  Care,  a 
non-profit  scientific  and  educational  institution.  It  was 
organized  by  ophthalmologists  to  present  to  the 
public  generally  and  to  fellow  physicians  information 
on  the  care  and  treatment  of  the  eyes. 

High  School  students  winning  awards  at  the 

National  Science  Fair  at  Los  Angeles  in  May  will 
be  guest  exhibitors  at  the  AMA’s  Annual  Meeting 
June  3-7  in  New  York  City.  Awards  are  being  made 
to  high  school  students  to  encourage  scientifically- 
talented  youth  to  enter  the  study  of  medicine.  The 
contests  include  exhibits  in  basic  medical  science. 

Internists,  general  practitioners  and  pediatricians  will 

be  interested  in  four  courses  being  offered  in  Jan- 
uary 1957  by  the  New  York  University  Post-Graduate 
Medical  School.  The  courses  deal  with  heart  dis- 
eases, clinical  internal  medicine,  a seminar  in  derma- 
tology and  syphilology,  and  a pediatrics  refresher 
course. 


3n  iWemoriam 


T.  ACHESON  FRAZER 
Marion 
1870-1956 

Dr.  Frazer,  86,  who  in  1942  was  named  Kentucky’s 
first  Rural  Doctor  of  the  Year,  died  October  23  at 
the  Crittenden  County  Hospital. 

One  of  Marion’s  “most  beloved  citizens,”  Dr. 
Frazer  founded  the  hospital  in  which  he  died,  was 
instrumental  in  establishing  his  county’s  local  health 
department  and  founded  the  Kentucky  Crippled 
Children’s  Society.  He  had  served  as  president  of  the 
Kentucky  Ornithological  Society. 

A graduate  of  the  Vanderbilt  Medical  School  in 
1893,  Dr.  Frazer  had  been  a practicing  physician  in 
Webster  and  Crittenden  counties  for  63  years  prior 
to  his  retirement  in  1955. 

W.  H.  WHEELER 
Olive  Hill 
1878-1956 

Dr.  Wheeler,  79,  an  Eastern  Kentucky  physician 
for  56  years,  died  of  a heart  attack  at  Ashland  on 
October  15. 

In  1950  Dr.  Wheeler  received  the  Stovall  Award 
as  the  Outstanding  Physician  in  Kentucky  and  in  1951 
the  50  year  Award  of  Merit  of  the  American  Medical 
Association. 

He  was  a graduate  of  the  Tennessee  Medical  Col- 
lege in  1901  and  practiced  at  Charley,  West  Liberty 
and  Ashland  before  going  to  Olive  Hill. 

COLUMBUS  MARION  THOMPSON 
Kings  Mountain 
1865-1956 

The  oldest  physician  of  Lincoln  County,  Dr. 
Thompson  died  at  his  home  at  Kings  Mountain  on 


November  1 at  the  age  of  91.  He  had  delivered  more 
than  3,800  babies  during  the  63  years  of  his  practice. 

Dr.  Thompson  was  a graduate  of  the  old  Eclectic 
Medical  College  of  Cincinnati,  in  1891.  He  began 
his  practice  in  Pulaski  County  the  same  year  and 
moved  to  Lincoln  County  two  years  later. 

JAMES  LOUIS  VALLANDINGHAM 
Lexington 
1923-1956 

Dr.  Vallandingham,  32,  died  at  the  home  of  his 
mother  in  Lexington  on  October  20. 

He  was  graduated  from  the  U.  of  L.  School  of 
Medicine  in  1946  and  recently  re-established  practice 
in  Lexington  after  serving  in  the  armed  forces. 

JUDSON  D.  BELTON 
Louisville 
1896-1956 

Dr.  Belton,  58,  died  at  SS  Mary  and  Elizabeth 
Hospital  on  October  31.  A native  of  Cincinnati,  he 
had  practiced  in  Louisville  30  years. 

He  was  graduated  from  the  U.  of  L.  School  of 
Medicine  in  1923  and  had  served  in  the  Medical 
Corps  during  World  War  I. 

C.  H.  BYRD 
Harrodsburg 
1893-1956 

A retired  physician  since  1954,  Dr.  Byrd,  65,  died 
of  a heart  attack  on  October  29  at  his  home  in  Har- 
rodsburg. 

He  was  graduated  from  the  U.  of  L.  School  of 
Medicine  in  1933  and  had  practiced  medicine  in 
Durham,  N.  C.,  and  in  Pike  County  and  Lebanon 
for  a total  of  31  years  before  his  retirement. 
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1956  CONSTITUTION  AND  BY-LAWS  OF  THE  KENTUCKY 
STATE  MEDICAL  ASSOCIATION 

Revised  September  19,  1956 


CONSTITUTION 


Article  1. 

Name  of  the  Association 

Article  11. 

Purpose  of  the  Association 

Article  111. 

Component  Societies 

Article  IV. 

Composition  of  the  Association 

Article  V. 

House  of  Delegates 

Article  VI. 

Sections  and  District  Societies 

Article  VII. 

Sessions  and  Meetings 

Article  Vlll. 

Officers 

Article  IX. 

Funds  and  Expenses 

Article  X. 

Referendum 

Article  XI. 

The  Seal 

Article  XII. 

Amendments 

Article  XIII. 

Meaning  of  Term  “County  Societies' 

BY-LAWS 

Chapter  I. 

Membership 

Chapter  11. 

Annual  and  Special  Sessions  of  the 
Association 

Chapter  111. 

General  Meeting 

Chapter  IV. 

House  of  Delegates 

Chapter  V. 

Election  of  Officers 

Chapter  VI. 

Duties  of  Officers 

Chapter  VII. 

The  Council 

Chapter  Vlll. 

Committees 

Chapter  IX. 

Assessments  and  Expenditures 

Chapter  X. 

Rules  of  Conduct 

Chapter  XI. 

Rules  of  Order 

Chapter  XII. 

County  Societies 

Chapter  XIII. 

Amendments 

CONSTITUTION 

Article  I.  Name  of  the  Association 

The  name  and  title  of  this  organization  shall  be 
the  Kentucky  State  Medical  Association. 

Article  II.  Purpose  of  the  Association 

The  purpose  of  the  Association  shall  be  to  federate 
and  bring  into  compact  organization  the  entire  medi- 
cal profession  of  the  State  of  Kentucky  and  to  unite 
with  similar  associations  in  other  states  to  form  the 
American  Medical  Association,  with  a view  to  the 
extension  of  medical  knowledge,  and  the  advancement 
of  medical  science  and  charity,  to  the  elevation  of 
the  standard  of  medical  education  and  to  the  en- 
actment and  enforcement  of  just  medical  laws;  the 
promotion  of  friendly  intercourse  among  physicians 
and  to  the  guarding  and  fostering  of  their  material 
interest;  to  protect  the  members  thereof  against  unjust 
assaults  upon  their  professional  care,  skill  or  in- 
tegrity; and  to  the  enlightenment  and  direction  of 
public  opinion  in  regard  to  the  great  problem  of  state 
medicine  so  that  the  profession  shall  become  more 
capable  and  honorable  within  itself  and  more  useful 
to  the  public  in  the  prevention  and  cure  of  disease 
and  in  prolonging  and  adding  comfort  to  life. 

Article  III.  Component  Societies 

Component  societies  shall  consist  of  those  medical 
societies  which  hold  charters  from  this  Association. 

Article  IV.  Composition  of  the  Association 

The  Association  shall  consist  of  the  members  of 
the  component  societies  and  the  House  of  Delegates 
shall  have  authority  to  adopt  By-laws  regulating  the 
admission  and  classification  of  members  as  deemed 
advisable. 

Article  V.  House  of  Delegates 

Section  I.  The  House  of  Delegates  shall  be  the 
legislative  and  business  body  of  the  Association  and 
shall  have  power,  by  a two-thirds  vote  of  all  the 
delegates  present  at  that  session  to  adopt  by-laws  to 
carry  out  the  provisions  of  this  Constitution. 
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Section  2.  Delegates  shall  be  members  of  and  elected 
by  component  societies  in  accordance  with  the  by-  I 
laws.  Officers  of  the  Association  and  delegates  to 
the  American  Medical  Association  and  the  five  im- 
mediate past-presidents  shall  be  ex-officio  members 
of  the  House  of  Delegates  and  entitled  to  vote. 

Section  3.  The  speaker  or  vice-speaker  shall  preside 
during  the  meetings  of  the  House  of  Delegates.  The 
presiding  officer  shall  not  be  entitled  to  a vote 
except  in  the  event  of  a tie  vote. 

Section  4.  The  House  of  Delegates  shall  be  the 
final  judge  as  to  the  qualification  of  its  members. 

Article  VI.  Sections  and  District  Societies 

The  House  of  Delegates  may  provide  a division 
of  the  scientific  work  of  the  Association  into  ap- 
propriate Sections  and  for  the  organization  of  such 
Councilor  District  Societies  as  will  promote  the  best  i 

interest  of  the  profession,  such  societies  to  be  com- 
posed exclusively  of  members  of  component  societies. 

Article  VII.  Sessions  and  Meetings 

The  Association  shall  hold  an  annual  session  and 
such  special  sessions  as  may  be  desirable  in  accord- 
ance with  the  by-laws  of  the  Association. 

Article  VIII.  Officers 

Section  1.  The  Officers  of  this  Association  shall  be 
a President,  a President-Elect,  three  Vice-Presidents, 
a Secretary,  a Treasurer,  a Speaker  and  Vice-Speaker 
of  the  House  of  Delegates,  and  a Councilor  from 
each  Councilor  District  that  may  be  established  and 
such  other  officers  as  provided  for  in  the  by-laws. 

Section  2.  The  officers  of  the  Association  shall 
serve  for  the  term  of  office  and  subject  to  provisions 
as  specified  in  the  by-laws. 

Section  3.  All  officers  shall  serve  until  their  suc- 
cessors have  been  elected  and  installed. 

Section  4.  The  Officers  of  the  Association  shall  be 
elected  by  the  House  of  Delegates  at  the  annual 
session  of  the  Association  and  shall  take  office  on 
the  last  day  of  the  annual  meeting. 

Article  IX.  Funds  and  Expenses 

Funds  for  meeting  the  expenses  of  the  Association 
shall  be  arranged  for  by  the  House  of  Delegates  by 
an  equal  per  capita  assessment  upon  each  county 
(component)  society  to  be  fixed  by  the  House  of 
Delegates  by  voluntary  contribution  and  from  other 
sources  of  revenue.  Funds  may  be  appropriated  by 
the  House  of  Delegates  to  defray  the  expenses  of 
the  Annual  Session,  for  publication  and  for  such 
other  purposes  as  will  promote  the  welfare  of  the 
Association  and  profession. 

Article  X.  Referendum 

The  General  Meeting  of  the  Association  may,  by 
a two-thirds  vote,  order  a general  referendum  upon 
any  question  pending  before  the  House  of  Delegates, 
and  the  House  of  Delegates  may,  by  a similar  vote 
of  its  own  members  or  after  a like  vote  of  the  General 
Meeting,  submit  any  such  question  to  the  membership 
of  the  Association  for  a final  vote;  and  if  the  persons 
voting  shall  comprise  a majority  of  all  the  members, 
a majority  of  such  vote  shall  determine  the  question 
and  be  binding  upon  the  House  of  Delegates. 

Article  XI.  The  Seal 

The  Association  shall  have  a common  Seal  with 
power  to  break,  change  or  renew  the  same  at  pleasure. 

Article  XII.  Amendments 

The  House  of  Delegates  may  amend  any  article  of 
this  Constitution  by  a two-thirds  vote  of  the  delegates  | 

registered  at  the  Annual  Session,  provided  that  such  ' 
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amendment  shall  have  been  presented  in  open  meeting 
at  the  previous  Annual  Session,  and  that  it  shall  have 
been  sent  officially  to  each  component  county  society 
at  least  two  months  before  the  session  at  which  final 
action  is  to  be  taken. 

Article  XIII.  Meaning  of  Term  “County  Societies” 

Anywhere  in  the  Constitution,  Articles  of  Incorpora- 
tion, or  by-laws  in  which  the  term  county  society, 
or  county  societies,  component  county  society  or 
component  medical  society  appears,  it  shall  be  con- 
strued to  mean  component  society. 

BY-LAWS 

Chapter  I.  Membership 

Section  1.  A member  of  this  Association  must  be 
a member  of  one  of  the  component  societies  and  when 
certified  to  the  Secretary  of  the  Association  as  a 
member  of  a component  society,  properly  classified  as 
to  type  of  membership,  and  when  the  dues  pertaining 
to  his  membership  classification  have  been  received 
by  the  Secretary  of  the  Association  the  name  of  the 
member  shall  be  included  in  the  official  roster  of 
the  Association  and  the  member  shall  be  entitled  to 
all  the  privileges  of  his  class  membership. 

Section  2.  Active  Members.  Active  members  shall 
comprise  the  active  members  of  the  component  medi- 
cal societies.  To  be  eligible  for  active  membership 
in  any  component  county  society  the  applicant  must 
be: 

A.  A doctor  of  medicine  who  is  licensed  to  practice 
medicine  in  the  State  of  Kentucky  and  who  is  of 
good  moral  and  professional  standing. 

B.  A medical  officer  of  the  United  States  Army, 
Navy,  Air  Force,  Veterans  Administration,  Public 
Health  Service,  or  other  governmental  service  while 
on  duty  in  the  State. 

C.  Any  doctor  of  medicine  engaged  in  scientific 
or  professional  pursuits  whose  principles  and  ethics 
are  consonant  with  those  of  the  State  Association. 

Section  3.  Associate  Members.  Associate  members 
shall  consist  of  associate  members  of  the  component 
medical  societies  who  are  not  eligible  for  active 
membership  and  who  are  qualified  under  one  or 
more  of  the  following  groups: 

A.  An  intern,  resident  or  teaching  fellow  who 
is  a Doctor  of  Medicine  but  who  is  not  licensed  to 
practice  medicine  in  the  state. 

B.  A person  who  is  not  a Doctor  of  Medicine  but 
who  is  engaged  in  scientific,  professional  or  other 
pursuits,  whose  principles  and  ethics  are  consonant 
with  those  of  the  Association. 

C.  A Doctor  of  Medicine  residing  and  practicing 
outside  the  area  covered  by  the  component  society 
and  who  is  an  active  member  in  good  standing  in  his 
own  component  society. 

Associate  members  shall  not  have  the  right  to  vote 
nor  to  hold  office.  The  Council  shall,  from  time  to 
time,  determine  the  amount  of  dues  to  be  charged. 
Associate  members  shall  receive  The  Journal  and  the 
publications  of  the  Association. 

Section  4.  Emeritus  Members.  Component  societies 
may  elect  as  a Member-Emeritus  any  Doctor  of 
Medicine  who  has  retired  from  active  practice  and 
who  has  previously  maintained  active  membership 
in  good  standing  in  his  own  society.  Emeritus  mem- 
bers shall  not  have  the  right  to  vote  nor  to  hold 
office  and  shall  not  pay  dues.  They  shall  receive  The 
Journal  and  other  publications  of  the  Association. 

Section  5.  Student  Members,  .-^ny  student  in  an 
accredited  medical  school  in  Kentucky  or  any  resi- 
dent of  Kentucky  who  is  a student  in  any  accredited 
medical  school  in  the  United  States  shall  be  eligible 
for  student  membership.  Student  members  shall  not 
have  the  right  to  vote  nor  hold  office.  They  may  apply 
directly  to  the  State  Association  for  membership  and 
be  assigned  to  the  county  society  of  their  choice. 
The  Council  shall  determine,  from  time  to  time,  the 
amount  of  dues  to  be  charged.  Student  members  shall 
receive  The  Journal  of  the  Association.  The  mem- 


bership year  for  student  members  shall  run  from 
September  1 to  August  31  of  each  year. 

Section  6.  Honorary  Members.  Any  physician  pos- 
sessed of  scientific  attainments  who  is  a member  of 
a constituent  State  Medical  Association  and  who 
has  participated  in  the  program  of  the  Scientific  Ses- 
sion and  who  is  not  a citizen  of  Kentucky  may  by 
unanimous  vote  of  the  House  of  Delegates  be  elected 
to  honorary  membership.  Honorary  members  shall 
be  entitled  to  the  privilege  on  the  floor  in  all  scientific 
sessions. 

Section  7.  Guests  of  Honor.  Any  distinguished 
physician  not  a resident  of  this  State  may  become 
a guest  of  honor  during  any  annual  session  upon  in- 
vitation of  the  Association  or  its  Council  and  shall 
be  accorded  the  privilege  of  participating  in  all  of  the 
scientific  work  of  that  session. 

Section  8.  The  name  of  a physician  upon  the  prop- 
erly certified  roster  of  members  or  list  of  delegates, 
of  a chartered  county  society  which  has  paid  its 
annual  assessment,  shall  be  prima  facie  evidence  of 
his  right  to  register  at  the  Annual  Session  in  the 
respective  bodies  of  this  Association. 

Section  9.  No  persons  who  are  under  sentence  of 
suspension  or  expulsion  from  any  component  society 
of  this  Association,  or  whose  name  has  been  dropped 
from  its  rolls  of  membership,  shall  be  entitled  to 
any  of  the  rights  or  benefits  of  this  association  or 
its  proceedings  until  such  time  as  he  has  been  relieved 
of  such  liability. 

Section  10.  Each  member  in  attendance  at  the  An- 
nual Session  shall  enter  his  name  on  the  registration 
book  indicating  the  component  society  of  which  he 
is  a member.  When  his  right  to  membership  has  been 
verified  by  reference  to  the  roster  of  the  society, 
he  shall  receive  a badge  which  shall  be  evidence  of  his 
right  to  all  the  privileges  of  membership  at  that 
session.  No  member  or  delegate  shall  take  part  in 
any  of  the  proceedings  of  an  annual  session  until 
he  has  complied  with  the  provision  of  this  section. 

Chapter  II.  Annual  and  Special  Sessions  of 
The  Association 

The  Association  shall  hold  an  annual  session  and 
such  special  session  at  such  times  and  places  as  may 
be  determined  by  the  House  of  Delegates.  All  sessions 
shall  be  limited  to  the  scientific,  educational,  legisla- 
tive, economic  and  business  activities  of  the  Associa- 
tion. Such  special  sessions  shall  be  held  in  accordance 
with  the  provisions  of  Chapter  IV,  Section  I of  the 
by-laws. 

Chapter  III.  General  Meeting 

The  General  Meeting  shall  include  all  registered 
active  members,  associate  members  and  guests.  Associ- 
ate members  and  guests  shall  not  have  the  right  to 
vote  on  pending  questions,  but  shall  have  equal  rights 
with  active  members  to  participate  in  the  proceedings 
and  discussions.  Each  General  Meeting  shall  be  pre- 
sided over  by  the  President  or  in  his  absence  or 
disability  or  unon  his  request,  by  one  of  the  Vice- 
Presidents.  Before  it,  at  such  time  and  place  as  may 
have  been  arranged,  shall  be  delivered  the  annual 
address  of  the  President,  and  the  entire  time  of  the 
sessions  as  far  as  may  be,  shall  be  devoted  to  papers 
and  discussions  relating  to  scientific  medicine. 

Chapter  IV.  House  of  Delegates 

Section  1.  The  House  of  Delegates  shall  meet  an- 
nually at  the  time  and  place  of  the  Annual  Session 
of  the  Association  and  shall  so  fix  its  hours  of 
meeting  as  not  to  conflict  with  the  first  General 
Meeting  of  the  Association,  or  with  the  meeting  held 
for  the  address  of  the  President  so  as  to  give  delegates 
an  opportunity  to  attend  the  other  scientific  proceed- 
ings and  discussions  so  far  as  is  consistent  with  their 
duties.  But  if  the  business  interest  of  the  association 
and  profession  require,  it  may  meet  in  advance  or 
remain  in  session  after  the  final  adjournment  of  the 
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General  Meeting.  The  House  of  Delegates  may  be 
called  into  special  session  by  the  President  with  the 
approval  of  the  Council  and  a special  session  of  the 
House  of  Delegates  shall  be  called  by  the  President 
on  a written  request  of  the  delegates  representing 
fifty  or  more  component  county  societies.  When  such 
special  session  is  called,  the  Secretary  shall  mail  a 
notice  of  the  time  and  place  and  purpose  of  such 
meeting  to  the  last  known  address  of  each  member 
of  the  House  of  Delegates  at  least  ten  days  before 
such  special  session. 

Section  2.  In  the  event  there  is  no  duly  authorized 
delegate  in  attendance  at  the  regular  meeting  of  the 
House  of  Delegates  the  President  shall  consult  any 
duly  elected  officer  of  the  component  society  who 
is  in  attendance  and  with  the  approval  of  the  Creden- 
tials Committee  may  appoint  any  active  member  of 
the  component  society  in  attendance  at  the  meeting 
as  the  delegate.  In  the  event  there  is  no  duly  elected 
officer  of  the  component  society  in  attendance,  the 
President  may  make  the  said  appointment  with  the 
approval  of  the  Credentials  Committee.  All  appoint- 
ments made  shall  also  be  with  the  approval  of  the 
House  of  Delegates. 

Section  3.  A majority  of  the  registered  delegates 
shall  consitute  a quorum  and  all  of  the  meetings  of 
the  House  of  Delegates  shall  be  open  to  members 
of  the  Association.  The  House  of  Delegates  shall  have 
the  right  to  go  into  executive  session  whenever  such 
action  is  indicated  in  the  judgment  of  the  House  of 
Delegates,  except  that  active  members  of  the  Associa- 
tion shall  have  the  right  to  attend  all  executive 
sessions. 

Section  4.  Each  resolution  introduced  into  the 
House  of  Delegates  shall  be  in  writing  and  signed 
by  the  author  and  presented  to  the  Secretary  follow- 
ing its  introduction.  If  the  author  be  an  individual 
member,  it  shall  be  signed  by  him.  If  the  author  be  a 
group  of  members,  it  shall  be  signed  by  the  author- 
ized spokesman  for  that  group.  Immediately  after  the 
Delegate  has  introduced  the  Resolution,  it  shall  be 
referred  to  the  proper  Reference  Committee  before 
action  thereon  is  taken. 

Section  5.  No  new  business  shall  be  introduced  in 
the  last  meeting  of  the  House  of  Delegates  without 
unanimous  consent  of  the  Delegates  except  when 
presented  by  the  Council.  All  new  business  so  pre- 
sented shall  require  three-fourths  affirmative  vote  for 
adoption. 

Section  6.  It  shall,  through  its  officers.  Advisory 
Council,  and  otherwise,  give  diligent  attention  to  and 
foster  the  scientific  work  and  spirit  of  the  Association, 
and  shall  constantly  study  and  strive  to  make  each 
Annual  Session  a stepping  stone  to  further  ones  of 
higher  interest. 

Section  7.  It  shall  consider  and  advise  as  to  material 
interest  of  the  profession,  and  of  the  public  in  those 
important  matters  wherein  it  is  dependent  upon  the 
profession,  and  shall  use  its  influence  to  secure  and 
enforce  all  proper  medical  and  public  health  legisla- 
tion, and  to  diffuse  popular  information  in  relation 
thereto. 

Section  8.  It  shall  make  careful  inquiry  into  the  con- 
dition of  the  profession  of  each  county  in  the  State, 
and  shall  have  authority  to  adopt  such  methods  as 
may  be  deemed  most  efficient  for  building  up  and 
increasing  the  interest  in  such  county  societies  as 
already  exist  and  for  organizing  the  profession  in 
counties  where  societies  do  not  exist.  It  shall  especially 
and  systematically  endeavor  to  promote  friendly  in- 
tercourse between  physicians  of  the  same  locality  and 
shall  continue  these  efforts  until  every  physician  in 
every  county  of  the  State  who  can  be  made  reputable, 
has  been  brought  under  medical  society  influence. 

Section  9.  It  shall  encourage  postgraduate  work  in 
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medical  centers  as  well  as  home  study  and  research 
and  shall  endeavor  to  have  the  results  of  the  same 
utilized  and  intelligently  discussed  in  the  county 
societies. 


December  1956  • The  Journal  of  the  Kentucly 


Section  10.  It  shall  elect  representatives  to  the  House 
of  Delegates  of  the  American  Medical  Association  in 
accordance  with  the  Constitution  and  By-Laws  of 
that  body. 

Section  11.  It  shall  upon  application  provide  and 
issue  charters  to  county  societies  organized  to  con- 
form to  the  spirit  of  the  Constitution  and  By-Laws. 

Section  12.  In  sparsely  settled  sections  two  or  more 
County  Societies  may  join  for  scientific  programs, 
the  election  of  officers,  and  such  other  matters  as 
they  may  deem  advisable.  The  County  Society  thus 
combined  shall  not  lose  any  of  its  privileges  and 
representation.  The  active  members  of  each  County 
Society  shall  annually  elect  at  least  a Secretary  and  a 
Delegate  for  the  transaction  of  its  business  with  the 
State  Association. 

Section  13.  The  State  shall  be  divided  into  the  fol- 
lowing councilor  districts; 

No.  1 — Ballard,  Calloway,  Carlisle,  Fulton,  Graves, 
Hickman,  Livingston,  McCracken  and  Marshall. 

No.  2 — Daviess,  Hancock,  Henderson,  McLean, 
Ohio,  Union  and  Webster. 

No.  3 — Caldwell,  Christian,  Crittenden,  Hopkins, 
Lyon,  Muhlenberg,  Todd  and  Trigg. 

No.  4 — Breckinridge,  Bullitt,  Grayson,  Green, 
Hardin,  Hart,  Larue,  Marion,  Meade,  Nelson,  Spen- 
cer, Taylor  and  Washington. 

No.  5 — Jefferson. 

No.  6 — Adair,  Allen,  Barren,  Butler,  Cumberland, 
Edmonson,  Logan,  Metcalf,  Monroe,  Simpson  and 
Warren. 

No.  7 — Anderson,  Carroll,  Franklin,  Gallatin, 
Grant.  Henry,  Oldham,  Owen,  Shelby  and  Trimble. 

No.  8 — Boone,  Campbell  and  Kenton. 

No.  9 — Bath,  Bourbon,  Bracken,  Fleming,  Harri- 
son, Mason,  Nicholas,  Pendleton,  Scott  and  Robert- 
son. 

No.  10 — Fayette,  Jessamine  and  Woodford. 

No.  11 — Clark,  Estill,  Jackson,  Lee,  Madison, 
Menifee,  Montgomery,  Owsley,  Powell  and  Wolfe. 

No.  12 — Boyle,  Casey,  Clinton,  Garrard,  Lincoln, 
McCreary,  Mercer,  Pulaski,  Rockcastle,  Russell  and 
Wayne. 

No.  13 — Boyd,  Carter,  Elliott,  Greenup,  Lawrence, 
Lewis,  Morgan  and  Rowan. 

No.  14 — Breathitt,  Floyd,  Johnson,  Knott,  Letcher, 
Magoffin,  Martin,  Perry  and  Pike. 

No.  15 — Bell,  Clay,  Harlan,  Knox,  Laurel,  Leslie 
and  Whitley. 

Councilor  district  meetings  may  be  held  as  desired, 
and  District  Medical  Associations  may  be  organized 
as  desired  according  to  the  districts  outlined  above. 

Section  14.  It  shall  have  authority  to  appoint  com- 
mittees for  special  purposes  from  among  members  of 
the  Association  who  are  not  members  of  the  House 
of  Delegates  and  such  committees  may  report  to  the 
House  of  Delegates  in  person,  and  may  participate 
in  the  debate  thereon. 

Section  15.  It  shall  approve  all  memorials  and  reso- 
lutions issued  in  the  name  of  the  Association  before 
the  same  shall  become  effective. 

Section  16.  A digest  of  proceedings  of  the  House  of 
Delegates  shall  be  published  in  the  Journal  of  the 
Association. 

Chapter  V.  Election  of  Officers 

Section  1.  The  President-Elect  and  the  Vice-Presi- 
dents shall  be  elected  for  a term  of  one  year.  The 
Speaker  and  Vice-Speaker  of  the  House  of  Delegates 
shall  be  elected  for  a term  of  three  years.  The  Secre- 


tary  and  Treasurer  shall  be  elected  for  a term  of  five 
years.  The  Councilors  shall  be  elected  for  a term  of 
three  years  and  shall  be  limited  to  serving  for  not 
more  than  two  consecutive  terms.  The  terms  shall  be 
so  arranged  that  one-third  of  the  terms  expire  each 
year,  insofar  as  possible.  No  member  shall  be  eligible 
for  the  office  of  President,  President-Elect,  Vice- 
President,  Speaker  or  Vice-Speaker  of  the  House  of 
Delegates,  or  Councilor  who  has  not  been  an  active 
member  of  the  Association  for  at  least  five  years. 

Section  2.  All  elections  shall  be  by  secret  ballot,  and 
a majority  of  the  votes  cast  shall  be  necessary  to 
elect,  provided,  however,  that  when  there  are  more 
than  two  nominees  the  nominee  receiving  the  least 
number  of  votes  on  the  first  ballot  shall  be  dropped 
and  the  balloting  continue  until  an  election  occurs 
in  like  manner. 

Section  3.  Any  member  known  to  have  directly  or 
indirectly  solicited  votes  for,  or  sought  any  office 
within  the  gift  of  this  Association  shall  be  ineligible 
for  any  office  for  two  years. 

Section  4.  The  election  of  officers  shall  be  held 
during  the  closing  session  at  the  regular  annual  meet- 
ing of  the  House  of  Delegates. 

Section  5.  During  the  last  session  of  the  House  of 
Delegates  the  Speaker  of  the  House  of  Delegates 
shall  submit  to  the  members  of  the  House  of  Dele- 
gates a list  of  ten  names  from  which,  by  ballot,  the 
House  of  Delegates  shall  select  five  members  to 
serve  as  the  nominating  committee  for  the  next  year. 
The  five  names  receiving  the  most  votes  shall  form 
the  committee.  The  Committee  shall  select  one  of  its 
members  as  chairman  at  an  organization  meeting 
held  during  the  County  Society  Officers’  Conference, 
or  at  some  other  appropriate  place  designated  by  the 
Council  at  least  four  months  before  the  Annual 
Meeting.  The  Committee,  in  addition  to  such  other 
sessions  as  it  may  choose  to  hold,  will  schedule  an 
open  meeting  immediately  after  the  close  of  the  first 
session  of  the  House  of  Delegates  at  each  Annual 
Meeting.  This  open  session  shall  be  held  in  the  same 
meeting  hall,  shall  receive  broad  publicity,  and  those 
who  have  business  to  discuss  with  the  Committee 
shall  have  a hearing.  Following  this  meeting,  the 
Committee  shall  announce  its  final  recommendations 
at  the  beginning  of  the  second  scientific  session  the 
following  day,  the  Committee  submitting  one  or  more 
names  for  each  officer  to  be  elected.  The  House  of 
Delegates  will  vote  on  the  nominees  at  its  second 
session.  Additional  nominations  may  be  made  from 
the  floor  by  submitting  the  nominations  without  dis- 
cussion or  comment. 

Section  6.  The  Delegates  from  the  counties  in  each 
Councilor  District  shall  form  the  Nominating  Com- 
mittee for  the  purpose  of  nominating  a Councilor 
for  the  Councilor  District  concerned.  This  com- 
mittee shall  hold  a meeting  open  to  all  active  members 
of  Councilor  District  concerned  who  are  in  attend- 
ance at  the  meeting  for  the  purpose  of  discussing 
the  nomination  for  the  Councilor  to  serve  the  Dis- 
trict. Additional  nominations  may  be  made  from  the 
floor  by  any  member  of  the  House  of  Delegates  when 
the  Nominating  Committee  makes  its  report  to  the 
House  of  Delegates. 

Chapter  VI.  Duties  of  Officers 

Section  1.  The  President  shall  preside  at  all  general 
meetings  of  the  Association  and  shall  appoint  all 
committees  not  otherwise  provided  for.  He  shall 
deliver  an  annual  address  at  such  time  as  may  be 
arranged  and  shall  perform  such  other  duties  as 
custom  and  parliamentary  usage  may  require.  He 
shall  be  the  real  head  of  the  profession  of  the  State 
during  his  term  of  office  and  so  far  as  practicable, 
shall  visit  by  appointment,  the  various  sections  of  the 


State  and  assist  the  Councilors  in  building  up  the 
county  societies  and  in  making  their  work  more 
practical  and  useful. 

Section  2.  The  President-Elect  shall  be  a member 
of  the  Committee  on  Scientific  Assembly.  He  shall 
become  President  of  the  Association  at  the  next  an- 
nual meeting  of  the  Scientific  Session  following  his 
election  as  President-Elect.  He  shall  assist  the  Presi- 
dent in  visitation  of  county  and  other  meetings  and 
shall  be  ex-officio  a member  of  the  House  of  Dele- 
gates with  the  right  to  vote.  In  event  of  death,  resig- 
nation, or  if  he  becomes  permanently  disqualified, 
his  successor  shall  be  elected  by  the  House  of  Dele- 
gates and  shall  be  installed  as  President  of  the  Asso- 
ciation at  the  next  annual  meeting  of  the  Scientific 
Session  of  the  Association. 

Section  3.  The  Vice-Presidents  shall  assist  the  Presi- 
dent in  the  discharge  of  his  duties.  In  the  event  of 
his  death,  resignation  or  removal,  the  Council  shall 
elect  one  of  the  Vice-Presidents  to  succeed  him. 

Section  4.  The  Speaker  of  the  House  of  Delegates 
of  the  Association  shall  preside  at  all  meetings  of 
the  House  of  Delegates.  He  shall  appoint  all  com- 
mitees  for  the  House  of  Delegates  with  the  approval 
of  the  House  of  Delegates.  He  shall  be  an  ex-officio 
member  of  all  said  committees.  He  shall  perform  such 
other  duties  as  custom  and  parliamentary  usage  may 
require. 

Section  5.  The  Vice-Speaker  shall  assume  the  duties 
of  the  Speaker  in  his  absence,  and  shall  assist  the 
Speaker  in  the  performance  of  his  duties.  In  the  event 
of  the  death,  resignation  or  removal  of  the  Speaker, 
the  Vice-Speaker  shall  automatically  become  Speaker 
of  the  House  of  Delegates. 

Section  6.  The  Treasurer  shall  demand  and  receive 
all  funds  due  the  Association,  together  with  the 
bequests  and  donations.  He  shall,  under  the  direction 
of  the  House  of  Delegates  sell  or  lease  any  real 
estate  belonging  to  the  Association  and  execute  the 
necessary  papers  and  shall,  subject  to  such  direction, 
have  the  care  and  management  of  the  fiscal  affairs 
of  the  Association.  All  vouchers  of  the  Association 
shall  be  signed  by  the  Secretary  or  the  Executive 
Secretary  and  shall  be  counter-signed  by  the  Treasurer 
of  the  Association.  Under  unusual  circumstances, 
when  one  or  more  of  the  above-named  officials  are 
not  readily  available,  the  President  of  the  Association 
or  the  Chairman  of  the  Council  is  authorized  to  sign 
the  vouchers,  provided  that  in  any  event  all  vouchers 
of  the  Association  shall  bear  a signature  and  a 
counter-signature.  All  five  officials  shall  be  required 
to  give  bond  in  an  amount  to  be  determined  by  the 
Council.  The  Treasurer  shall  subject  his  accounts  to 
an  annual  audit  under  the  direction  of  the  Council. 
He  shall  render  an  annual  account  of  his  doings  and 
the  state  of  all  Association  funds. 

Section  7.  The  Secretary  shall  advise  the  Executive 
Secretary  in  all  secretarial  matters  of  this  Association 
and  shall  act  as  the  corporate  secretary  insofar  as  the 
execution  of  official  documents  or  institution  of 
official  actions  are  required.  He  shall  perform  such 
duties  as  are  placed  upon  him  by  the  Constitution  and 
By-Laws,  and  in  the  event  of  the  death,  resignation 
or  removal  of  the  Executive  Secretary,  shall  assume 
the  duties  of  that  office  until  the  vacancy  is  filled. 


Chapter  VII.  The  Council 

Section  1 . The  Council  shall  be  the  executive  body 
body  of  the  House  of  Delegates  and  between  sessions 
of  the  House  of  Delegates  shall  exercise  the  powers 
conferred  on  the  House  of  Delgates  by  the  Constitu- 
tion and  By-Laws.  The  Council  shall  consist  of  the 
duly  elected  councilors.  The  President,  the  President- 
elect, the  three  Vice-presidents,  the  immediate  Past- 
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president,  the  Speaker  of  the  House  of  Delegates, 
the  Secretary,  the  Treasurer  and  the  Delegates  to  the 
American  Medical  Association  shall  be  ex-officio 
members  of  the  Council  with  the  right  to  vote.  The 
Executive  Committee  of  the  Council  shall  consist  of 
the  President,  the  President-elect  and  the  Secretary  of 
the  Association,  together  with  the  Chairman  of  the 
Council,  Vice-chairman  of  the  Council  and  two 
additional  councilors  to  be  elected  annually  by  the 
Council.  Between  sessions  of  the  Council,  the  Execu- 
tive Committee  shall  exercise  all  of  the  powers  be- 
longing to  the  Council  except  those  powers  specifically 
reserved  by  the  Council  to  itself. 

Section  2.  The  Council  shall  hold  daily  meetings 
during  the  annual  session  of  the  Association  and  at 
such  other  times  as  necessity  may  require,  subject 
to  the  call  of  the  Chairman  or  on  petition  of  three 
councilors.  It  shall  meet  on  the  last  day  of  the  Annual 
Session  of  the  Association  for  reorganization  and  for 
the  outlining  of  the  work  for  the  ensuing  year.  At 
this  meeting  it  shall  elect  a chairman  and  secretary, 
and  it  shall  keep  a permanent  record  of  its  proceed- 
ings. It  shall,  through  its  Chairman,  make  an  annual 
report  to  the  House  of  Delegates  at  such  time  as 
may  be  provided  which  report  shall  include  an  audit 
of  the  account  of  the  Secretary  and  Treasurer  and 
other  agents  of  this  Association  and  shall  also  specify 
the  character  and  cost  of  all  the  publications  of  the 
Association  during  the  year,  and  the  amounts  of  all 
other  property  belonging  to  the  Association,  or  under 
its  control,  with  such  suggestions  as  it  may  deem 
necessary.  In  the  event  of  a vacancy  in  any  office 
the  Council  may  fill  the  same  until  the  annual  election. 

Section  3.  Each  Councilor  shall  be  organizer,  peace- 
maker and  censor  for  his  district.  He  shall  visit  each 
county  in  his  district  at  least  once  a year  for  the  pur- 
pose of  organizing  component  societies  where  none 
exist,  for  inquiring  into  the  condition  of  the  profession 
and  for  improving  and  increasing  the  zeal  of  the 
county  societies  and  their  members.  The  necessary 
traveling  expenses  incurred  by  Councilor  in  the  line 
of  his  duties  herein  imposed  may  be  allowed  by  the 
House  of  Delegates  upon  a proper  itemized  statement, 
but  this  shall  not  be  construed  to  include  his  expense 
in  attending  the  Annual  Session  of  the  Association. 

Section  4.  Collectively  the  Council  shall  be  the 
Board  of  Censors  of  the  Association.  It  shall  con- 
sider all  questions  involving  the  right  and  standing 
of  members,  whether  in  relation  to  other  members, 
to  the  component  societies  or  to  this  Association. 
All  questions  of  an  ethical  nature  brought  before 
the  House  of  Delegates  of  the  General  Meeting  shall 
be  referred  to  the  Council  without  discussion.  It 
shall  hear  and  decide  all  questions  of  discipline  affect- 
ing the  conduct  of  members  or  a county  society  upon 
which  appeal  is  taken  from  the  decision  of  an  indi- 
vidual Councilor.  Its  decision  in  all  such  cases  shall 
be  final. 

Section  5.  The  Council  shall  have  the  right  to  com- 
municate the  views  of  the  profession  and  of  the 
Association  in  regard  to  health,  sanitation  and  other 
important  matters  to  the  public  and  the  lay  press. 
Such  communications  shall  be  signed  by  the  President 
of  the  Association  and  the  Chairman  of  the  Council 
as  such. 

Section  6.  The  Journal  of  the  Kentucky  State  Medi- 
cal Association  shall  be  the  official  organ  of  the 
Association  and  shall  be  published  under  the  super- 
vision of  the  Council.  TTre  Editor  of  the  Journal 
shall  be  elected  by  the  Council.  All  money  received 
by  the  Journal  or  any  member  of  its  staff  shall  be 
paid  to  the  Treasurer  of  the  Association  on  the  first 
of  each  month.  The  Council  shall  provide  for  and 


superintend  the  publication  and  distribution  of  all 
proceedings,  transactions  and  memoirs  of  the  Asso- 
ciation, and  shall  have  authority  to  appoint  such 
assistants  to  the  Editor  as  it  deems  necessary. 

Sectian  7.  All  reports  on  scientific  subjects  and  all 
scientific  discussions  and  papers  read  before  the  Asso- 
ciation shall  be  referred  to  the  Kentucky  Medical 
Journal  for  publication.  The  editor,  with  the  consent 
of  the  Councilor  for  the  District  in  which  he  resides, 
may  curtail  or  abstract  papers  or  discussions,  and 
the  Council  may  return  any  paper  to  its  author  which 
it  may  not  consider  suitable  for  publication. 

Section  8.  All  commercial  exhibits  during  the  An- 
nual Session  shall  be  within  the  control  and  direction 
of  the  Council. 

Section  9.  In  the  event  the  office  of  one  of  the  Dis- 
trict Councilors  is  vacated  between  the  meetings  of 
the  House  of  Delegates,  the  President  of  the  Associa- 
tion may  call  a meeting  of  the  delegates  of  record  in 
the  Headquarters  Office  from  the  counties  of  that 
district  for  the  purpose  of  submitting  one  or  more 
nominees  as  candidates  to  fill  the  office  until  the  next 
meeting  of  the  House  of  Delegates.  The  name  or 
names  of  the  nominee  or  nominees  shall  be  submitted 
to  the  Council,  which  will  elect  a Councilor  from 
them  to  serve  until  the  next  meeting  of  the  House 
of  Delegates. 

Section  10.  A Medico-Legal  Administrator  shall  be 
appointed  to  serve  for  a term  of  three  years  by  the 
Council  of  the  Association.  The  Executive  Committee 
of  the  Council  shall  act  in  an  advisory  capacity  to 
the  Administrator.  The  Association,  through  the 
Administrator,  shall  provide  its  members  in  good 
standing  a defense  against  unjust  professional  liability 
suits  upon  request  by  a member  physician  involved. 
The  Administrator,  acting  under  the  general  direction 
of  the  Executive  Committee,  shall  select  and  fix  the 
compensation  for  an  attorney  who  shall  act  as  the 
general  counsel  in  these  matters  and,  if  required, 
select  additional  counsel. 

Section  11.  The  Council  shall  employ  an  Executive 
Secretary  whose  principal  duty  shall  be  to  carry  out 
and  execute  the  policies  established  by  the  House  of 
Delegates  and  the  Council.  His  compensation  shall 
be  fixed  by  the  Council.  The  Executive  Secretary 
shall  act  as  general  administrative  officer  and  business 
manager  of  the  Association  and  shall  perform  all 
administrative  duties  necessary  and  proper  to  the 
general  management  of  the  Headquarters  Office, 
except  those  duties  which  are  specifically  imposed 
by  the  Constitution  and  By-Laws  upon  the  officers, 
councilors,  committees,  boards,  and  other  representa- 
tives of  the  Association.  He  shall  refer  to  the  various 
elected  officials  all  administrative  questions  which  are 
properly  within  their  jurisdiction. 

He  shall  attend  the  annual  sessions,  the  meetings 
of  the  House  of  Delegates,  the  meetings  of  the  Coun- 
cil, as  many  of  the  committee  meetings  as  possible, 
and  shall  keep  separately  the  records  of  their  respec- 
tive proceedings.  He  shall,  at  all  times,  hold  himself 
in  readiness  to  advise  and  aid,  so  far  as  is  possible 
and  practicable,  all  officers  and  committees  of  the 
Association  in  the  performance  of  their  duties  and  in 
the  furtherance  of  the  purposes  of  the  Association. 
He  shall  be  allowed  traveling  expenses  to  the  extent 
approved  by  the  Council. 

He  shall  be  the  custodian  of  the  general  papers 
and  records  of  the  Association  (including  those  of 
the  Treasurer)  and  shall  conduct  the  official  corre- 
spondence of  the  Association.  He  shall  notify  all 
members  of  meetings,  officers  of  their  election,  and 
committees  of  their  appointments  and  duties. 

He  shall  account  for  and  promptly  turn  over  to 
the  Treasurer  all  funds  of  the  Association  which  come 
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into  his  hands.  It  shall  be  his  duty  to  receive  all  bills 
against  the  Association,  to  investigate  their  fairness 
and  correctness,  to  prepare  vouchers  covering  the 
same,  and  to  forward  them  to  the  Treasurer  for 
appropriate  action.  He  shall  keep  an  account  with 
the  component  societies  of  the  amounts  of  their 
assessments,  collect  the  same,  and  promptly  turn  over 
the  proceeds  to  the  Treasurer.  He  shall,  within  thirty 
days  preceding  each  annual  session,  submit  his  fi- 
nancial books  and  records  to  a certified  accountant, 
approved  by  the  Council,  whose  report  shall  be  sub- 
mitted to  the  House  of  Delegates. 

He  shall  keep  a card  index  register  of  all  practi- 
tioners of  the  State  by  counties,  noting  on  each  his 
status  in  relation  to  his  county  society  and  upon 
request  shall  transmit  a copy  of  this  list  to  the  Ameri- 
can Medical  Association. 

He  shall  act  as  Managing  Editor  of  the  Journal  of 
the  Kentucky  State  Medical  Association  under  super- 
vision of  the  Council  and  in  a similar  capacity  to  the 
extent  that  other  publications  are  authorized  by  the 
House  of  Delegates. 

He  shall  perform  such  additional  duties  as  may 
be  required  by  the  House  of  Delegates,  the  Council, 
or  the  President,  and  shall  employ  such  assistants  as 
the  Council  may  direct.  He  shall  serve  at  the  pleasure 
of  the  Council,  and  in  the  event  of  his  death,  resigna- 
tion, or  removal,  the  Council  shall  have  the  power  to 
fill  the  vacancy.  From  time  to  time,  or  as  directed 
by  the  Council,  he  shall  make  written  reports  to  the 
Council  and  House  of  Delegates  concerning  his 
activities  and  those  of  the  Headquarters  Office. 


Chapter  VIII.  Committees 

Section  1.  The  Standing  Committees  shall  be  as 
follows: 

A Committee  on  Scientific  Assembly  and  Arrange- 
ments 

A Committee  on  Public  Information  and  Service 

A Committee  on  Medical  Education  and  Economics 

A Committee  to  Study  Constitution  and  By-Laws 

A Legislative  Committee 

and  such  other  committees  as  may  be  necessary.  The 
Headquarters  Office  at  620  South  Third  Street,  Louis- 
ville 2,  Kentucky,  shall  be  the  headquarters  for  all 
committees  and  activities  of  the  Association  except 
as  may  be  specifically  authorized  by  the  Executive 
Committee.  Committees  shall  be  appointed  by  the 
President  of  the  Association  in  conference  with  the 
Secretary  unless  otherwise  specified.  The  President, 
Secretary  and  General  Manager,  and  Executive  Secre- 
tary shall  be  ex-officio  members  of  all  committees 
serving  without  power  to  vote  except  as  otherwise 
specified. 

Section  2.  The  Committee  on  Scientific  Assembly 
and  Arrangements  shall  consist  of  five  members.  The 
President  of  the  Association  shall  be  a member  and 
Chairman  of  the  Committee.  The  President-Elect 
shall  be  a member  of  the  Committee  and  Vice-Chair- 
man thereof.  The  remaining  three  members  shall 
serve  for  terms  of  three  years  each,  with  the  term  of 
one  member  expiring  each  year  and  the  vacancy 
filled  by  appointment  of  the  President.  The  Committee 
shall  determine  the  character  and  scope  of  the 
scientific  proceedings  of  the  Association,  subject  to 
the  constitution  and  by-laws  and  the  instructions 
of  the  House  of  Delegates  or  of  the  Council,  and  to 
that  end  may  invite  the  Chairman  of  its  subcommittee 
to  meet  and  consult  with  it.  Thirty  days  previous  to 
each  annual  session  it  shall  prepare  and  issue  a pro- 
gram announcing  the  order  in  which  papers  discus- 
sions and  other  business  shall  be  presented,  which 
program  shall  be  adhered  to  by  the  Association 
as  nearly  as  practicable.  No  county  society  as  such 
shall  serve  as  host  society  to  the  annual  meeting. 

Section  3.  A Committee  on  Public  Information  and 
Service  shall  be  appointed  by  the  Council  of  the 


Association  whose  members  shall  serve  at  the  dis- 
cretion of  the  Council.  The  Council  will  annually 
designate  its  chairman.  It  shall  be  the  duty  of  this 
committee  to  keep  in  active  touch  with  public  opinion. 
It  shall  keep  the  public  informed  of  such  develop- 
ments that  will  constitute  a service  to  the  public.  It 
shall  promote  such  immediate  and  long-range  educa- 
tional programs,  both  to  the  public  and  within  the 
profession,  as  are  deemed  in  the  best  interest  of  both. 
Its  work  shall  be  done  with  dignity  becoming  a great 
profession  and  that  wisdom  which  makes  effective  its 
work  and  influence. 

Section  4.  The  Committee  on  Medical  Education 
and  Economics  shall  be  appointed  by  the  Council 
whose  members  shall  serve  at  the  pleasure  of  the 
Council.  The  Council  shall  annually  designate  the 
chairman  of  the  committee.  It  shall  be  concerned 
with  and  responsible  for  all  matters  of  Medical  Educa- 
tion and  Medical  Economics  which  shall  be  within 
the  province  of  the  State  Medical  Association  It 
shall  continually  strive  to  serve  as  a liaison  between 
the  public  and  the  Medical  Association  in  those 
matters. 

Section  5.  The  Committee  to  Study  the  Constitution 
and  By-Laws  shall  be  appointed  by  the  Speaker  of 
the  House  of  Delegates  acting  in  conjunction  with 
the  Vice  Speaker  and  the  Nominating  Committee  and 
shall  make  a continuing  study  of  the  Constitution  and 
By-Laws.  The  Committee  shall  annually  recommend 
to  the  House  of  Delegates  such  revisions  as  changing 
times  and  conditions  dictate. 

Section  6.  The  Legislative  Committee  shall  be  ap- 
pointed annually  by  the  Council  of  the  Association 
whose  members  shall  serve  at  the  pleasure  of  the 
Council.  The  Council  shall  each  year  designate  the 
chairman  of  the  committee.  Under  the  direction  of 
the  Council,  it  shall  represent  the  Association  in 
securing  and  enforcing  legislation  in  the  interest  of 
public  health  and  the  science  of  medicine. 


Chapter  IX.  Assessments  and  Expenditures 

Section  1.  The  assessment  of  thirty  five  dollars  per 
capita  on  the  membership  of  the  component  societies 
is  hereby  made  the  annual  dues  of  this  Association. 
The  Secretary  of  each  county  society  shall  forward 
its  assessment  together  with  its  roster  of  all  officers 
and  members.  list  of  delegates,  and  list  of  non- 
affiliated  physicians  of  the  county  to  the  Secretary 
of  this  Association  on  the  first  day  of  January  in 
each  year. 

Section  2.  Any  county  society  which  fails  to  pay  its 
assessments,  or  make  the  report  required,  on  or  before 
the  first  day  of  April  in  each  year,  shall  be  held  as 
suspended  and  none  of  its  members  or  delegates 
shall  be  permitted  to  participate  in  any  of  the  business 
or  proceedings  of  the  Association  or  of  the  House 
of  Delegates  until  such  requirements  have  been  met. 

Section  3.  AH  motions  and  resolutions  appropriating 
money  shall  specify  a definite  amount  or  so  much 
thereof  as  may  be  necessary  for  the  purpose,  and 
must  have  the  prior  approval  of  the  Council  before 
they  can  become  effective. 


Chapter  X.  Rules  of  Conduct 

The  principles  set  forth  in  the  Principles  of  Ethics 
of  the  American  Medical  Association  shall  govern 
the  conduct  of  members  in  their  relation  to  each 
other  and  to  the  public. 


Chapter  XI.  Rules  of  Order 

The  deliberations  of  this  Association  shall  be 
governed  by  parliamentary  usage  as  contained  in 
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Section  10.  Each  county  society  shall  have  general 
direction  of  the  affairs  of  the  profession  in  the  county, 
and  its  influence  shall  be  constantly  exerted  for  better- 
ing the  scientific,  moral  and  material  conditions  of 
every  physician  in  the  county,  and  systematic  efforts 
shall  be  made  by  each  member,  and  by  the  society  as 
a whole,  to  increase  the  membership  until  it  embraces 
every  qualified  physician  in  the  county. 

Section  1 1 . Frequent  meetings  shall  be  encouraged, 
and  the  most  attractive  programs  arranged  that  are 
possible.  The  younger  members  shall  be  especially 
encouraged  to  do  post-graduate  and  original  research 
work,  and  to  give  the  society  the  first  benefit  of  such 
labors.  Official  position  and  other  references  shall  be 
unstintingly  given  to  such  members. 


Robert’s  Rules  of  Order,  unless  otherwise  determined 
by  a vote  of  its  respective  bodies. 

Chapter  XII.  County  Societies 

Section  1.  All  county  societies  now  in  affiliation 
with  the  State  Association  or  those  that  may  hereafter 
be  organized  in  this  State,  which  have  adopted  prin- 
ciples of  organization  not  in  conflict  with  this  Con- 
stitution and  By-Laws  shall  upon  application  to  the 
House  of  Delegates,  receive  a charter  from  and  be- 
come a component  part  of  this  Association. 

Section  2.  As  rapidly  as  can  be  done  after  the  adop- 
tion of  this  Constitution  and  By-Laws,  a medical 
society  shall  be  organized  in  every  county  in  the 
state  in  which  no  component  society  exists,  and 
charters  shall  be  issued  thereto. 

Section  3.  Charters  shall  be  issued  only  upon 
approval  of  the  House  of  Delegates  and  shall  be 
signed  by  the  President  and  Secretary  of  this  Asso- 
ciation. The  House  of  Delegates  shall  have  authority 
to  revoke  the  charter  of  any  component  county 
society  whose  actions  are  in  conflict  with  the  letter  or 
spirit  of  this  Constitution  and  By-Laws. 

Section  4.  Only  one  component  society  shall  be 
chartered  in  any  county  except  that  the  House  of 
Delegates  may  issue  a charter  to  one  state-wide 
society  of  worthy  Negro  physicians  who  are  not 
members  of  any  county  society.  Membership  in  the 
component  society  thus  created  shall  entitle  the 
members  thereof  to  all  the  rights  and  benefits  of 
membership  in  the  Kentucky  State  Medical  Associa- 
tion. When  more  than  one  county  society  exists 
friendly  overtures  and  concessions  shall  be  made  with 
the  aid  of  the  Councilor  of  the  District  if  necessary 
and  all  of  the  members  brought  into  one  organization. 
In  case  of  failure  to  unite,  an  appeal  may  be  made  to 
the  Council,  which  shall  decide  what  action  shall  be 
taken. 

Section  5.  Each  county  society  shall  judge  of  the 
qualifications  of  its  own  members,  but  as  such  socie- 
ties are  the  only  portals  to  this  Association,  every 
reputable  and  legally  registered  physician  who  is 
practicing,  or  who  will  agree  to  practice  nonsectarian 
medicine,  shall  be  entitled  to  membership.  Before  a 
charter  is  issued  to  any  county  society,  full  and  ample 
notice  and  opportunity  shall  be  given  to  every  physi- 
cian in  the  county  to  become  a member.  All  active 
members  of  the  component  county  societies  shall  be 
active  members  of  the  Kentucky  State  Medical  Asso- 
ciation. 

Section  6.  Any  physician  who  may  feel  aggrieved  by 
the  action  of  the  society  of  the  county  in  refusing 
him  membership,  or  in  suspending  or  expelling  him, 
shall  have  the  right  to  appeal  to  the  Council,  which 
upon  a majority  vote  may  permit  him  to  become  a 
member  of  an  adjacent  county  society. 

Section  7.  In  hearing  appeals,  the  Council  may 
admit  oral  or  written  evidence  as  in  its  judgment 
will  best  and  most  fairly  present  the  facts,  but  in 
case  of  every  appeal,  both  as  a Board  and  as  indi- 
vidual councilors  in  district  and  county  work,  effort 
at  conciliation  and  compromise  shall  precede  all  such 
hearings. 

Section  8.  When  a member  in  good  standing  in  a 
component  society  moves  to  another  county  in  the 
State,  his  name,  upon  request,  shall  be  transferred 
without  cost  to  the  roster  of  the  county  society  into 
who.se  jurisdiction  he  moves,  if  he  is  admitted  to 
membership  therein. 

Section  9.  A physician  living  in  or  near  a county 
line  may  hold  membership  in  that  county  most  con- 
venient for  him  to  attend,  on  permission  of  the 
county  in  whose  jurisdiction  he  resides. 
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Section  1 2.  At  the  time  of  the  annual  election  of 
officers  each  component  society  shall  elect  a delegate 
or  delegates  to  represent  it  in  the  House  of  Delegates 
of  the  Association.  The  term  of  a delegate  is  from 
the  beginning  of  the  annual  meeting  of  the  House  to 
which  he  was  elected  to  serve  to  the  beginning  of  the 
next  annual  meeting,  but  it  may  be  for  one  or  more 
years  at  the  discretion  of  the  county  society.  Each 
component  society  may  be  represented  by  one  delegate 
for  each  25  members  in  good  standing  plus  one  dele- 
gate for  one  or  more  members  in  excess  of  multiples 
of  25.  Provided,  however,  that  each  component 
society  shall  be  entitled  to  at  least  one  delegate  regard- 
less of  the  number  of  members  it  may  have  and  the 
secretary  of  the  society  shall  send  a list  of  such  dele- 
gates to  the  secretary  of  this  Association  not  later 
than  45  days  before  the  next  annual  session.  It  shall 
be  the  obligation  of  the  county  medical  society 
which  elects  delegates  to  serve  more  than  one  year 
to  provide  the  KSMA  Headquarters  Office  with  a 
completed  certified  list  of  delegates  to  represent  that 
county  for  that  particular  year. 


Chapter  XIII.  Amendments 

These  by-laws  may  be  amended  by  any  annual 
session  by  a two-thirds  vote  of  all  the  delegates 
present  at  that  session,  after  the  amendment  has  been 
laid  on  the  table  for  one  day.  j 
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Section  13.  The  Secretary  of  each  county  society 
shall  keep  a roster  of  its  members  and  a list  of  non- 
affiliated  registered  physicians  of  the  county,  in  which 
shall  be  shown  the  full  name,  address,  college  and 
date  of  graduation,  date  of  license  to  practice  in  this 
State,  and  such  other  information  as  may  be  deemed 
necessary.  He  shall  furnish  an  official  report  contain- 
ing such  information,  upon  blanks  supplied  him  for 
the  purpose,  to  the  Secretary  of  this  Association,  on 
the  first  day  of  January  of  each  year,  or  as  soon 
thereafter  as  possible,  and  at  the  same  time  the  dues 
accruing  from  the  annual  assessment  are  sent  in. 
In  keeping  such  roster  the  Secretary  shall  note  any 
change  in  the  personnel  of  the  profession  by  death 
or  by  removal  to  or  from  the  county,  and  in  making 
his  annual  report  he  shall  be  certain  to  account  for 
every  physician  who  has  lived  in  the  county  during 
the  year. 

Section  14.  The  secretary  of  each  county  society 
shall  report  to  the  Kentucky  Medical  Journal  full 
minutes  of  each  meeting  and  forward  to  it  all  scien- 
tific papers  and  discussions  which  the  society  shall 
consider  worthy  of  publication. 

Section  15.  County  societies  may  invite  Dentists, 
Pharmacists,  Funeral  Directors,  or  other  professional 
persons  to  become  Associate  Members  of  the  County 
Society  but  such  Associate  Members  shall  not  have 
any  privileges  or  representations  in  the  State  Associa- 
tion. 


"...THE  MERCURIALS 
HAVE  PROLONGED 
THE  \MORKING  PERIOD 
AND  LIFE  SPAN  OF 
COUNTLESS  SUFFERERS 
FROM  CONGESTIVE 
HEART  FAILURE..."* 

TABLET 

NEOHYDRIN® 

*Fishberg,  A.  M.:  Hypertension 
and  Nephritis,  ed,  5,  Philadelphia, 

Lea  & Febiger,  1954,  pp.  177-178. 


With  us 

"know-how"  in  prevention,  defense 
and  negotiation  reduces  the  filing 
of  malpractice  claims  and  suits 


Sfa.ecceUc^ed  Senvcce 

<uci  doctor 

THEJ 

MkiPIGAIa,BRQJ!Ef8Mjl^ 

ROHTj'WimfEi  IWPliMIIA-, 

Professional  Protection  Exclusively 
since  1899 


LOUISVILLE  Office 

i Calvin  Bimer,  Representative 

I 3119  Hewitt  Ave. 

i Tel.  Glendale  8-3060 

! If  no  answer,  call  Juniper  3-3636 


CROCKER-FELS  COMPANY 

SERVING  PHYSICIANS  AND  HOSPITALS  SINCE  1882 


If  you’re  looking  for  an  unusually  attractive  examining  room  suite,  unusually  serviceable  equip- 
ment, and  special  features  to  make  your  work  easier — you’ll  find  them  in  Hamilton’s  Steeltone,  shown 
above.  And  it’s  available  in  an  array  of  decorators’  colors:  white  deluxe,  cream  white,  jade  green, 

Washington  blue,  coral,  and  silver  metallic. 

The  name  Hamilton  is  synonymous  with  quality. 

The  Crocker-Fels  Company 

624  S.  THIRD  ST.  CLay  8855  LOUISVILLE,  KY. 

Ask  about  our  liberal  financing  plan 
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GRADATIONS  OF  ANALGESIA 


/ - ‘TABLOID’ ‘EMPIRIN’  COMPOUND® 


Acetophenetidin  gr.  2^2,  Acetylsalicylic 
Acid  gr.  SVi,  Caffeine  gr.  Vz 


^‘TABLOID’  ‘EMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr. '/».  No.  1 (N) 


^‘TABLOID’  ‘EMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  ’/4,  No.  2 (N> 

‘TABLOID’  ‘EMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  </2,  No.  3 (N) 


/TABLOID’  ‘EMPIRIN’ COMPOUND 

with  CODEINE  PHOSPHATE  gr.  1.  No.  4 (N) 

(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  (U.S.  A.)  INC. 
Tuckahoe,  N.  Y. 


the  Emblems  of  RELIABLE  PROTEaiON 


We  cordially  invite  your  inquiry 
for  application  for  membership 

which  affords  protection  against 
loss  of  income  from  accident  and 
sickness  as  well  as  benefits  for 
hospital  expenses  for  you  and 
all  your  dependents. 


$4,500,000  ASSETS 
$24,SOO,0OO  PAID  FOR  BENEFITS 
SINCE  ORGANIZATION 


Since  1902 

PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 
OMAHA  2.  NEBRASKA 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARINX 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 


GRADATIONS  OF  ANALGESIA 
with  light  sedation 


*EMPIRAL’< 


Phenobarbital  gr.  Vi 
Acetophenetidin  gr.  2Vi 
Acetylsalicylic  Acid  gr.  3Vi 


‘CODEMPIRAL’®  No.  r 

Codeine  Phosphate  gr.  Vi 
Phenobarbital  gr.  Vi 
Acetophenetidin  gr.  2‘/2 
Acetylsalicylic  Acid  gr.  3Vi 


‘CODEMPIRAL’®  No.  3"’ 

Codeine  Phosphate  gr.  Vi 
Phenobarbital  gr.  Vi 
Acetophenetidin  gr.  2Vi 
Acetylsalicylic  Acid  gr.  3Vi 

(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC. 
Tuckahoe,  N.  Y. 
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as  much 


aqueous  vitamin  A needed 
as  compared 
to  oily  vitamin  A 


...in  acne, 

, eczemas, 
dry  skin 

Now— imposing  evidence  demonstrates  the 
cljnical  superiority  of  aqueous  vitamin  A 
over  ordinary  oily  vitamin  A in  these  dermal 
disordersf  . . . 


aqueous  vitamin  A 

ordinary 

(Aquasol  A) 

oily  vitamin  A 

acne 

25,000  to  50,000  units  daily 

up  to  500,000  units  daily 

eczema 

chronic 

25,000  to  50,000  units  daily 

50,000  to  500,000  units  daily 

excessively 
dry  skin 

60,000  to  100,000  units  daily 

100,000  to  300,000  units  daily 

i 


three  separate  potencies  of 
natural  vitamin  A per  capsule  . . . 
in  water-soluble  form: 

25.000  U.  S.  P.  Units 

50.000  U.  S.  P.  Units 

100.000  U.  S.  P.  Units 

•oil-soluble  vitamin  A made  water-solubie 
with  sorethytan  esters;  protected  by  U.  S. 
Patent  No.  2.417,299. 

Samples  andt  detailed  literature  on  request. 


aquasol  A 

capsules 

first  and  only  aqueous* 
natural  vitamin  A in  capsules 


Bottles  of  100,  500 
andolOOO  capsules 


u.  s.  vitamin  corporation 

(ARLINGTON-FUNK  LABORATORIES,  division) 
250  East  43  Street  • New  York  17,  N.Y. 


I 

1 

} 

I 
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in  inflammatory  skin  diseases 


all  the  benefits  of  the  “predni-steroids” 
plus  positive  antacid  action 
I to  minimize  gastric  distress 


ROUTINELY  ACHIEVED  WITH 


Clinical  evidence*-*-*  indicates  that 
to  augment  the  therapeutic  advan- 
tages of  prednisone  and  predniso- 
lone, antacids  should  be  routinely 
co-administered  to  minimize  gas- 
tric distress. 

Referenees:  1.  Boland,  E.  W.,  J.A.M.A. 
160:613,  (February  25,)  1956.  2.  Margolis, 
H.  M.  et  at,  J.A.M.A.  158:454,  (June  11,) 
1955.  3.  Bollet,  A.  J.  el  al,  J.A.M.A. 
158:459,  (June  11,)  1955. 


Multiple 

Compressed 

Tablets 


(Buffered  Prednisone) 


CoBydeltra' 

"^(Buffered  Prednisolone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
SO  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel.  * 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO  . INC. 
PHILADELPHIA  1.  PA. 


•CO-D^LTRA*  and  ‘CO-HYDELTRA*  are  the  trademarls  0/ Merck  A Co.,  Inc, 
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nil 


Pain-Free ' 

of  every da\ 

“Rheumatism” 


M ultipl 


combine : 

THE  PROPER  FORMULA 
PROPERLY  FORMULATED 


PREDNISOLONE  (1  mg  A 

+ 

aspirin  {0.3  Gm.) 

+ 

ASCORBIC  ACID  {50  mg 

+ 

ANTACID  (0.^  Gm) 


Physical  separation  of  the 
steroid  component  from  the 
aluminum  hydroxide  as  pro- 
vided by  the  Multiple  Com- 
pressed Tablet  construction 
assures  full  potency  and  sta- 
bility of  prednisolone. 


arly  rheumatoid  arthritis 
Rheumatoid  spondyiitis 
Osteoarthritis 


Synovitis 

Tenosynovitis 

Myositis 


Stiil’s  disease  Fibrositis 

Psoriatic  arthritis  Neuritis 


Bursitis 
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Performance 

\ctivities 

*atients 

Compressed  Tablets 


for  anti-inflammatory,  anti-rheumatic  benefits 
at  effective  low  dosage. 

for  analgesia  plus  additional  anti-rheumatic 
activity. 

for  anti-stress  support  that  guards  against  ad- 
renal ascorbic  acid  depletion. 

(Ascorbic  Acid  present  as  60  mg.  Sodium  Ascorbate.) 

dried  aluminum  hydroxide  gel  minimizes  the 
possibility  of  gastric  distress. 

DOSAGE:  7-4  TEMPOGEN  Tablets  t.i.d.  or  q.i.d. 

(TEMPOGEN  Forte,  1 or  2 tablets  t.i.d.  or  q.i.d.) 
for  one  or  two  weeks.  Then  lower  by  1 tablet  every  four 
or  five  days  to  maintenance  level. 

SUPPLIED:  TEMPOGEN  and  TEMPOGEN  Forte 
— in  bottles  of  100  Multiple  Compressed  Tablets. 

{TEMPOGEN  Forte  provides  2 mg.  of  prednisolone.) 


MERCK  SHARP  8e  DOHME 

DIVISION  OF  MERCK  & CO..  INC. 
PHILADELPHIA  I.  PA. 
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your  heart 
failure  patients 
should  be  guarded 
against  detrimental 
seesaw  diuresis 


PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 

Limiting  dosage  to  once  daily  to  avoid  refractoriness,  or  omitting  alternate  days  to 
circumvent  gastrointestinal  irritation— necessary  with  some  diuretics— results  in  a 
seesaw  of  diuresis  with  fluid  reaccumulation  and  recurrent  strain  on  the  already 
failing  heart. 

With  the  organomercurials,  dosage  is  individualized  and  administered  as  needed, 
to  produce  sustained,  dependable  diuresis. 

TABLET 

NEOHYDRIN' 

BRAND  OF  CHLORMERODRIN  (le.a  mg.  of  3-chloromercuri-2-methoxy-propylurca 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


LAKESIDE 


OISSC 


in  bronchial  asthma 


clinical  evidence'’^  '' indicates  that  to  augment  the 
therapeutic  advantages  of  the  ‘'predni- steroids” 
antacids  should  be  routinely  co-administered 
to  minimize  gastric  distress 


ROUTINE  I 

CO-ADMINISTRA  TION 
MEANS 


Multiple 

Compressed 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

References:  1.  Boland,  E.  W., 

J.A.M.A.  160:613,  (February 
25,)  1956.  2.  Margolis,  H.  M. 
et  al,  J.A.M.A.  158:454,  (June 
11,)  1955.  3.  Bollet,  A.  J.  et  al, 

J.A.M.A.  158:459,  (June  11,) 

1955. 

■CO-DELTRA’  and  ‘CO-IIYDELTRA’  are  the  trademarks  »/  Merck  & Co.,  INC. 


CoDeltra 


(Buffered  Prednisone) 


2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


MERCK  SHARP  a DOHME 

DIVISION  OF  MERCK  ft  CO..  INC. 
PHILADELPHIA  \.  PA. 
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51"®  on  an  old 

sed  on 


— ; iCira.ctu'r^ri  i-u — 


'"ale. 

On  f l f ls^  f-i-  _ 

lytirsr  auWss  rcoS+rwr^^’Y^'' 

osteoSyelitiiT-Disc  sJs'-n-  ■ from  the 

^0  meg. J^«__l^cg. ; tetracyciihe, ^ 


^ Placed  ' ^ ~ 

therapy  400  mgm.  q.  (,~X 


cm 


with  calEs  formatinr.^^*-^  5"^®''®®  ol 


Diagnosis: 


Result:  er 


fracture  middle  rhTrd^H„l,rf„ 

f omplic_a^d;^y  osteomyelitt!  ' 


my'elitirh'nd "v ^ I'eaimg  oFth e old"Sit?5-- ' 
y I't^s  and  kept  the  mfect^  under 


Communication  to  Abbott  Laboratories 


peclfic  against 
Dccic  infections 


Specific— because  you  can  actually  pinpoint  the 
therapy  for  coccic  infections.  That’s  because 
most  bacterial  respiratory  infections  are  caused 
by  staph-,  strep-and  pneumococci.  And  these 
are  the  very  organisms  most  sensitive  to 
Erythrocin— even  when  in  many  cases  they 
resist  other  antibiotics. 


STEARATE 


ith  little  risk  of 
erious  side  effects 


Low  toxicity— because  Erythrocin  rarely  alters 
intestinal  flora.  Thus,  your  patients  seldom 
get  gastroenteral  side  effects.  Or  loss  of  vitamin 
synthesis  in  the  intestine.  Virtually,  no  allergic 
reactions,  either.  Filmtah  Erythrocin 
Stearate  ( 100  and  250  mg. ) , ^ n n 
bottles  of  25  and  100.  vAijuOtt 


STEARATE 


® Filmtab— film-sealed  tablets;  pat.  applied  for 


On  the  basis  of  considerable  in  vitro 
evidence  accumulated  over  a period  of 
seven  years,  the  Council  on  Pharmacy 
and  Chemistry  has  revised  the  original 
Alglyn  monograph  acknowledging  that 


LYM 

dihydroxy  aluminum  aminoace^ 


this  most  recent  form  of  aluminum  ant- 
acid therapy  is  as  active — In  Tablet 
Form — as  the  various  aluminum  hydrox- 
ide preparations  are  in  Liquid  form: 


“Dihydroxy  aluminum  aminoacetate  . . . shares  the  properties  of  the  alumi- 
num hydroxide  gel  preparations.  In  vitro  studies  indicate  that  the  buffering 
action  of  dihydroxy  aluminum  aminoacetate  in  tablet  form  is  comparable  to 
that  of  the  liquid  preparations  of  aluminum  hydroxide  gel  when  compared 
on  the  basis  of  equivalent  aluminum  content.” 


Alglyn  Tablets,  0.5  Cm.  dihydroxy 
aluminum  aminoacetate,  are  supplied  in 
bottles  of  100  (white).  Your  patients  will 
welcome  the  change  from  liquid  antacid 
preparations  to  easy-to-take  convenient, 
lightly-flavored  Alglyn  TabletsL 

Also  supplied  in  combination  with 
spasmolytic  and  sedative  therapy  as 


Msiglyn  Compound,  each  tablet 
contains  dihydroxy  aluminum  aminoace- 
tate, 0.5  Cm.,  belladonna  alkaloids,  0.162 
mg.,  phenobarbital,  16.2  mg.,  per  tablet, 
bottles  of  100  (pink);  and  as  Belglyn, 
dihydroxy  aluminum  aminoacetate,  0.5 
Cm.,  belladonna  alkaloids,  0.162  mg.,  per 
tablet,  bottles  of  100  (yellow). 


Reprint  of  recent 
in  vivo  studies  avail- 
able on  request 


■ 1.  Rossetf,  N.E.  and  Rice,  M.L.,  Jr.:  Gastroenterology,  26:490, 1954. 

2.  Hammarlund,  E.R.  and  Rising,  L.W.:  J.  Am.  Pharm.  Assoc.,  Scientific  Edition, 
38:586,1949. 


PHARMACEUTICAL. 

CHATTANOOGA  9,  TENNESSEE 


COM  PA  ^ 
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CITY  VIEW  SANITARIUM 

Established  1907 

NASHVILLE  TENNESSEE 

For  the  diagnosis  and  treatment  of 
mental  and  nervous  disorders,  and 
addictions  to  alcohol  and  drugs 

Psychotherapy  and  occupational  therapy 

Electrical  shock  and  insulin  therapy  as  indicated 

Frank  W.  Stevens,  M.  D. 

Director 

G.  Tivis  Graves,  Jr.,  M.  D. 

Associate  Director 


MEDICAL-DENTAL  BUSINESS  BUREAU,  INC. 
227  HEYBURN  BUILDING  — P.  0.  BOX  1465 

WAbash  6725 

334  W.  BROADWAY 
LOUISVILLE,  KENTUCKY 

Gentlemen,  I am  interested  in  talking  with  you  about  the  subjects  checked  below. 

See  me  at  (address) on  (date) 

Doctor 

( ) Practice  Survey  and  Recommendations 

( 

) Centralized  Bookkeeping 

( ) Financial  Records  and  Reports 

(Statements  to  Patients) 

( ) Professional  Management  Service 

( 

) Pre-Collection  Program 

( ) Long-Term  Financial  Planning 

( 

) Partnership  Formation 

( ) Tax  Returns 

( 

) Sale  of  Practice 

( ) Other: 

( 

) Collections 

THE 

K E E L E Y, 

Treating  alcoholism  and  other  problems  of  addiction. 

INSTITUTE 

• 

REGISTERED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION - 
MEMBER  AMERICAN  HOSPITAL  ASSOCIATION. 

DWIGHT,  ICLINOIS 

k 

CleaA4Me4j/‘ 

On  The  Kratzville  Road 

EVANSVILLE,  IND. 


TELEPHONE  5-6181 

A PRIVATE  HOSPITAL  FOR  THE  TREAT- 
MENT OF  PATIENTS  SUFFERING  FROM 
MENTAL  ILLNESS,  ALCOHOLISM  AND 
DRUG  ADDICTION. 

SEPARATE  BUILDINGS  FOR  DISTURBED  AND 
CONVALESCENT  PATIENTS. 


Equipped  for  Surgery 
ELECTROENCEPHALOGRAPH  — CLINICAL  LABORA- 
TORY—EKG  AND  BMR  EQUIPMENT— STEREOSCOPIC 
X-RAY  — HYDROTHERAPY. 

ALBERT  J.  CREVELLO,  M.D. 

Diplomate,  American  Board  of  PsTcbiatrr 
& Neurology.  Inc. 

MEDICAL  DIRECTOR 
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ATLAS  PHARMACEUTICAL  LABORATORIES 


KNOWN  and  RESPECTED  FOR  A DECADE... 


Every  ATLAS  injectable  is  manufactured  in  our  own  new,  ultra-modern 
laboratory  under  strictest  controls.  Continued  research  and  testing  assures 
the  finest  standard  injectables  as  well  as  distinctive  new  formulae  as  they 
are  perfected  . . . Potencies  and  purity  guaranteed,  yet  a realistic  pricing 
policy  makes  them  readily  usable  in  every  case. 

Here  is  our  latest  Specialty. . . 

PPQPDQIMp  2.5  mg./cc.  in  2 cc.  Ampules 
lA  t O Q l\  I I 1 1 IL  pkgd.  10  ampules  per  box 

Order  today  from  our  representative  or  direct  from  our  manufacturing 
laboratories.  Complete  medical  information  sent  upon  request. 


13211  Conant  Avenue 


Detroit,  Michigan 


TELEPHONE 

650 


PLEASANT  GROVE  HOSPITAL 


ANCHORAGE 

KENTUCKY 


FOR  ALL  TYPES  OF  NERVOUS  AND  MENTAL  DISEASES.  AND  ALCOHOUSM 


Member  of  the  American  Hospital  Association  and  Notional  Association 
of  Privcrte  Psychiatric  Hospitals 


Four  modern  buildings,  separate  for  men  and  women 
Individual  rooms.  All  buildings  equipped  with  radio. 
Recreation. 

Hydrotherapy,  Electrotherapy.  Up-to-date  psychiatric 
methods.  Electric  and  Insulin  Shock  treatments.  Psycho- 
therapy. 

L.  A.  BUTTERFIELX), 

Hospital  Administrator 


Registered  nurses  and  trained  personnel.  Constant 
medical  supervision.  Open  to  members  of  the  Medical 
Association. 

Located  on  the  LaGrange  Road,  ten  miles  from  Louis- 
ville, on  the  Louisville-LaGrange  bus  line. 

T.  N.  KENDE,  M.D.,  Neuropsychiatrist 
Medical  Director 

T.  J.  SMITH.  M.D.,  Associate 


I 
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Call  KSMA  at  JUniper  5-5815 


☆ ☆ ☆ ☆ ☆ ☆ 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 

{The  Pioneer  Postgraduate  Medical  Institution  in  America) 


ANESTHESIOLOGY 

A three  months  full  time  course  covering  general 
and  regional  anesthesia  with  special  demonstration 
in  the  clinics  and  on  the  cadaver  of  caudal,  spinal,' 
field  blocks,  etc.;  instruaion  in  intravenous  anes- 
thesia, oxygen  therapy,  resuscitation,  aspiration 
bronchoscopy;  attendance  at  departmental  and  gen- 
eral conferences. 

For  Information  about  these  and 

other  courses  Address:  UcAf 


DERMATOLOGY  AND  SYPHILOLOGY 

A three  year  course,  fulfilling  all  the  require- 
ments of  the  American  Board  of  Dermatology  and 
Syphilology.  Also  seminars  for  specialists,  for  gen- 
eral praaitioners,  and  in  Dermatopathology. 


345  WEST  50th  St.,  New  York  19,  N.  Y. 


WAYSIDE  HOSPITAL 

168  North  Broadway  • Lexington,  Kentucky 

A private  psychiatric  hospital  offering  inoderii  diagnostic  and  treatment  procedures. 
Approved  by  American  Medical  Association 

Meniher  of  American  Hospital  Association 

Member  of  National  Association  of  Private  Psychiatric  Hospitals 


H.  Halbert  Leet,  M.D. 
Carl  Wiesel.  M.D. 
William  V.  W'alsh,  M.D. 


STAFF 

.loiiN  H.  Rompf,  M.D. 
Irvia'g  a.  Gail,  M.D. 

^"m.  N.  Lipsco.mb,  M.D. 
Orcea'a  F.  Knepper,  M.D. 
Edward  L.  Houciiin,  Administrator 

Phone : 2-20.50 


OCULISTS’  PRESCRIPTIONS  EXCLUSIVELY 

MUTH  OPTICAL  COMPANY 

Prescription  Opticians 

665  S.  4th  Brown  Hotel  Building  Louisville  2 
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AOUIL  CLIBIICAl  COSIFEREBICE 

CHICAGO  MEDICAL  SOCIETY 
March  5,  6,  7 and  8,  1957 
PALMER  HOUSE,  CHICAGO 

Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on  subjects  of  interest 
to  both  general  practitioner  and  specialist. 

Panels  on  Timely  Topics  Daily  Teaching  Demonstrations 

Medical  Color  Telecasts 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving 

Technical  Exliibits 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a MUST  on  the 
calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservation  at  the 

Palmer  House. 


PEACE  OF  MIND  FROM  OFFICE  AND  BUSINESS  WORRIES 

OUR  SERVICES  COVER; 

Tax  Returns 
Bookkeeping 
Delinquent  Accounts 
(No  Commission) 

Office  Routines 
Office  Planning 
Instructing  Personnel 

Fees 

Partnerships 

Hospitals 

Clinics 

Counselling  - Investments 
Insurance 

AacUlcUde 

PROFESSIONAL 

BUSINESS 

MANAGEMENT 

ASSOCIATES: 

Clayton  L.  Scroggins 
John  R.  Lesick 
Richard  D.  Shelley 

Hubert  G.  Stiffler 
Daniel  L.  Zeiser 
Richard  J.  Conklin 

FOR  DOCTORS 
ONLY 

CLAYTON  L SCROGGINS  ASSOCIATES 

ESTABLISHED:  1945 

141  West  McMillan  Street 

WOodburn  l-IOlO 

Cincinnati  19,  Ohio 

1 would  like  to  talk  with  one 

Name 

Address 

of  your  Kentucky  representatives. 

■ 

All  Services 
Completely 
Confidential 
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“the  most  critical  inspection  yet  devised  for  an  eye-glass  lens” 


I 


Your  prescription  filled  by  us  will  be  processed  to 
the  prescription  with  first  quality  materials;  the  glass 
and  surfaces  will  be  tested  for  precision  of  workman- 
ship—and  your  lenses  checked  for  accuracy  of  power 
—only  a perfect  lens  passes  the  Southern  Optical  test. 


CONTACT  LENSES 

(Fluidless  Lacrilens — Microlens) 


ARTIFICIAL  EYES 

(Custom  Plastic — Glass) 


HOME 

OWNED 

SINCE 

1897 


COMPANY 

4th  and  Chestnut 
334  W.  Broadway 

LOUISVILLE 


NEW  CASTLE  SANITARIUM 

Telephone  3621 
NEW  CASTLE,  KY. 

For  the  core  of 

CHRONIC,  CONVALESCENT  AND  GERIATRIC 
PATIENTS 

Member  of  the  American  Hospital  Association 
Member  of  the  Americon  Assn,  of  Nursing  Homes 
Licensed  ond  Approved  by  the  State  of  Kentucky 

SPECIAL  DIETS  PREPARED  — ELECTRO-THERAPY 
TREATMENTS  AVAILABLE 

PRIVATE  PHYSICIAN  AVAILABLE  AT  ALL  HOURS 
24-HOUR  EFFICIENT  AND  CHEERFUL  NURSING  CARE 

REASONABLE  RATES 

New  Selectemp  Modulated  Steam  Heat  With  Filtered  Air 
For  Maximum  Comfort  and  Safety 
Protected  Throughout  With  Automatic  Fire  Detection 
ond  Alorm  System 

IRA  O.  WALLACE,  Administrotor 


X-Ray  Machine 

100  MA  Fisher  with  fluoroscopy 
$1500  including  developing  tank, 
safety  light,  gloves  and  apron 
Present  monthly  payments  of  $71.50 
which  may  be  assumed  by  the  buyer 

Contact — Dr.  John  A.  Wimberly 
Hinkle  Bldg. 

Richmond,  Ky. 


SECLUSION  MATERNITY 


Write  for  Information 

HELEN  AMOS 
4911  East  27th  St. 


FAIRMOUNT 

HOSPITAL 

FOR 

UNMARRIED 
GIRLS 
EsL  1909 

Private  sanitarium 
with  certified  obstet- 
rician in  charge.  Fold- 
er fully  describing 
services  FREE  on  re- 
quest. Early  entrance 
advised. 


Konaaa  City.  Mo. 
Phone:  WA.  3-3577 


Rates  reasonable.  In 
certain  cases  work  giv- 
en to  reduce  expenses. 
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Eleven  Specialty  Groups  Convene  at  Annual  Meet,  979 
Eleven  Specialty  Groups  to  Meet  at  1956  Annual  Meeting, 
692 

Eleventh  Councilor  District  Holds  Meeting  at  Berea,  1093 
Expansion  Continues  in  Medical  Schools,  879 
Expenses  for  Refresher  Courses  Deductible  from  Income 
Tax,  801 

Expanded  Medical  Center  is  Proposed  for  Louisville.  445 
Ex- Vanderbilt  Professor  Joins  UL  Medical  School  Staff,  271 
F 

Fifteen  Kentuckians  Go  to  SMA  Birthday  Party,  978 
Fifty-four  Kentucky  Physicians  Attend  SMA  Meeting  in 
Houston,  72 
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First  Blue  Shield  Forum  Attracts  Kentucky  Physicians. 
878 

First  Medical  Education  Week  Scheduled  for  April  23-29, 
272 

Five  KSMA  District  Councilors  to  be  Elected  September  19, 
687 

Five  KSMA  Members  Speak  at  Women’s  Club  Meeting,  623 
Folsom  Names  Group  to  Work  with  HEW  on  Hospitals.  978 
Ford  Foundation  Grants  U.  L.  Med.  School  $500,000,  987 
Foreign  MD  Evaluation  Program  Approved  by  AMA  Trus- 
tees, 624 

Forty-six  Hospitals  Get  Ford  Grants  Amounting  to 
$1,061,750,  622 

Four  Louisville  Physicians  Speak  at  13th  District  Meeting, 
362 

Four  KSMA  Councilor  Districts  Have  Meetings  During 
April,  537 

Four  Specialty  Groups  Name  Annual  Meeting  Speakers.  619 
Fulton’s  Dr.  D.  L.  Jones  Named  “1955  Citizen  of  the  ’V'ear,” 
446 

G 

Gaines,  Frank  M.,  M.D.,  Louisville,  Honored  by  Station 
WHAS,  171 

Gaither,  Gant,  M.D.,  Announces  Senior  Day  Committee,  72 
Gaither,  Gant,  M.D.,  Reports  on  ’56  Annual  Meet  Plans,  441 
General  Practice  Academy  Plans  Annual  Meeting,  April 
18,  20 

Glasgow  MD  Named  President  of  Sixth  District  Group,  72 
Golf  Tournament  to  be  Held  at  Louisville  Country  Club, 
702 

Good  Attendance  Recorded  at  Annual  Meeting,  977 
Gov,  Chandler  is  Guest  Speaker  at  Eighth  Annual  KPHA 
Meeting,  445 

Graves,  G.  Y.,  M.D.,  Honored  in  Chicago;  Makes  Talk,  621 
Guest  Speakers,  688 

H 

Honor  Awards  Presented  to  Drs.  Molony  and  Coleman,  973 
Hospital  Accreditation  Board  Announces  New  Standards, 
443 

Hospital  Accreditation  Discussed  by  AMA  House  of  Dele- 
gates, 620 

House  Acts  on  “Medicare”  Fee  Schedule,  974 
House  of  Delegates  Digest  of  Proceedings,  1061 
House  Revamps  Committees,  Considers  Resolutions,  979 
HR  7225,  OASl,  Are  Big  Topics  as  AMA’s  Delegates  Meet, 
71 

Hoxsey  Treatment  is  Worthless,  Says  Food-Drug  Adminis- 
tration, 445 

I 

Increase  in  Nurses  Still  Does  Not  Satisfy  Demand,  1093 

J 

J.  A.  Hodge  Memorial  Meeting,  695 

Johnson  County  Society  is  Host  at  14th  District  Meeting, 
362 

K 

Kentucky  Blue  Shield  Group  Plans  Seminar  September  6, 
719 

Ky.  Chapter  ACS  Elects  Dr.  Griswold  President,  536 
Ky.  Chapter  of  ACS  to  Meet  May  18  at  French  Lick,  359 
Ky,  PPS  Offers  New  Service,  to  MD’s  and  Communities, 
989 

Ky.  Rural  Health  Council  Begins  Plans  for  ’57  National 
Meet,  719 

Ky.  Rural  Health  Council  Plans  for  National  Conference, 
972 

Ky.  Surgeons  Honored  at  ACS  Clinical  Congress,  978 
Kentucky  Surgeons  to  Meet  May  19  at  French  Lick,  270 
KSMA  Doctors  to  be  Active  at  SMA  Anniversary  Meet, 
878 

KSMA  House  of  Delegates  to  Meet  Sept.  17  and  19,  682 
KSMA  Ninth  Councilor  District  Sponsors  Maysville  Semi- 
nar, 537 

KSMA  Officers  to  be  Elected  at  Second  Session  of  House, 
684 

KSMA  Represented  on  SMA  Med.  Student  Program,  981 
KSMA  12-15th  Districts  Plan  Joint  Meeting  on  June  28,  535 

L 

Louisville  Industrial  Physician  Wins  Presidential  Award, 
271 

Louisville  Pathologist  Given  $3,800  Outboard  Cruiser,  798 
Louisville  Student  AMA  Chapter  to  Hear  Walter  Reed 
Doctor,  361 

M 

Mayfield  MD  Elected  President  of  Kentucky  OB-GYN 
Society,  364 

Medical  Association  Establishes  Physician  Loan  Program, 
171 

MD  From  Cabbage  Patch  is  “Family  Doctor  of  the  Year,” 
446 

MDs  Can  Name  Award  Candidates  at  County  Officers  Meet- 
ing, 170 

Military  Obligations  Studied  as  Doctor  Draft  Ends,  979 
Murray,  Dwight,  Inaugurated  as  President  of  the  AMA,  623 

Me 

McGrath,  Past  Presidents  Share  Luncheon  Program,  976 

N 

National  RH  Meet  is  Best,  Wyatt  Norvell,  M.D.,  Says,  361 
Nationally  Known  MDs  to  Speak  at  Officers  Conference 
March  29,  Lexington,  69 

Navy  Will  Need  380  Doctors,  Dr.  McCarty  Announces,  622 
New  Commission  to  Study  Needs  of  Indigents,  974 
New  Council  is  Governing  Body  of  4,000  Med.  School 
Alumni,  1093 


Nine  Ky.  MDs  Participate  in  AMA  Annual  Meeting,  619 
Nineteenth  Edition,  AMA  Directory  Released  to  Sub- 
scribers, 538 

Nominating  Committee  to  Hold  First  Session  September 
17,  686 

Nominating  Committee  to  Organize  at  County  Officers 
Meeting,  169 

O 

Obesity  Risks  Discussed  on  TV  by  Jefferson  County  MDs, 
879 

October  Conference  Postponed,  Re-scheduled  for  Spring, 
73 

One  Hundred  Eighteen  KSMA  Members  Attend  ’56  AMA 
Annual  Meeting,  621 

One  Hundred  Fifty-Four  Attend  Annual  Seminar  at  Ky. 
Lake  June  12,  720 

One  Hundred  Twenty-Five  Physicians  Attend  Meeting 
of  Sixth  District  June  27,  723 

P 

Patient’s  Hospital  Expenditures  Increase  116%  in  10  Years. 
804 

Pediatrics  Postgraduate  Course  Scheduled  May  1-June  19, 
360 

Pediatrics  Seminar  Scheduled  May  1 Thru  June  19,  272 
Pennsylvania  Physician  Named  AMA’s  GP  of  the  Year.  70 
Physicians  of  Fourth  District  Meet  in  Bardstown  July  19, 
722 

Physicians  are  Urged  to  Protect  Family  Finances.  880 
Plans  for  ’56  Annual  Meeting  are  Nearing  Completion,  797 
Polio  Vaccine  Now  Available  at  Local  Drug  Stores,  359 
Postgraduate  Medical  Education  Discussed,  70 
Postgraduate  Refresher  Courses  Innovation  at  ’56  Meeting, 
693 

Postgraduate  Symposium  Held  in  Beaumont  Inn,  Harrods- 
burg,  362 

Proposed  Amendments  to  Constitution  and  Bylaws.  701 
Public  Opinion  Survey  Shows  People  Like  Physicians,  360 

R 

Record  Number  of  Exhibitors  to  Participate  in  Meeting,  687 
Refresher  Courses  to  be  Feature  of  KSMA  Annual  Meet, 
359 

Regional  Meetings  Held  to  Aid  Diabetes  Detection,  879 
Revised  Version.  Medical  Ethics  Presented  at  AMA  Meet- 
ing, 719 

Room  Assignments  for  Meeting  Announced  by  Dr.  Gaither, 
800 

Rural  Health  Leaders  Plan  for  National  Conference,  1092 
RH  Meeting  Jan.  19  to  Feature  Discussions,  Dramatic  Skit. 
69 

S 

Scientific  Movie  Program  Announced  by  Dr.  Noer,  798 
Scientific  Movies  Replace  TV  at  1956  Annual  Session.  701 
Sears-Roebuck  Foundation  Announces  New  MD  Loans,  803 
Seven  Heart  Clinics  Now  Serving  Nearly  40  Per  cent  of 
State,  364 

Seven  Reference  Committees  to  Operate  at  ’56  Meeting,  684 
Seventy-five  Hear  Gant  Gaither.  M.D.,  at  Eight  District 
Meeting,  537 

Sister  Agnes  Miriam  Elected  President  of  KSARN,  981 
Sixteen  Medical  Students  Granted  Medical  Scholarship 
Loans,  719 

Sixth  Annual  County  Medical  Officers  Conference,  168 
Sixth  Councilor  District  Presents  TB  Panel,  1093 
Sixth  District  Physicians  Hear  Dr.  Gaither  and  Dr.  Regen, 
446 

Sixty-four  Technical  Exhibitors  to  Display  Products  at  ’56 
Annual  Meeting,  802 

Southern  Medical  Association  to  Celebrate  50th  Birthday, 
800 

SMA’s  First  Service  Award  to  be  Presented  in  1956,  803 
State  Aid  for  Needy  Sick  Plan  to  be  Studied  by  Commis- 
sion, 720 

Syracuse  Dean  Named  Head  of  UK  Medical  School,  797 

T 

Teague,  Russell  E.,  M.D.,  Named  Ky.  Health  Commissioner. 
267 

Ten  Class  Reunions  Scheduled  September  20  in  Louisville, 
701 

Third  Annual  Kenlake  Seminar  is  Scheduled  for  July  12, 
535 

Third  Chest  Disease  Symposium  Scheduled  for  August  29, 
719 

Thirteen  Kentucky  MDs  Attend  Clinical  Meeting  in  Boston, 

72 

Three  Physicians  Reappointed  to  Medical  School  Commit- 
tee, 722 

Three  Postgraduate  Seminars  Held  During  March,  April. 
362 

Twelve  Scientific  Exhibits  Scheduled  for  Meeting  in  Sep- 
tember, 798 

Two  Hundred  Forty  Attend  Annual  Meeting  of  Fayette 
Medical  Society,  535 

Two  Retired  Louisville  MDs  Receive  Achievement  Awards, 
538 

Two  Specialty  Groups  Added  to  1956  Annual  Meeting,  70 

U 

UL  Med.  School  Due  $500,000;  Sets  Up  Scholarship  Plan, 
622 

UMWA  Representatives  to  Meet  May  6 in  West  Virginia, 
359 

UMW  Hospital  in  Middlesboro  Opened  in  Late  November. 

73 

W 

Woman’s  Auxiliary,  34th  Annual  Meeting,  697 
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Ataraxoid  is  a unique,  new  combination  of  Sterane  and 
Atarax,  which  now  permits  simultaneous  symptomatic 
control  and  reduction  of  attendant  anxiety  and  apprehension 
in  rheumatoid  arthritis  and  other  indications. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


The  added  tranquilizer  control,  desirably  easing  mental  stress, 
also  directly  assists  clinical  progress.  It  minimizes  the 
chance  of  exacerbation  related  to  emotional  strain  and 
facilitates  patient  confidence  and  cooperation  in  the 
therapeutic  program  toward  maximum  rehabilitation. 


Ataraxoid  exerts  the  anti-rheumatic,  anti- 
inflammatory activity  of  Sterane  distinctly  superior 
to  previous  steroids,  elfective  in  radically  reduced 
dosage,  and  with  minimal  disturbance  of  electrolyte 
and  fluid  metabolism. 


The  ataractic  effect  is  a 
central  neuro-relaxing 
action  — the  result  of 
a marked  cerebral  speci- 
ficity — free  of  mental 
fogging  and  devoid  of  any 
major  complications : 
no  liver,  blood  or  brain 
damage.  This  peace- 
of-mind  component  is 
also  used  in  the  lowest 
dosage  range. 


Supplied  : Each  green,  scored, 
Ataraxoid  oral  tablet 
contains  5 mg.  prednisolone 
(Sterane)  and  10  mg. 
hydroxyzine  hydrochloride 
(Atarax).  Bottles  of  30 
and  100. 


combining  the  newest,  safest  i the  newest,  most  effective 


tranquilizer,  ATARAX* 


(prednisolone) 


Steroid,  STERANE* 

controls 
sympt^o^  and  the 
apprehension 


t ‘ ,i3 


In  Rheumatoid  Arthritis, 
other  collagen  diseases, 
bronchial  asthma  and 
^inflammatory  dermatoses 


=-^Ti 

Hi 


♦Trademark 


Relax  the  best  way 

...  pause  fov' Coke 

continuous  quality 
is  quality  you  trust 


organomercurial  diuretics 
''...permit  ingestion  of 
enough  salt  to  make  food 
palatable;  without  them, 
many  patients  would  lose 
their  appetites,  a conse- 
quence of  the  salt-free  diet 
which  has  occasionally  been 
known  to  cause  serious 
malnutrition."^J> 

stiModell,  W.:  The  Relief  of  Symptoms,  Phil- 
adelphia, W.  B.  Saunders  Company,  1955, 
pp.  265-266. 
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RADIUM 

(Including  Radium  Applicators) 

For  All  Medical  Purposes 

Est.  1919 

Quincy  X-Ray  & Radium  Laboratories 

(Owned  and  Directed  by  a Physician- 
Radiologist) 

HAROLD  SWANBERG,  B.S.,  M.D..  Director 
W.  C.  U.  Bldg.  Quincy.  Illinois 


FOR  RENT 

A fine  opportunity  for  a general  prac- 
titioner to  establish  in  a growing  neigh- 
borhood. I have  available  an  office  con- 
sisting of  a large  reception  room  and 
six  examining  rooms  adjacent  to  a drug 
store.  If  interested  call  Pleasure  Ridge 
7-6550  or  write: 

Ernest  M.  Davis 
13315  Dixie  Highway 
Valley  Station,  Ky. 


Help  Fight  TB 


Buy  Christmas  Seals 


Santa’s 

Helpers 


for 

fifty 

years! 


For  a very  special  purpose, 
Santa  has  rnillions  of  little 
helpers  — Christmas  Seals. 
They  give  protection  and 
help  against  tuberculosis- 
safety  and  care  and  hope, 
and  even  life  itself,  to 
hundreds  of  thousands  of 
people  everywhere. 

Make  this  year  the  best 
yet.  Buy  and  use 
Christmas  Seals. 


Annual  Chris 


Because  of  the 
importance  of  the  above 
message,  this  space  has 
been  contributed  by 


TH 

las  Se)ea  Sale 


Doctor 

Disabled 

OFFICE  EXPENSE  CONTINUES 


At  last,  here  is  the  practical  solution  to  this 
prohlem  - - - an  insurance  policy  to  pay  your 
expenses,  with  the  premium  eligible  as  a 
Tax  Deduction. 


Latest  Tax  ruling  provides  that  premiums  on 
Health  and  Accident  insurance  are  not  de- 
ductible unless  the  policy  states  that  it  is  for 
the  express  purpose  of  meeting  business  over- 
head expenses. 


Ask  your  Accountant  or  Lawyer  about  this 
question  and  then  ask  us  to  explain  this 
coverage. 


W.  R.  LONG  & ASSOCIATES 
1534  Bardstown  Road — Louisville,  Ky. 

Without  obligation  to  me  I would  like  to  have 
more  information  on  your  office  expense 
policy.  I am  in  good  health  and  was 

born 

Month  Day  Year 


Name 


KENTUCKY  STATE  MEDICAL  ASSOCIATION 


Address 
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From  your  'patient's  viewpoint,  Doctor 


• • • 


is  this  the  painfui 
part  of  the  treatment? 

It  can  be,  unless  your  patients  know  the  true  facts  about  the  cost  of 
medical  care.  Parke-Davis  is  reaching  millions  of  people,  in  LIFE, 
SATURDAY  EVENING  POST  and  TODAY’S  HEALTH,  with  a 
consistent  advertising  campaign  whose  theme  is  “prompt  and 
proper  medical  care  can  be  one  of  life’s  biggest  bargains.’’ 

In  addition  to  the  magazine  advertisements,  Parke-Davis  makes 
folder-reprints  available  for  use  in  pharmacies.  Chances  are,  a large 
percentage  of  the  prescriptions  you  write  are  being  packaged  with 
one  of  these  folders  explaining  the  value  of  modern  prescription 
medicines — reaching  your  patients  right  at  the  time  when  they  are 
most  conscious  of  the  cost.  To  date,  more  than  six  million  of  these 
folders  have  been  ordered  by  pharmacists. 

In  these  advertisements,  we  strive  to  present  the  facts  about 
medical  care  clearly  and  unemotionally  . . . with  the  objective  of 
increasing  the  public’s  appreciation  of  why  costs  and  procedures 
involved  are  reasonable  and  fair. 


PARKE,  DAVIS  & COMPA 

Detroit  32,  Michigan 


If  you  would  like  reprints  of  this  Parke-Davis 
“cost  of  medical  care”  series,  just  drop  us  a line. 
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SNYDER  PHARMACY 

EDGEFIELD 
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The  Original 
Alseroxylon 


HYPERTENSION 


In  addition  to  its  gentle  anti- 
hypertensive action,  Rauwiloid 
provides  psychic  tranquility 
and  overcomes  tachycardia. 
Thus  Rauwiloid  participates 
in  both  the  somatic  and  psychic 
phases  of  therapy  for  hyper- 


tension. Treatment  in  all  types 
of  hypertension  may  begin 
with  Rauwiloid.  80%  of  mild 
labile  hypertensives  require  no 
additional  therapy. 

Dosage  is  definite  and  easy: 
two  2 mg.  tablets  at  bedtime. 


m tMciiis 
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You  are  cordially  invited  to  attend 


THE  THIRD  ANNUAL 
MERRELL  SYMPOSIUM 


Constructive  Medicine  in  Aging: 
Cardiovascular  Disorders  in  the  Aged 

Thursday,  January  17,  1957,  9:30  A.M.  to  5:00  P.M. 
Hall  of  Mirrors,  The  Nethcrland  Hilton,  Cincinnati,  Ohio 


PROGRAM 


Johnson  McGuire,  Professor  of  Clini- 
cal Medicine  and  Director  of  Cardiac 
Laboratory,  University  of  Cincinnati 
College  of  Medicine,  will  serve  as 
moderator  for  the  Symposium 

K.  J.  Franklin,  The  Medical  College 
of  St.  Bartholomews  Hospital,  London. 
INVESTIGATION  OF  WHAT  IS  CON- 
SIDERED NOR.MAL  FOR  THE  AGING 

cardiovascular  SVSTE.M 

J.  Earle  Estes,  Jr.,  Mayo  Clinic, 
Rochester,  Minnesota. 

VENOUS  DISORDERS  IN  OLDER  PEOPLE 

Walter  S.  Priest,  Associate  Professor 
of  Medicine,  Northwestern  L’niversity 
School  of  Medicine,  Chicago. 

ANTICIPATION  AND  .M AN .ACE.M ENT  OF 
CARDIAC  DECOMPENSATION 

Jessie  Marrnorston,  Professor  of  Ex- 
perimental Medicine,  University  of 
Southern  California,  Los  Angeles. 
HOR.MONAL  ASPECTS  OF  .Vn  OCARDIAL 


INFARCTIO.N  IN  FEMALE  AND  MALE 
SUBJECTS 

Ancel  Keys,  Professor  of  Physiology 
and  Director  of  Laboratory  of  Physio- 
logical Hygiene,  University  of  Min- 
nesota, Minneapolis. 

CALORIES  AND  CHOLESTEROL 
Robert  W.  Wilkins,  Professor  of 
Medicine,  Boston  University  School 
of  Medicine,  Boston. 

DRUG  THERAPY  FOR  HYPERTENSIVE 
VASCULAR  DISEASE  IN  PATIENTS 
PAST  .MIDLIFE 

Robert  A.  Bruce,  Associate  Professor 
of  Medicine,  L'niversity  of  Washing- 
ton School  of  Medicine,  Seattle. 

EVALUATION  OF  FU.NCTIONAL  CAP.AC- 
riN'  IN  PATIENTS  WITH  CARDIOVAS- 
CULAR DISEASE 

Edward  J.  Stieglitz,  Consultant  in 
Geriatrics,  Veterans  .Administration 
and  St.  Elizabeths  Hospital,  Washing- 
ton, D.  C. 

INTEGRATED  UNITY  OF  THE  PATIENT 


This  Third  Annual  Mcrrcll  Sym posium  is  presented  as  a 
service  to  the  medical  prufession , an  important  part  of 
MerreU’s  continuing  program  of  Research  in  Gerontology. 


THE  WM.  S.  MERRELL  COMPANY  New  York  • CINCINNATI  • St.  Thomas,  Ontario 
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clinically  proved,  before  introduction,  in  over  12,000  patients 


announcing 


Compazine 

a further  advance  in  psycliopharniacology 


a true  “tranquilizer”  with  specific 
action  in  psychic  and  psychosomatic 
conditions 

indicated  in  mental  and  emotional 
disturbances  — mild  and  moderate  — 
encountered  in  everyday  practice 

available  in  5 niG;.  tablets 


minimal  side  effects 

Few  druQ;s  have  been  so  thoroughly  studied  before  introduction 
or  introduced  with  such  a substantial  background  of  clinical 
experience. 

In  the  more  than  12,000  cases  treated  with  ‘Compazine’  here  and 
abroad,  and  in  experimental  studies  at  very  high  dosage,  no  blood 
change  or  jaundice  attributable  to  ‘Compazine’  was  observed. 

Smith,  Kline  & French  Laboratories,  Philadelphia  1 

* Trademark  for  proclorpcrazinc,  S.K.F. 


This  Book  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice 
will  be  sent.  Requests  for  renewals  must 
be  made  on  or  before  the  date  of  expiration. 


DUE 


RETURNED 


DEC  1 3 1957 


SEP  1 4 1960 
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A fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 


